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Abstract 

This thesis explores the experiences of a group of newly qualified Mental Health Nurses (NQN) who were educated using a new Problem-based Learning (PBL) curriculum. It begins by outlining the literature and other drivers that shaped the design and delivery of this programme.  Drawing on an initial evaluation of the programme together with a consideration of the literature a number of foreshadowed questions were identified that informed the constructivist grounded theory approach that the study adopted. Data were collected from former students and their supervisors using telephone interviews and analysed using constant comparison.  The resultant theory describes a temporal model of the students’ experiences and identifies three basic processes that shaped their learning. These were: Struggling; Resolving; Performing. The findings support the use of PBL in developing the necessary skills and knowledge needed for Mental Health Nurses. The quality of the theory is appraised using relevant criteria. The thesis concludes by comparing the theory with the literature and considers the implications of the study for education and future research.  
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Introduction

This doctoral study arose from my involvement as a lecturer working with a team of mental health colleagues at a local university who were charged with developing and delivering a radically different new curriculum. This new programme was designed to educate postgraduate pre- registration mental health nurses at a university in the North of England using problem-based learning (PBL). It is important from the outset to differentiate this work from that on which this thesis is based. I was closely involved in setting up and delivering the programme, and also played a key role in an initial evaluation of the programme undertaken on the University’s behalf. This work provides the background and context for the study and was used to help inform the study aims. Subsequently, an entirely separate and independent study was undertaken for the purpose of completing my D Med Sci. studies and it is this study that is reported here. In order for the reader to appreciate the relationship between these two activities this thesis does not follow a typical format. 
Chapter one will commence with an outline of the background to my doctoral research including a review of factors which influenced the adoption of a PBL approach for a specific mental health nursing educational programme. It will then describe the programme and consider how the literature and other sources of evidence helped to shape the design and delivery of this. 
Chapter two outlines the initial aforementioned evaluation of the programme undertaken for the university and describes the main findings to emerge. These were:  Moves to Autonomy; Surviving the Groups; and the Impact of PBL. 
Chapter three presents a focussed literature review undertaken to inform this thesis and makes links between this and the results of the evaluation. A synthesis of the initial evaluation and this latter review provided the basis for the identification of the sensitising concepts and foreshadowed questions that informed the subsequent study. 
Chapter four discusses the methodology and the methods that were employed for this doctoral study and outlines my ontological and epistemological stance. A rationale for the use of a constructivist grounded theory approach is provided and how this was applied in this study is described. Relevant ethical issues and considerations of quality criteria are included.  
Chapter five provides a description of the findings from the research and identifies three recurrent processes that shape the students’ learning experiences over time. These are: Struggling; Resolving; and Performing. The chapter concludes by drawing together the results to provide a grounded theory of PBL as experienced on this particular programme.
Chapter six considers the theory developed in this study with the relevant literature.  It also highlights how the quality criteria proposed by Charmaz (2006) have been addressed in this research. Finally the implications of the findings for practise, research and education are explored.
Chapter 1 –Where it all began
Mental health problems are an ever present part of today’s society. The most recent statistics from the Mental Health Foundation (2011) found that one in four of the general population in the United Kingdom will experience some kind of mental health problem in the course of their lives. The most recent community survey of prevalence of mental ill health suggests that around 23 per cent of the population are suffering with some form of psychiatric morbidity (McManus et al 2009). Whilst not all of these people will need formal services there is nevertheless a clear need for us to produce skilled and knowledgeable mental health nurses to care for this diverse client group, as highlighted in the “Modernisation Agenda” (Department of Health 1999) that was built into subsequent health care policy. 
Over the years much has changed in the way that mental health nurses have been educated. When the NHS began after the end of World War Two mental health nursing was confined to the large hospitals and training and education reflected this institutional focus. As the twentieth century progressed mental health nurses were moving into community settings, although it wasn’t until the 1990s that most of the old hospitals finally closed (Stickley and Basset 2007). Traditionally the main professions in mental health work: Nursing, Occupational Therapy, Psychiatry, Psychology and Social Work had been trained and educated separately (Stickley and Basset 2007). As the large asylums closed patients and staff were transferred to community settings and care delivery also adjusted to new ways of working. Multi- disciplinary teams were now needed in the community and so many staff had to learn new skills to work together effectively (Muijen 1997).
As a nurse educationalist who has worked with providers of higher education since 1998 I was used to teaching students in a very traditional, didactic way through the use of lectures and seminars for example. I had worked with students at various levels from advanced diploma through degree and post graduate diploma to post registration studies using traditional teaching methods. This thesis is concerned with an entirely new way of teaching and learning for all involved, Problem-based learning (PBL). In particular the thesis will focus on a pre-registration post graduate mental health nursing programme which adopted PBL as it’s teaching and learning methodology.
In 2005 I embarked on the Doctor in Medical Science programme and this thesis is in partial fulfilment of this. In this chapter I will begin by outlining the context leading to the development and implementation of the PBL programme. Its development was driven by national issues which contributed to local debates and coincided with the opportunity to redesign the pre-registration post graduate mental health nursing programme. The chapter will move on to identify why a PBL approach was chosen and then give a chronological account of the processes that were instigated to design, introduce, deliver and evaluate the programme.
The chapter will also outline key decisions made with regards to the implementation of this PBL programme including a full description of the programme itself. In conclusion the chapter will explain the strategy used for an initial evaluation the programme. 
1.1: Setting
The programme at the heart of this thesis was delivered at a University in a city in the north of England. It is one of the original ‘red brick’ universities and is a member of the Russell Group.  The School of Nursing and Midwifery offered programmes in all branches of nursing however the focus of this thesis will be a preregistration postgraduate programme for students with a cognate degree who wished to become mental health nurses. A mental health nursing programme had been delivered by the School since 1996 and the curriculum had been revised on previous occasions. However, its’ next revalidation by the Nursing and Midwifery Council was, at the time, due. This is the current professional body for nursing whose role is to grant approval for the programme that would be delivered from February 2005. This review of the programme was informed by national drivers coupled with local issues which will now be discussed below.
1.2:  National context
At a national level there were concerns expressed by professional organisations such as the United Kingdom Central Council For Nursing, Midwifery and Health Visiting  (UKCC 1999) about the skills needed by all nurses and the ability of current curricula to produce nurses who were ‘fit for purpose’ (Barrow, Lyte and Butterworth 2002). 

These concerns were supported by policy initiatives such as, The Capable Practitioner (Sainsbury Centre for Mental Health 2001), which identifies the capabilities required to implement The National Service Framework for Mental Health (Department of Health 1999a).This framework was commissioned by the National Service Framework Workforce Action Team and carried out by the training and practice development section of the Sainsbury Centre for Mental Health.

This Framework divides mental health practise into 5 areas:

· Ethical Practice

· Knowledge of Mental Health and Mental Health Services

· The Process of Care

· Interventions 

· Applications to Specific Service Settings
It argues that these areas have a hierarchical relationship relevant to pre and post registration mental health nursing and that the first two capabilities are foundations that all nurses should have. The latter three are seen as developmental stages of a mental health nurses’ proficiency. So at the point of qualification nurses should have the appropriate values, attitudes, skills and knowledge to practise. They will go on to further develop process of care capabilities which encompasses the ability to work in partnership with users, carers, families, team members and other agencies involved in mental health care. Coupled with this they will be developing the ability to implement evidence-based, bio-psycho-social approaches to mental health care. The higher order capability of application refers to utilising all of the other capabilities in the specific service settings which require specialist skills and knowledge.
 The Knowledge and Skills Framework (Department of Health 2004a) is another example of a policy initiative designed to set standards of practice for health professionals and identified the knowledge and skills required for different grades of practitioner. These are applicable to the multidisciplinary team involved in health care not just mental health nurses. This framework comprises of six core domains and twenty four specific dimensions according to a person’s specific role. These are non-hierarchical although each dimension does have a four level grading structure, reflecting the higher levels of skills expected of experienced practitioners.
The six core dimensions are 
· Communication

· Personal and people development

· Health, safety and security

· Service development

· Quality

· Equality and diversity

All qualified staff are expected to have all of the core dimensions as well as an additional seven specific dimensions related to their role. As such student nurses need to be cognisant of the above in preparation for qualified nurse practise. 
Likewise the Ten Essential Shared Capabilities (Department of Health 2004b), which was developed in consultation with service users and carers, together with practitioners, identified the essential capabilities required to achieve best practise for education and training of all staff who work in mental health services.  The aim was to make clear the shared capabilities of staff working with mental health clients which should be achieved as a minimum prior to qualified mental health nurse practise. Many of these ten capabilities overlap some of the capabilities already discussed, as can be seen below:
· Working in Partnership

· Respecting Diversity

· Practising Ethically

· Challenging Inequality

· Promoting Recovery

· Identifying People’s Needs and Strengths

· Providing Service User Centred Care

· Making a Difference

· Promoting Safety and Positive Risk taking

· Personal Development and Learning
These in turn have contributed to the Mental Health Nursing Review (Department of Health 2006) which sets out recommendations for the development of mental health nursing, with the core aim of improving the outcomes and experience of care for service users and carers. This is comprised of three aspects: Putting values into practise; improving outcomes for service users; and a positive, modern profession. These are further subdivided as below:
	Putting values into practice

	1. Applying recovery approach values.

	2. Promoting equality in care.

	3. Providing evidence-based care.

	Improving outcomes for service users

	4. Meeting the greatest need.

	5. Strengthening relationships with service users and carers.

	6. Holistic assessments and managing risk effectively.

	7. Improving physical well-being.

	8. Providing psychological therapies.

	9. Increasing social inclusion.

	10. Recognising spiritual needs.

	11. Responding to the needs of people with substance misuse problems.

	12. Improving inpatient care.

	A positive, modern profession

	13. Developing new roles and skills.

	14. Strengthening pre-registration education.

	15. Working effectively in multi-disciplinary teams.

	16. Supporting continued professional development.

	17. Improving recruitment and retention


All of these policy initiatives demanded that mental health nurses needed to develop new roles and skills to care for those affected by mental health problems in the future. 

These policies also reflected the discontent with traditional teaching methods adopted by lecturers providing education for all student nurses at this time. For example Frost (1996) highlighted the limited use of teamwork, poor development of inquiry skills and the gap between theory and practice as problematic in traditional health curricula.
Having described the national context attention is now turned to local factors. 
1.3:  University context
The issues described above influenced discussions regarding plans for the curriculum revision which took place at the regular teaching staff meeting. The focus of much of this discussion was the drive for Higher Education Institutions to respond to changes in nurse education outlined by the Making a Difference strategy document (Department of Health 1999). This stated that curricula had to encourage students to acquire practical skills relevant to contemporary nursing practise. 
 As a consequence it was decided to explore different teaching and learning approaches for the new programme. Problem-based learning was proposed as one option to explore and a small group of interested tutors, including myself, began this process. 
Although it was entirely new to all concerned, colleagues were aware both of another branch of nursing within our university that had implemented this approach and that it was also being adopted elsewhere. For example, in Manchester, Barrow et al (2002) had studied a Nursing Theory and Practice Module of an undergraduate nursing programme which used PBL. They argued that in order to produce nurses who are knowledgeable doers, critical thinkers, lifelong learners, able to respond to changing health needs we needed an effective learning approach such as PBL.
 As the development team could find no other mental health programme that used PBL it was decided that one of the first steps in the development of the new programme should be contacting colleagues working in higher education that had experience of this approach within other branches of nursing. Visits were arranged to discuss their PBL programmes and some of the development team were able to learn experientially by participating in PBL groups. Conference attendance was another method of exploring the subject of PBL further with peers and this also helped to clarify issues regarding implementation. We then began to consider what is meant by PBL.
1.4:  What is PBL? 
Another step in the initial development process took the form of a literature review to see what was known about PBL that could help in our decision making. As noted earlier this work was not conducted as part of my doctoral study but did contribute to its’ development.

A systematic review of the literature was used to aid the decision making process regarding PBL implementation. A search of Medline, Cinahl, EBM Reviews- Cochrane, British Nursing Index, The Citation Indexes, Amed, Psychinfo, Eric and HMIC databases, from 1966 to 2004 using the keywords, Problem-based learning, Mental health, Nursing, Psychiat* , problem solving and combinations of these produced over 1,000 hits (see Appendix 1). After removing duplicates, the abstracts were then reviewed to determine the focus of each individual reference. This helped to determine the scope of the literature available and also identified several issues that needed to be considered. Analysis of this literature was concerned with identifying material which could assist in defining PBL, modes of implementation and role of the tutor in the PBL process, all issues which the development group were struggling to address.

The literature review highlighted several important aspects. Firstly, it became clear that the term PBL does not have one single definition. Secondly, PBL has been used in a wide variety of different disciplines and thirdly it highlighted some of the skills that PBL purported to develop in students. Finally, it highlighted specific issues to be considered in implementation for example costs, role of the facilitator and considerations regarding the most appropriate students for this mode of learning. I will now deal with each of these aspects in turn.
1.5:  Defining PBL
One of the fundamental issues regarding PBL is that it does not have a single, agreed definition. Indeed the literature is often conflicting, with PBL being defined in differing ways by different people. To increase this uncertainty PBL frequently is used interchangeably with terms such as inquiry-based learning (Alvarado and Herr 2003), enquiry-based learning (Horne et al. 2006) or case based reasoning (Eshach and Bitterman 2003). The latter is argued to be more focused on students solving a problem (Eshach and Bitterman 2003), rather than them identifying their learning needs as is the focus with PBL. Horne at al. (2006) state that PBL differs from enquiry- based learning, which refers to any form of learning that is motivated by enquiry, as opposed to PBL which has a more specific structured process. This lack of clarity creates obvious problems when trying to design a PBL programme.  

1.6:  Scope and usage of PBL 
The literature covered a wide range of different disciplines throughout the world although mental health nursing was absent from this. Problem-based learning was originally devised for medical education at McMaster University, Canada in the 1960s (Neufeld and Barrows 1974). This philosophy focussed on specific capabilities and characteristics which educators wanted to develop in students, as opposed to a more diffuse knowledge base. Lifelong learning was an important element of this and highlighted the need for doctors to have these skills. This assumes that students are responsible, motivated adults, as highlighted in the research carried out by Norman and Schmidt (1992). Milligan (1999) also stresses links to andragogy and states that the literature is perhaps optimistic about the potential of PBL in nurse education. The consensus from the literature was that PBL is a useful tool of epistemological reform in higher education (Maudsley 1999), as well as an appropriate pedagogical technique for educating adults for professional practice (Biley and Smith 1998). Subsequently, its use has spread to a wide range of disciplines including Law (Lindblom-Ylaenne, Pihlajamaeki and Kotkas 2003), Business (Arts, Gijselaers and Segers 2002), Zoology (Harland 2002) and Computer engineering (Dahlgren and Dahlgren 2002). Healthcare professions that have also adopted this approach include:

· Dentistry (Lohman and Finkelstein 2000), 
· Physiotherapy (Dahlgren and Dahlgren 2002), 
· Occupational therapy  (Hammel et al. 1999),
· Inter-professional curricula (Reynolds 2003),
· Psychology (Dahlgren and Dahlgren 2002),
· Nursing (Forbes, Duke and Prosser 2001, Conway, Little and McMillan 2002) Indeed, PBL has been adopted by Nursing and Midwifery faculties across the western world including USA (Inouye and Flanelly 1998), Australia (Blackford and Street 1999),  UK (Milligan 1999) and Canada (Edwards et al. 1998). 

As a result of the review it seemed that PBL is more a philosophy than a prescriptive methodology (Biley 1999), adopting a number of educational approaches including lecture-based cases, case method, modified case method or problem-based (Barrow et al 2002). In essence PBL is a student centred, independent learning group process which commences with a ‘problem’. Students are encouraged to identify previous skills and knowledge in relation to this and then identify their group learning needs. They are then tasked to research these and their findings are shared with their peers. In addition the review highlighted the paucity of reported mental health curricula using this approach whilst at the same time identified the breadth of other disciplines who were engaged in PBL throughout the world. One of its perceived attractions was the capacity to develop skills in learners.
1.7:  Skill development

The literature suggested that several skills highlighted are developed by using PBL including:

· Enhanced communication (Hammel et al. 1999, Morales-Mann and Kaitell 2001, Rideout et al. 2002,)
· Improved interpersonal relationships (Frost 1996)
· Lifelong learning (Barrows and Tamblyn 1980, Lloyd-Jones, Margetson and Bligh 1998, Baker 2000)
· Team working (Antepohl and Herzig 1999, Hammel et al. 1999, Reynolds 2003,)
· Utilising research to enhance practise (Hays and Vincent 2004)
All of these skills were seen by the programme development team as valuable to today’s mental health nurses and were all evident in the previously identified policy guidance ( Sainsbury 2001, DOH 2004a, 2004b, 2006).This suggested the potential value of PBL. However, it is not without its critics.
1.8:  Critics of PBL

PBL is not without its problems as the literature also identified areas of concern regarding this approach.  Maudsley (1999) highlights several areas of concern in her literature review of PBL. As discussed above she is concerned that the term PBL lacks a clear definition and she goes on to cite an example of medical education in New Zealand where ‘PBL failed’( p179) and attributes this to differences in staff understanding of what this meant in reality. Newman (2005) is equally critical of the PBL method claiming that its adoption has been fuelled ‘by an almost evangelical movement’ (p.12) based on a plethora of anecdotal studies extolling the positive aspects of this approach. 
Andrews and Jones (1996) argue that the basic premise of PBL is potentially flawed as students may lack the insights to identify relevant problems, also highlighting the dilemma between implementing PBL as a whole curriculum approach or adopting it alongside traditional teaching methods. Despite positive outcomes from the author’s experience of implementing PBL it is concluded that it cannot be assumed that this learning will be transferable to clinical practice settings. 
The role of the facilitator is also seen to be particularly problematic and merits separate consideration. 
1.9:  Role of the facilitator
The role of the facilitator is a significant feature in the PBL literature which identifies the specific change in role from the traditional mainly didactic mode of teaching to a more student centred, facilitative style (Creedy and Alavi 1997, Neville 1999, Price 2003).Creedy and Alavi (1997) suggest that skilful facilitation is a key element of PBL and Happell (1998) argues that this role is central to the success of a PBL programme. Wilkie and Burns (2003) advised that preparation of facilitators is essential and highlighted issues raised by Albanese and Mitchell (1993) who noted that PBL is more likely to succeed if delivered by a small group of enthusiastic tutors. 
 The role of the facilitator is to guide and support the students in their learning.  Facilitators need to know when and how to intervene in achieving the balance between directive and non directive approaches as the students negotiate their way through the programme (Wilkie and Burns 2003). Authors go on to highlight that even if the facilitator does not speak, facial expression and posture need to be considered as students will be ‘checking out’ non verbal communication for clues as to how they are progressing. 
Price (2003) discusses the issue of whether facilitators should be subject experts or experts in the mode of study. He cites examples of both approaches and appraises the relative merits and perceived deficits. For example, he believes a subject expert may be inclined to revert to a more directive teaching role rather than allowing students to make their own investigations. Conversely, if the facilitator does not fully understand the subject he/she may allow groups to pursue irrelevant material and waste valuable study time. 

Despite much debate (e.g. De Volder 1982, Zeitz and Paul 1993) there was no consensus on the most effective approach for facilitators apart from agreement that this role requires considerable skill in group facilitation and that the facilitator needs to possess appropriate personal qualities such as those described by Price (2003) below:

Thoughtful and analytical, 

Facilitative rather than directive, 

Honesty and impartiality, 

Readiness to listen and willingness to challenge, 

Time management skills, 

Reinforcement of achievements and encouragement
The literature also indicated that key areas of support needed to successfully implement a PBL approach are: a critical mass of people interested within the department; support from the Head of Department or budget holder, especially with regard to resource implications,: and the support of other stakeholders (Boud and Feletti 1991). There is also debate about the relationship between PBL and other approaches.
For example Schmidt et al. (2007) argue that there are clear links between PBL approach and aspects of cognitive psychology as in both learners  have to take charge of their own learning needs, find answers to supplement their knowledge and by doing so are more likely to retain this (Schmidt and Moust 2000). Schmidt and Moust (2000) further explain that PBL is a form of constructivist learning, as students are engaged in constructing theories about their world represented by the problems presented. Constructivism as a philosophical position views knowledge as something the learner co-creates for themselves. This also reflected the development teams’ viewpoint that learners need to explore widely and not be constrained by our world view. Recognition of these links to constructivism helped in part to shape the approach I used in this thesis (see methods chapter).
The information gathered by the development group suggested promise in the use of PBL with mental health nursing students and the team were keen to devise a curriculum which addressed the challenges outlined above. 
1.10:  The decision to adopt PBL
As noted earlier PBL has been used in the education of health practitioners for many years and it was decided that mental health nurse Lecturers would implement it in the new programme. As nurse education must continually evolve to meet the needs of a diverse and ever challenging society, PBL was believed to be one approach that would enable the mental health programme in my department to respond in a timely manner to this ever changing healthcare scene.

The student population was another important consideration in the decision to develop a PBL course. The pre registration postgraduate students we attracted had certain characteristics which we believed to be conducive to this type of programme. They were mature students who had a cognate degree, evidence of recent study and previous experience in a caring role, all of which were entry requirements for this programme. There would be a maximum number of 25 students in a cohort and the course would last for two years. Therefore, these students were mature learners, who could be expected to be able to study independently, which is a major facet of PBL. They were also small in numbers and so while PBL is said to be resource intensive (Finucane, Shannon and McGrath 2009) it was argued that we could resource this programme without any additional staff.

This literature review and scoping exercise highlighted many issues. It identified the breadth of different disciplines who had embraced PBL throughout the world. At the same time it highlighted the problem of the differing terms used and the fact that PBL is being implemented in many different ways. 

The development team continued to believe that PBL showed great promise as an educational approach for mental health nursing students due to the range of skills it purported to develop. The review also highlighted particular aspects of implementation that would need close attention, including the role of facilitator, student characteristics and the perceived cost of delivery.  All of these factors were considered by the Head of Department and Dean of the School who were sufficiently convinced of its merits to approve its development. The next challenge was to design the programme. I will now outline how this was undertaken.
1.11:  Programme design
Issues which needed to be addressed here included a need to have a working definition for this PBL programme coupled with a clear understanding of the PBL process itself including roles adopted by students and tutors. One of the initial tasks in developing our PBL programme was to agree on the terminology to be used. 
A working definition of PBL was needed and Alavi (1995) succinctly describes PBL as an approach which places the student at the centre of the learning process and is aimed at integrating learning with practise.  Barrows and Tamblyn (1980) clarify this further by defining PBL as ‘the learning, which results from the process of working towards the understanding of, or resolution of, a problem’ (p.1). These two definitions were used by the development team as a starting point in shaping the programme. PBL was defined as a student centred approach to teaching and learning in which students are exposed to trigger learning materials based on ‘real life problems’ (Matheson and Haas 2010, p. 9). 

1.11.1:  Trigger

 The PBL process begins with a trigger(s). These are materials used to stimulate discussion (Wilkie and Burns 2003) and the learning process. They can take various forms such as case studies, medication cards, songs, videos or photographs (See appendix 3 for an example of triggers used in the programme).There are different ways of working through the trigger to identify learning outcomes, and we utilised a modified form of the Maastricht seven step process (Schmidt and Moust 2000) which colleagues in another Department had successfully implemented. This method of working through the learning materials will be discussed further later on in this chapter.
1.11.2:  PBL roles

The roles within the PBL groups are also important to understand. The facilitator is someone who promotes, enhances, encourages and eases the way for the students during PBL (Wilkie and Burns 2003). Instead of lecturing, tutors must lead their student group through the triggers and facilitate them to understand and apply key concepts, facts and processes. This is based on the belief that a valuable part of the students’ learning is to make errors (Allen, Donham and Bernhardt 2011). This way of working was very new to all the tutors involved in the PBL programme and necessitated a degree of change in their usual teaching style and role. As discussed earlier initial preparation for the facilitators was gained by visiting other universities engaged in PBL along with participation as PBL learners in training provided by our Midwifery peers who had already implemented PBL into their pre registration programme. 

The students also have specific roles and they nominate two group members, who rotate, for the specific roles of scribe and chairperson. This rotation for each new trigger meant that all students were able to participate in the different roles ascribed to group members. The scribe is charged with noting the discussion and capturing issues raised, whereas the chairperson’s main role is to manage the discussion and tactfully engage all group members, ensuring the work is completed within the given time (Wilkie and Burns 2003). The chairperson also leads the interim feedback meeting to review group progress along with the final meeting where learning is shared with the group.
Guided by the literature and feedback from colleagues experienced in using PBL it was now our task to decide how we would implement PBL for the programme.
1.12:  Mode of curriculum implementation
Many frameworks have been proposed regarding implementation of PBL at a curriculum level (Barrows 1986, Ross 1991, Savoie and Hughes 1994, Charlin, Mann and Hansen 1998).The framework which had the greatest influence on this programme was devised by Savin-Baden (2004). She suggests that there are many ways of getting involved in a PBL curriculum and goes on to outline eight different modes of implementation (see diagram below for more information).

Figure 1: Modes of curriculum implementation (after Savin-Baden 2004)
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These range from a single module approach through to a more integrated application of PBL as outlined below:

· Mode 1 - a single module approach which is usually implemented in the final year of a programme.

· Mode 2- the ‘shoe string approach’ whereby a few tutors who are keen to implement PBL manage to introduce it into some areas of the curriculum.

· Mode 3- a funnel approach where students are gradually guided away from a lecture based approach in the first year via a problem solving approach in the second year and ultimately to a PBL approach in their final year.
·  Mode 4- the foundational approach which is more common in science and engineering curricula. Here students have traditional lectures, tutorials and laboratory time in the first year as it is assumed that some knowledge is necessary as a foundation to other knowledge which is gained through the use of PBL in the second and third year.
· Mode 5- the two strand approach. In this students experience PBL in clear strands running alongside each other but other components of their programme are taught in more traditional ways. The PBL modules are designed to build on each other and try to incorporate knowledge and capabilities gained in the other traditional modules with the aim of feeding this in to support the PBL learning and help the students see it as a coherent whole.

· Mode 6 - the patchwork problem-based learning mode is deemed to be complex and can be difficult and confusing for learners. In these curricula PBL is used throughout but the modules are taught concurrently rather than consecutively. This can mean that students compartmentalise knowledge and find it difficult to integrate knowledge across discipline boundaries.
· Mode 7 - the integrated approach whereby PBL is seen as not merely a strategy but a curriculum philosophy. This mode is relatively rare in practise and is based on the McMaster model whereby students work in teams, encounter one problem at a time and are facilitated by a tutor. The problems are sequential but linked to one another and cross disciplinary boundaries. However, assessments are not necessarily structured to match the aims and values of the curriculum. So for example traditional assessments such as examinations or multiple choice questions may be used to assess student learning although it is acknowledged that this can undermine the student- centred, self-directed focus of this particular approach.
· Mode 8 - the complexity model is an approach which transcends subjects, disciplines and university curriculum impositions. This means that students “examine the underlying structures and belief systems implicit within a discipline or profession itself, in order not only to understand the disciplinary area but also its credence” (Savin-Baden 2004, p13). Knowledge is constructed by the learners who expand on and integrate previous knowledge and skills whilst also evaluating personal knowledge and propositional knowledge. Whilst there are some obvious benefits to this model there are issues that arise. The first of these issues being the assessment of learning in this complex mode and the second the tension between pedagogy and competence to practice. 
The decision was made to implement PBL for the whole curriculum as feedback from discussions with colleagues experienced in PBL had suggested that this was best for students. The latter two modes of implementation outlined above namely mode seven, the integrated mode and mode eight, the complexity mode were viewed as most appealing to the development team. As this programme would lead to a professional qualification mode eight was discounted due to the assessment issues and tension between pedagogy and competence to practice which are requirements of a nursing programme. The development team were convinced that although mode eight would allow students to explore the underlying structures and belief systems relevant to mental health nursing they were not convinced that this would enable them to meet the specific competencies imposed by the NMC and necessary for them to qualify. 
Therefore the mode chosen for this curriculum was closest to the integrated approach; that is based on the principle that PBL is not merely a strategy but a curriculum philosophy. According to Savin–Baden (2004) the curriculum exists in an integrated approach where problems are sequential although assessment is not necessarily linked to a PBL approach. 
1.12.1:  Assessment

This programme was slightly different as the assessment strategy was designed to reflect the teaching methodology. So along with traditional essay assessments students were assessed using methods thought to be more congruent with a PBL method of teaching and learning. For example students submitted a patch work text (Scoggins and Winter 1999) for their first assessment. This was a series of short pieces of writing joined by the students’ reflections on their journey towards qualified nursing practice. Other assessments were: a case presentation; critique of a therapeutic encounter and a poster presentation. It could therefore be argued that we in fact developed a ninth mode of implementation.  
1.13:  The PBL group process

There are a number of different models for the PBL process or group work which students and facilitators undergo, however the most widely known is the one we chose to use, the Maastricht seven steps process (Schmidt and Moust 2000). This framework is used to guide students through the learning materials as outlined below.
Figure 2: The Maastricht seven steps 
	1
	Clarify – to what extent do you understand what the situation is about

	2
	Define – any unfamiliar vocabulary/terms/concepts. 

	3
	Analyse – ‘brainstorm’ any possible explanations. What are the possibilities?

	4
	Sift & Sort – decide what is probable and what can be found out. Begin to group similar ideas together. 

	5
	Identify Learning Outcomes – formulate learning issues for self-directed learning.

	6
	Investigate and Learn – fill gaps in your knowledge through self-study.

	7
	Report Back – share your findings with your group and try to integrate the knowledge acquired.


(adapted from Schmidt and Moust 2000 )
In this approach students establish an understanding of outstanding issues in the trigger and ultimately move to a synthesis of knowledge acquired through their individual investigations of varying facets of the trigger problem. Fixed resources are used to support the topic being analysed in the trigger. They can be lectures, workshops, and clinical skills sessions, some of which can be delivered by service users, carers and lecturers. 
The new programme was a shortened course due to it being validated for students who already possessed a degree in a health care related subject area and so would last for two years with 50 percent of this time spent on theoretical learning and 50 percent spent on practice learning. This was also a stipulation from the approving body, the Nursing and Midwifery Council (NMC). Having decided on the programme design attention was now turned to implementation issues.
1.14:  Preparation for the programme

The development group was expanded to increase the number of people involved in defining the new programme. This also entailed a degree of education for some colleagues who were less familiar with the PBL approach and therefore struggled with some of the concepts when translated to practise. As highlighted earlier the role of the facilitator was felt to be crucial to the success of a PBL programme. Knowles (1975) identified several important aspects to consider:

· Creating a good climate for learning

· Level of intervention needed

· Evaluating learning outcomes

  Within these discussions there were several important issues raised such as students’ learning styles (Honey and Mumford 1995), resource implications, and the evidence base. The crux of many of these debates appeared to be differences in interpretations of PBL and differing philosophical viewpoints. For example the issue of whether the students needed a reading list or not highlighted these debates. There was a continuum of thought ranging from a minimalist approach of no reading list through to a more traditional approach that students should be given a comprehensive reading list. The compromise was a list of five key texts covering Nursing Studies, Psychology, Sociology, User and Carer perspectives and a basic book on PBL.

Another consideration was maximum group size, which was set at 12 as proposed by Wilkie and Burns (2003). This necessitated dividing the cohort into two PBL groups.  The role of facilitator was another area for much debate. A continuum of roles was in evidence, with ideas ranging from very involved to a more laissez-faire style. On a pragmatic level facilitators were identified who were enthusiastic and recognised the need for further education and training. It was apparent that as experienced mental health lecturers we already had many skills in this arena that needed fine-tuning. 

Once the programme had been defined and written it had to be approved by the University and also by our professional body, the NMC. After this internal scrutiny and external validation by the NMC the challenge was to implement the programme. We were very conscious of the need to make the programme explicit to all those involved in its delivery including tutors, students and clinical staff. Therefore development of programme content, facilitator and unit handbooks was crucial to the success of the course. There were a variety of resources needed to support the course including library facilities, placement mentors/assessors, administration staff and IT support. As the programme was 50 percent theoretical and 50 percent practice, clinical learning was also an important consideration.
Clinical experience and assessment was a vital part of the programme and students were to be allocated to specific areas of nursing throughout their two year programme. The proposed placement plan for clinical experience was therefore agreed and consisted of four placements, each being fourteen weeks in length.  This would be preceded and followed by the same amount of theoretical time. Students would commence their clinical time with a placement focussing on service users with enduring mental health problems in an inpatient setting. This would be followed by a community placement with the same service user group. In year two students would be allocated to community mental health teams working with service users experiencing acute mental health problems. The final placement would be with this same clinical focus in an inpatient setting.  Support for our clinical colleagues, who were taking on the roles of mentor/assessor, involved lecturers visiting them in the three months prior to the first allocation of PBL students to explain the new curriculum and answer any initial queries. Follow up support was available for clinical staff from their allocated university tutors.

Preparation and support of students took a number of forms. This process began with recruitment. Interview and selection procedures did not change from their usual format apart from ensuring that the students had an understanding of PBL at the point of interview. Students had their first chance to experience the PBL approach on their pre-course study day, where they were guided through a small trigger. This engagement with the PBL approach was developed throughout the course culminating in the students organising and facilitating their own conference. There was on-going support, academically, clinically and personally throughout the course. At the commencement of the course the students were allocated to their PBL group, part of this process involved considering gender mix and the location of their future clinical placements. The composition of each of the PBL groups was slightly changed at the end of each unit of study by rotating some of the group members. This was to ensure that by the completion of the programme all students had worked with all of their peers.
 1.15:  Programme outline
 The programme lasted for 104 weeks (2 years) and was run on a full time basis. It was the first programme within the mental health department to be developed using a PBL curriculum, although we had gained some knowledge and experience from colleagues in a different nursing department within the university. As such much learning took place during implementation. It was designed to have four units of study and practise each spanning six months and each with five triggers which were of varying lengths and complexity as the programme progressed. Initially all of the triggers were completed within theory blocks in the University but as the programme progressed some of the triggers were designed to span theory and practise blocks. All of the study was equally split between theory and practise so students experienced one long placement of fourteen weeks in each unit which was assessed using the usual student assessment booklet covering the NMC professional learning outcomes.  They also had their trigger work and fixed resources to study, culminating in the theoretical assessments as detailed for each unit in the diagram below.
Figure 3: The PBL programme.

	Unit 1- Enduring Mental Health

Placement 1-24 Hour care setting 

Assessment: Patchwork Text and Clinical Competencies
	Unit 2- Enduring Mental Health

 Placement 2- Community care setting

Assessment: Presentation, Paper and Clinical Competencies

	Unit 3- Acute Mental Health

Placement 3-Community care setting

Assessment: Audio tape, Paper and Clinical Competencies
	Unit 4- Acute Mental Health

Placement 4-24 Hour care setting

Assessment: Poster, Paper and Clinical Competencies


The development team took on the roles of Course and Unit Leaders. They were also the facilitators for the first cohort of students and together much learning took place. Due to unique organisational changes many of these staff were transferred to another University and so other tutors were asked to cover some of these roles for the second cohort of students. This change in contracting arrangements for nursing programmes also signified the end of this programme in its current format and so only two cohorts of students actually completed the programme between 2005 and 2008. 
1.16:  The process of PBL
Each of the two cohorts was split into two trigger groups facilitated by a tutor. PBL roles of chairperson and scribe were decided upon by the students and they were presented with their trigger material. Using the seven step process outlined previously the students moved from step one through to step five. They initially identified what they thought were the essential features of the trigger, defined any unfamiliar terms within it and began to explore, through discussion, possible explanations. Facilitators were charged with trying to encourage all students to identify as many possibilities as they could rather than seeking to find ‘the answer’. All of this was captured by the student nominated as scribe. The chairperson then moved on to encourage the group to consider those possibilities that needed to be researched further. Following this the students identified a list of learning outcomes for self directed study. Facilitators of this process had the aid of a handbook detailing expected learning outcomes with which they could check if students were covering the topic as widely as it was deemed necessary by the developers of the trigger. They could therefore intervene and suggest other areas to consider if the group were becoming too narrow in their focus.

Following this each student identified which learning outcomes they would research and the group dispersed to follow their individual study, which is step six of the process. Another group meeting was timetabled for a few days later to allow time for this study. At this meeting students were encouraged by the chairperson to report on progress. Any issues were identified and they decided how this information would be shared at the third and final trigger meeting (step seven), where they would report back. 
Initially students and facilitators struggled with this process. Facilitators were unsure as to how much direction was needed and sitting quietly whilst the group discussed issues was difficult for many. 
The final feedback session of the trigger material evolved as the students developed. At the outset of the programme the usual format was for the students to read out lengthy material (using power point for example). As their confidence and skills developed they moved to more creative formats (a quiz or role play for example) for sharing their information. All of the student information was shared in this final meeting and the facilitators’ role was to encourage students to see links between information previously acquired as well as its’ application to practise. For a more detailed discussion of this programme see Cooper and Gunstone (2007).  As highlighted, all participants were new to this process and this raised considerable anxiety for students and facilitators alike. Another vital element in developing this programme was to ensure some form of evaluation took place. I will now move on to outline this.
1.17:  Evaluation of the PBL programme
This programme commenced in February 2005 and later that year in September 2005 I commenced my Doctor in Medical Science programme. The evaluation was entirely separate to, but did help to inform, the study upon which this thesis is based and an understanding of this relationship is important.  
As the PBL programme was a new development and there was dearth of literature on PBL in mental health nursing curricula an evaluation strategy was thought to be very important. There were three strands to the evaluation: 
· The standard University requirement for feedback on quality of teaching and learning as well as clinical placements. Students were therefore asked to complete the standard University questionnaires covering their clinical and theoretical experiences.  
· The need to evaluate PBL by all those participating and to make minor adjustments if needed. Course meetings were one venue where the programme was discussed in collaboration with student and clinical representatives but facilitators also met regularly to discuss issues and decide on how best to achieve the programme goals

· A project to review the student experience and contribute to the slowly developing body of knowledge on PBL and mental health nursing. To achieve this all thirty two students from both February 2005 and February 2006 cohorts were invited to participate in focus groups held at the start, midpoint and end of their programme of study to discuss their experiences of PBL. This resulted in a total of 12 focus groups (six for each cohort).
The outcomes of this project will be covered in more detail in the next chapter and have been previously reported elsewhere (see Cooper and Carver 2012).
1.18:  Conclusions
This chapter has outlined why and how PBL was chosen as an appropriate teaching and learning methodology for a specific student group at one University. It has also highlighted many issues regarding the term PBL and the complexity surrounding what this means. PBL is employed in a variety of differing formats in a disparate group of disciplines worldwide including many of the health professions. However, although there are reports of PBL being used in other branches of nursing, mental health nursing was largely absent from the literature at this point in time.  

This particular PBL programme for mental health nurse education has been briefly outlined including definition of key processes and terms used which helped set the unique context for this thesis. As will be explored in the next chapter all this activity began to inform the doctoral study that I completed. Finally this chapter has briefly outlined the process of evaluation used for this PBL programme, the results of which are considered in the next chapter.  
Chapter 2- The findings from the initial evaluation
 The literature discussed in the preceding chapter highlighted the diversity of PBL and some of the positive outcomes associated with this way of learning. This review also noted the pivotal role of the facilitator in this process and helped in deciding how PBL should be implemented for one particular mental health nurse education programme. This chapter will outline the findings from the evaluation project which was conducted with the two cohorts of mental health nursing students whilst they were undertaking the PBL programme outlined in the previous chapter. The use of evaluation material in the context of this thesis is to help in establishing the context of the DMedSci study, to enable the development of sensitising concepts and assist in demonstrating the source of my foreshadowed questions.
2.1:  Evaluative study- The experiences of PBL mental health nurse students
 As highlighted in the previous chapter it was felt that as the introduction of PBL was a new initiative, it should be formally reviewed. I therefore submitted a proposal outlining an evaluation strategy to the University Research Ethics Committee. This was approved and the project commenced in 2005 with the first cohort of students and continued through to 2008 when the second cohort completed the programme.  The evaluation aimed to explore the experiences of two cohorts of students undertaking this pre-registration post-graduate PBL course in mental health nursing. It also aimed to identify any areas where the programme needed to be modified and at the same time contribute to the literature in this field. 

The findings from six focus groups held with thirty students who were undergoing the PBL programme are now considered. Data from the focus groups were analysed and three main themes were identified which captured students unfolding experiences, these were: ‘Moves to Autonomy’; ‘Surviving the Groups’; and the ‘Impact of PBL’. 
2.1.1:  Moves to Autonomy
This theme is concerned with students becoming autonomous learners and their changing relationship with their facilitators. At the outset, some participants were attracted to PBL as they thought it would give them greater ‘ownership’ over their learning. Nevertheless, there were anxieties about the absence of teacher-led taught sessions and the possible impact of a more facilitative style of teaching. 
At the end of year 1, participants were ambivalent about several aspects of their experiences but also recognized that their anxieties could arise from being a student on any programme. Some still voiced fears that they were not directed to appropriate material nor guided to study material in depth. However at the same time participants also enjoyed exercising some control over what they studied. In addition, the fixed resource sessions were valued, particularly in addressing new and complex material; for example, aspects of mental health legislation. Despite this, there were still mixed feelings about missing or misunderstanding material, even when they felt they were “...on the right track”.

The focus groups at the end of the course showed that the participants were significantly less anxious about perceived gaps in their knowledge. In addition, they were taking more control over their learning needs and they were also exercising greater control over the PBL process itself by using more creative methods for presenting their trigger work. However, participants still felt that the beginning of the course had been difficult and could be improved by having a greater proportion of lectures as fixed resource sessions, more guidance in presentation and research skills as well as more group building sessions.
Despite their increased autonomy, participants still stated that they required academic support, especially for assessed work. In addition, they would have preferred facilitators to be formally responsible for addressing issues of quality in presentations rather than having to confront peers themselves. Although participants had wanted more direction at the outset of the programme, towards the end they acknowledged that this perceived lack of direction from facilitators was a necessary part of their learning. They reflected that becoming more independent was beneficial and fundamental to the PBL process. 
The participants’ increased autonomy was also reflected in discussions regarding facilitator style. By the end of year one, participants were expressing unhappiness with what they perceived as a ‘laissez-faire’ style of facilitation. In contrast as they progressed, participants were unhappy with facilitators who did not appreciate their understanding of PBL. 

In general at the end of the programme they stated that they preferred active, involved facilitators who encouraged them to question material more and gave constructive criticism on the content and style of their presentations. In addition, they wanted facilitators who were “...inspirational teachers...” and “...passionate about their specialist areas”. They also wanted to learn from their facilitators’ clinical experience but wondered if lecturers were inhibited in discussing these matters because of their perceived role as PBL facilitators.
In summary this theme demonstrated some of the difficulties students encountered when undertaking a PBL programme. Initially they had difficulty adapting to the new role as independent learners and this raised anxieties about accessing sufficient information to cover the topic in depth. These anxieties were exacerbated by the change in tutor role to that of facilitator as opposed to lecturer. This greater autonomy had benefits in practice settings and students stated that in clinical situations they were expected to question information and independently address gaps in their knowledge base. As the programme progressed they were more confident in taking control of their learning needs and the PBL process, both in their practise and academic arenas. They also acknowledged that despite having an initial problem with being left to their own devices, this was beneficial to their learning and ultimately enhanced their increase in confidence.
The second theme was termed ‘Surviving the Groups’. 

2.1.2:  Surviving the Groups
This theme describes students’ experience of group work and the strategies used to address the interpersonal tensions they encountered. From the outset of the course, participants saw small group working as attractive in offering mutual support and the opportunity to share knowledge. Despite this, several specific anxieties were raised. Firstly, some participants felt they were disadvantaged as they had less academic or practical experience of mental health than their peers. Secondly, participants feared not being taken seriously and doubted their own ability to ‘teach’ their peer group. Thirdly, although they recognized and valued the formal roles within the groups (scribe, chair and facilitator), there was still concern that the group work would not be effective. Finally, they also voiced general concerns about being reliant on other group members and about possibly letting fellow group members down.
By the end of year one, it was clear to the participants the success of PBL was largely dependent on group cohesion and the motivation of individual students. However, they recognized that interpersonal conflict could undermine this success. Participants felt it was difficult to give peers constructive criticism as they were “...all friends”.
They were also reluctant to increase the standards of their presentations, or, as one put it “...raise the bar”. They believed that this increase in expectation would result in unreasonable demands on their peers. The alternative, of condoning low standards, was equally unacceptable. However, although interpersonal conflict was viewed as undesirable, learning how to manage it was noted as an important skill by many. 
Individual contributions to the group trigger work were not part of the assessment process and were not graded. Participants felt that this led to a sense of de-motivation and increased interpersonal tension, a view that was reiterated at each sampling point. As mentioned earlier, participants were reluctant to challenge their peers regarding the standard of presentations and felt this role should fall to the facilitators.
In the final focus group, participants felt able to discuss previously unmentioned difficulties experienced at the beginning of the course. From this it was apparent that the ways in which they thought about interpersonal tensions in the group had changed over time. For example whilst at the outset they were not confident enough to challenge fellow students they now felt able to do so. Two features of the group were identified as being useful in minimizing the potential for conflict. The first was the small size of the trigger groups and the second was that the trigger groups were reconfigured with different membership at the beginning of each unit of the course.
This theme highlighted more anxieties focussed on the fact that PBL relies on individuals working together closely. At the outset students worried that relying on others would cause interpersonal problems even though they thought this way of learning would be beneficial to them. Some students did have to address interpersonal conflict but whilst this was seen as undesirable the resultant learning was valued and the skills could be applied in a practise setting. 

The final theme related to the value of problem-based learning. 
2.1.3:  Impact of Problem-based learning
This theme describes the value of undertaking a PBL course as described by participants. At the outset participants hoped that PBL would increase their ability to develop skills and confidence in accessing information. They also felt that it would enable them to utilize their different educational and personal backgrounds to learn new skills important to them in clinical settings. 
Despite these perceived benefits they were apprehensive about PBL, seeing traditional teaching as being “...safe...” as “It’s been around for so long”.
However by the midpoint of the course it was apparent that some of the above hopes had been realized and participants reported increased abilities in the following skills: research, group work, presenting and teaching, time management and task prioritization. By the end of the course participants stated that “PBL does work.”
Another said it had “...few downsides”.

They reported an increase in confidence relating to their practise. For example, one participant stated that PBL “...makes you a bit more diplomatic”. Another commented “It makes you mix and work with people”. However, other participants felt that their skills had improved simply because they had matured rather than because of PBL.
In addition, participants reported that as learners they; felt more engaged, learnt more and achieved a greater depth of learning than in lecture driven courses. 
Nevertheless, some expressed concern about the depth of knowledge gained from their peers’ contributions, as opposed to that acquired through their own personal study. Comments made in the final focus groups showed that being a novice student on a PBL course was perhaps more difficult than participants had described in the earlier focus groups. Given their experience, participants felt that PBL students should ideally be graduates who had already developed information finding skills. They also felt they should possess a level of maturity they themselves felt they did not have at the age of eighteen.
Finally, participants expressed anxieties about qualifying as a nurse, although no-one overtly stated that PBL had not prepared them for this and they felt that their anxieties were the same as anyone starting a new career. 
2.2:  Summary

The findings above chart the participants’ (mainly positive) experiences over the course of the programme. At the outset, it is worth noting that the participants themselves felt that PBL suited those with greater educational maturity and believed its success was partly because of the extent of their previous educational experience.
The third theme highlights the students’ views on the perceived benefits of having undertaken this PBL programme. Again, initially they were concerned about the new way of learning but ultimately they saw it as developing several important skills. They reported finding it a more enjoyable way of learning which aided their motivation and engagement with the programme. Overall at the end of the programme they were convinced of its efficacy and reported few negative issues. As with the previous two themes students felt PBL brought theory and practise closer together compared with their previous experience of a traditional lecture driven programme. 

2.3:  Overview

The theme of Moves to Autonomy clearly highlights the changing nature of the students’ role over the course of their respective programmes. Overall, the shape of the participants’ journey appears to mirror that identified by Wood (2005)<B37>(Wood 2005). This described adaptation to PBL taking place but also the fact that students continued to require reassurance that they were ‘doing it right’ throughout the course. 
The data identifies that students were able to manage initial anxieties about this new way of learning and took increasing control of their PBL process. They recognised that they didn’t need to know everything and that initial difficulties which they had to overcome were beneficial to their learning. Participants could also see how this way of learning was mirrored in clinical practise and they were able to articulate some of the qualities they thought were attributes of a good facilitator. The data also suggests that there were underlying processes which enabled all of this to happen. Students described methods they used to help them to deal with raised anxieties such as waiting for group composition to change at the end of each unit in the hope that this would reduce interpersonal tensions or changing the way they fed back to peers to ensure material was more interesting and memorable.
As the course progressed participants described increasing control over the PBL process. While on one hand this might represent a frequent group phenomenon described as ‘storming’ (Tuckman 1965) it also seems to show the development of increasingly engaged and autonomous learners. If so, this supports the idea that a PBL course must accommodate students’ desire to have increased control as they progress.

Despite becoming increasingly autonomous throughout the course, participants continually valued the input of skilled facilitators. They also had clear views on the qualities they felt were needed for effective facilitation, especially flexibility, a point recognized in the literature (e.g. Haith-Cooper 2003a) <B9>(Haith-Cooper 2003a) Participants in this evaluative study wanted facilitators to become less directive as the course progressed but to remain ‘inspirational experts’.  Finally, participants valued facilitators’ enthusiasm for the subject. This led to increased motivation, a central element in the effective functioning of PBL groups (Willis et al. 2002).
Within the theme of Surviving the Groups there were many comments relating to the positive interpersonal aspects of the group work, which participants believed they would carry into mental health practise. 
<B22>Participants clearly recognized the importance of effective trigger group working, a point noted by <B36>Willis et al (2002<B36></C>). </C> There is evidence of strategies some participants used to attempt to avoid interpersonal conflict within their groups <B36><and it is noteworthy that participants wanted their individual contributions to this to be assessed by the teaching team. Students felt that this would remove a major source of interpersonal conflict and would also motivate them to produce higher quality work. Clearly, the role of the facilitator in addressing interpersonal conflict needs to be explicit within the PBL process.

The theme of Impact of PBL identified a diverse range of outcomes, some of which were more positive than others. Whilst students remained unsure if they were acquiring the right knowledge at the right level they identified a range of skills that they believed that they had developed on the programme including; research skills, effective group working, skills in teaching, prioritisation skills and increasing confidence in clinical practise. 
When participants contrasted their PBL experience with being in traditional lecture-driven courses, it reinforced their belief that PBL is a successful educational strategy. They stated that they felt more engaged, learnt more and at a greater depth and could link their academic learning to their practice setting. All of these were seen to contribute to a more enjoyable learning experience.
2.3.1: Recap
These first two chapters have outlined how I became involved in PBL teaching and learning for two cohorts of pre-registration post graduate mental health nursing students. They began with an explanation of national and local drivers which influenced the decision to adopt a PBL teaching and learning approach for a mental health nursing curriculum. This was followed by an exploration of resources which aided my understanding including colleagues and peers who had knowledge and experience in what was an entirely new way of working. The development of the programme involved a systematic search of the literature, which informed the way PBL was conceptualised and delivered within this programme. The process of designing the programme was then outlined along with a detailed description of how it was introduced and delivered. 
This prior work identified the following:

· A definition of PBL and key issues surrounding its implementation
· The importance of the way PBL is implemented in a curriculum.  

· Student characteristics

· How PBL can be operationalised 

· The role of the facilitator in the PBL groups

· Skills that PBL can develop in students

· Evaluation of the PBL programme and findings from two cohorts of students captured using the themes: Moves to Autonomy; Surviving the Groups; and Impact of PBL.
As outlined above these activities provide the background to and context for the study that lies at the heart of this thesis and which, as will be described in the next chapter helped to inform the sensitising concepts and foreshadowed questions that helped to shape this work.

In the next chapter I will begin by discussing the literature review conducted at the outset of my doctoral programme. 
Chapter 3-Doctoral study literature review
The initial literature review discussed in chapter one, and carried out prior to the development of the PBL programme, highlighted the breadth of information available on the subject of PBL. In this chapter I will outline the literature review conducted at the outset of my doctoral programme. This more recent literature search was a more focussed review looking at research which had been conducted in the field of healthcare and PBL.

 This chapter will then continue with the identification of the focus for my doctoral research study which followed the same two cohorts as the evaluative project but at a point later in time. 
In order to inform the development of the PBL programme an initial search of the main databases, dating back to 1966 and discussed in chapter one was conducted. It was apparent from this that there was a wealth of literature published on the topic of PBL. To begin my doctoral study a literature search was undertaken with the aim of locating research which had been carried out looking at the implementation of PBL in health related programmes. The aim of this was to identify if there were other studies that had identified processes and outcomes with similar students that could inform my doctoral research methodologically.
3.1:  Search strategy
Based on work by Marcangelo and Ginty (2006) this systematic process was carried out using one part of the EPPI guidelines (EPPI-Centre 2006). These guidelines were used to help identify the relative strengths of the research uncovered in a more objective way by giving each piece of research a rating according to their criteria (see appendix 2 for the research and weighting).  Inclusion/exclusion criteria were set for the literature search which included research published within the last five years (2001-2006) to ensure that the material was up to date. It also had to be carried out in the United Kingdom and the studies had to have been reported in English as well as being focussed on professional health students. Keywords used were Problem-based earning combined with Evaluation, Adoption, Educational, Professional Competence and Professional Skills. Having defined the inclusion criteria and keywords the main health and educational databases were searched using this information.

This search identified over 1,200 articles (see Appendix 2 for more details). This number was, however, subsequently reduced to a more manageable 49 articles by combining search terms. The abstracts of these studies were then scrutinised more closely to ensure they met all of the inclusion criteria; this resulted in the identification of thirteen studies. (See Appendix 2 for a table of results). 
These fell into the following categories:

· Six process evaluations (MacPherson et al. 2001, Willis et al. 2002, Reynolds 2003, Sharp and Primrose 2003, Wakefield et al. 2003, Carlisle and Ibbotson 2005)
· Three outcome evaluations (Dornan et al. 2004, Chamberlain and Searle 2005, Watmough, Garden and Taylor 2006)
· Two studies combining process and outcome evaluations ( McCourt and Thomas 2001, Barrow, Lyte and Butterworth 2002)
· Two descriptive studies (Carey and Whittaker 2002, Horne et al. 2006)
All of these studies, with one exception, employed both quantitative and qualitative methodologies, the exception being Watmough et al (2006) who utilised a purely qualitative methodology. Once again there was no research uncovered in the field of mental health nursing which met the inclusion criteria. 
3.2:  The studies
The majority of studies focussed on Adult Nursing and Midwifery students (McCourt and Thomas 2001, Barrow et al 2002, Carey and Whittaker 2002, Sharp and Primrose 2003, Wakefield et al. 2003, Carlisle and Ibbotson 2005, Horne et al. 2006) some being pre-registration (McCourt and Thomas 2001, Barrow et al 2002, Sharp and Primrose 2003, Wakefield et al. 2003) and others post graduate (Carey and Whittaker 2002, Carlisle and Ibbotson 2005, Horne et al. 2006). The samples chosen for the studies ranged from thirty one subjects or participants to three hundred and seventeen subjects/participants, although in the study by McCourt and Thomas (2001) a sample size could not be elicited. 

Apart from the study by Watmough et al (2006), all of the others focussed on students’ opinions of PBL in a variety of differing contexts. All of the studies took place in one single Higher Education Institution and with the exception of the studies by McCourt and Thomas (2001), Willis et al. (2002) and Wakefield et al. (2003) they all focussed on a single iteration of a module using PBL for the first time. The knowledge gained from these must therefore be tempered by the methodological constraints of sample size previously identified as well as the fact that there may well be major differences between the outcomes of students educated using PBL as a whole curriculum strategy as opposed to a single module implementation.
3.3:  Themes from the literature review
The research papers retrieved were scrutinised to identify common themes. Papers were read and re-read, findings, concepts and ideas were identified within each paper. These were compared across studies and consistent themes were noted and compared. Eleven themes emerged and were subsumed under the main areas of positive outcomes, PBL process issues, potential barriers to successful implementation, role of the facilitator and other concerns. 

All studies reported positively on PBL and highlighted the following benefits in their findings: 
· Communication benefits

· Development of interpersonal skills 

·  Improved team working 
· Deeper learning 

· Motivation of learners 
· Satisfaction of learners with this mode of study. 
 There were also potential negative aspects of the PBL process identified and these will be discussed under the heading of Barriers to successful PBL. 
The themes here covered:

· Group dynamics,
· Role and characteristics of the facilitator, 
· Comprehension of the PBL process,
· Assessment 

· Time management.
3.3.1:  Positive outcomes of PBL
Increased communication and interpersonal skills were consistent themes in most of the studies. (McCourt and Thomas 2001, Barrow et al. 2002, Carey and Whittaker 2002, Willis et al 2002, Reynolds 2003, Sharp and Primrose 2003, Wakefield et al. 2003, Carlisle and Ibbotson 2005,  Watmough et al. 2006). Carlisle and Ibbotson (2005) argued that students valued reciprocal behaviour within the learning environment which encouraged them to become engaged in the education process. They went on to postulate that if interpersonal skills required for managing practise events are the same as those developed during PBL then these too can only be beneficial to collaborative working.  This information clearly aligns with the findings from the evaluation outlined above in the ‘Impact of PBL’ theme.
Improved team working within groups was mentioned as a positive outcome by many of these studies (Barrow et al 2002, Reynolds 2003, Wakefield et al. 2003, Carlisle and Ibbotson 2005) with students feeling this was a direct result of undertaking a PBL module. This is supported by the data from the evaluation identified earlier. This idea was further developed by Reynolds (2003), Wakefield et al (2003) and Willis et al (2002) whose students valued sharing information, learning about multidisciplinary issues and considering different viewpoints, all of which they felt contributed to their active, self-directed learning. Self directed learning skills were likewise seen as a valuable outcome of PBL by the nurses in the Carey and Whittaker (2002) study. 

In addition to interpersonal benefits some participants considered that their PBL experience had resulted in increased depth of learning (Reynolds 2003, Carlisle and Ibbotson 2005) and a greater likelihood of being able to remember learning over time (Carlisle and Ibbotson 2005). This aspect of PBL has been acknowledged in the literature previously (Savin-Baden and Wilkie 2004) and was also identified by participants in the initial evaluation of the current programme. 
McCourt and Thomas (2001) found positive views of small group learning and asserted that their students demonstrated independence and skills in discovering information and research evidence as well as critical thinking and a questioning approach, all aspects reported by the students as valued aspects of PBL in the initial evaluation.
Motivation towards learning was another key aspect uncovered in three studies (Reynolds 2003, Sharp and Primrose 2003, Carlisle and Ibbotson 2005). Although not an empirical finding of their study Sharp and Primrose (2003) assert that PBL resulted in increased attendance from their students and argued that PBL increases students’ motivation to learn.

The educational supervisors in the study by Watmough et al. (2006) identified improvement in students’ practical skills which they believed were due to improved confidence. History taking and examination skills were thought to be better amongst these medical students undertaking PBL and this was attributed to increased communication skills. It was also noted that these students were more aware of their limitations and more likely to ask for help.
Coupled with the outcomes identified above, the literature also highlighted themes related to the process of PBL which I will now outline.
3.3.2:  PBL process issues
Students in several studies liked the fact that the learning process was directed by them. Barrow et al. (2002) and Carlisle and Ibbotson (2005) argue that in essence students develop the ability to assess their knowledge deficits and have the skills to seek out relevant resources to help them address these. 
Group dynamics were also identified as an issue that could potentially affect individual learning. Macpherson et al (2001) argued that size of group is very important and state that between six and ten people are needed for an effective PBL group. Willis et al (2002) identified that good group learning can be understood in terms of behavioural attributes (how students interact) and cognitive attributes (how students work through a problem).

The studies found that students appreciated their learning materials being based on real life problems (Reynolds 2003) with Sharp and Primrose (2003) arguing that PBL promotes application of knowledge, a theme reinforced in the study by Watmough et al. (2006). 
However, not all of the findings were positive and some identified potential barriers to effective PBL.
3.3.3:  Potential barriers to successful PBL (process and outcomes) 
Whilst group dynamics were a positive attribute in some studies, they were raised as being problematic by many researchers (Barrow et al. 2002, Carey and Whittaker 2002, Sharp and Primrose 2003, Carlisle and Ibbotson 2005, Horne et al. 2006), with specific difficulties including a lack of cohesiveness and co-operation (Barrow et al. 2002) and challenging group behaviours, when certain students who had an interest in a particular area chose to pursue this topic at every opportunity, therefore limiting the breadth of knowledge for some individuals (Carlisle and Ibbotson 2005).

Some group members also caused problems for their colleagues by not participating at the level expected (Carlisle and Ibbotson 2005). However, groups relied on the facilitator to resolve these issues rather than deal with them as part of the group process. This is interesting, given that PBL is purported to be an approach to learning where learners are treated as responsible adults, it seems that students feel unable to challenge the difficult behaviour of their peers. Horne et al (2006) point out in their study that although group dynamics was an issue for their students, conflict per se is not dysfunctional, and only becomes so when it is entrenched and when such conflict may actually harm individuals and the learning environment. One method to encourage productive group behaviour suggested by the subjects in the study carried out by Willis et al. (2002) was for group work to be summatively assessed with students contributing to the content and the process being awarded academic credit for this. As highlighted earlier this was proposed as a useful strategy by the students in the evaluative project.
3.4:  Role of the facilitator.

An important point emerging from these concerns regarding group functioning is the crucial role of the facilitator. Adequate facilitator preparation is essential (Barrow et al. (2002) with Sharp and Primrose (2003) acknowledging that it can be very challenging for some teachers to move away from the role of expert lecturer to that of facilitator. Horne et al. (2006) illustrate this by citing that some teachers had difficulty reconciling the very different roles of teacher versus facilitator, especially knowing when to intervene in the PBL process. This was also an issue for my colleagues and myself who were all novice facilitators of PBL.
Certain characteristics of facilitators were identified as being more conducive to effective learning, including: facilitators needing to balance participatory and non-participatory styles (Carlisle and Ibbotson 2005), and tutors being flexible as well as enthusiastic about PBL (MacPherson et al. 2001). 

Another potential barrier to successful PBL for some students was the lack of clarity regarding what constitutes PBL (Carey and Whittaker 2002). As already identified PBL is a complex, multi faceted phenomenon and students need to understand their role within it in order to benefit from this approach. A hybrid model of PBL was identified as being used in at least two of the studies (Sharp and Primrose 2003, Horne et al. 2006). In the study by Sharp and Primrose (2003) this meant that students were exposed to PBL in their first and third years of study but reverted to a more traditional approach in their second year.
3.5: Other concerns

In order to be effective student assessment also needs to be consistent with a PBL teaching and learning strategy. Encouraging deep learning but using methods that assess surface learning are obviously not compatible with PBL, an issue raised in the study by Carlisle and Ibbotson (2005). 

An issue that has frequently been raised by students in my experience and was identified by those in the Macpherson et al. (2001) study is that whilst they recognize that learning from peers is valuable they generally hold learning from tutors or experts in higher regard. Thus PBL courses are sometimes criticized by its detractors as ‘a do it yourself’ course.

Specific practical issues were raised by McCourt and Thomas (2001) whose students identified conflicts between academic and clinical work due to pressure of time, and a gap between theory and practice skills which may well be attributable to a lack of clinical practise time and experience. 
Coupled with the process issues identified above there were some concerns expressed regarding the outcomes of PBL in one study. The medical students in the study by Watmough et al. (2006) failed to impress some of their supervisors, demonstrating a limited knowledge base and a lack of clinical examination skills. Therefore whilst Watmough et al. (2006) state that PBL is designed to improve problem solving skills, there was no consensus on this point from interviewees in their study.
The literature makes it clear that  introducing PBL is a major challenge (Horne et al. 2006) and adequate preparation is essential (McCourt and Thomas 2001). Teachers have to reappraise existing educational strategies and explore alternative andragogical approaches that aid students in their development of knowledge and skills
The review also highlighted that the evaluation of PBL in the health care settings is under researched, and that detailed empirical and theoretical literature in this field is generally absent. Although there appears to be some agreement that qualitative research is the most appropriate methodology for studying PBL process and outcomes there is no conclusive evidence of the most effective way to use PBL as yet. Despite this, and the fact that PBL is a relatively new educational methodology within the United Kingdom, it has generated considerable interest and gained popularity (Alavi 1995, Frost 1996, Biley and Smith 1999, Blackford and Street 1999, Carey and Whittaker 2002). 

Aspects that make it attractive include the way in which learning is based on experiences that mirror real situations (Burns and Glen 2000) combined with improved student control which is heralded as an empowering process enhancing the opportunity for lifelong learning (Burns and Glen 2000). PBL is also believed to encourage a number of transferable skills which are valued by higher education and in health care provision including the ability to work as a team member and collaborate effectively with others. Development of these skills during PBL can lead to them being transferred to different situations outside the PBL group and it is therefore easy to see the attractiveness of this approach. Developing self direction means that positive attitudes to lifelong learning can be encouraged (Carlisle and Ibbotson 2005). Biley (1999) argues that PBL is a useful tool in developing the students’ ability to synthesise theory and practise, and White, Amos and Kouzekanani (1999) believe that this is because PBL helps students to ‘learn to learn’.

Although this review highlighted many useful studies it is clear that PBL has been initially adopted by Adult and Midwifery branches of nursing and has only lately been embraced by mental health nursing, hence the dearth of literature regarding PBL within this particular specialty (Wood 2005).
3.6: The D Med Sci. study
So far this thesis has highlighted the background to my own doctoral study by exploring national and local drivers for change in nurse education and explaining how I became involved with PBL. It then identified how the findings from an initial literature review contributed to the development of a new mental health nursing programme using this teaching and learning method, considering key issues pertinent to programme design, implementation and delivery.  
Chapter two considered the main findings from an initial evaluation of the programme at the heart of this thesis, as recently published elsewhere (Cooper and Carver 2012). This was followed in chapter three by a more focussed review conducted at the outset of my doctoral study which identified research carried out with healthcare students on PBL programmes. An overview of the results of these various activities is provided in the following table.
 Table 1-Sensitising concepts
	
	Initial literature review
	Evaluative project
	D Med Sci. literature review

	Scope of usage
	√
	
	

	Definitions of PBL
	√
	
	

	Skill development
	√
	√
	√

	Enhanced communication
	√
	
	√

	Interpersonal skills
	√
	√
	√

	Lifelong learning
	√
	
	

	Team working
	√
	√
	√

	Leadership
	√
	
	

	Research skills
	√
	√
	

	Role of facilitator
	√
	√
	√

	Changing role of student
	
	√
	

	Strategies used by students
	
	√
	

	Link between theory and practise
	
	√
	

	Interpersonal  difficulties
	
	√
	√

	Teaching skills
	
	√
	

	Prioritisation skills
	
	√
	√

	Confidence in clinical practise
	
	√
	

	Motivation to learn
	
	√
	√

	Depth of learning
	
	√
	√

	Understanding PBL process
	√
	
	√

	Assessment
	
	
	√


This table helps to identify the sensitising concepts that informed my doctoral study and these fall into three broad groups: 
· The first concerns the way students change and develop during their PBL programmes and in particular how they develop greater autonomy. 
· The second focuses on the importance of interpersonal relationships in PBL group work and factors that can help or hinder this. 
· The third highlights the influence of certain processes employed in PBL curricula which shape the range of outcomes for students. For example one of the main issues highlighted both in the literature and in the evaluative project was that of the role of facilitator.
The literature reviews have identified several small scale studies which have been conducted in a variety of different disciplines around the world. They also identified methodological issues which need to be taken into account in future research. Having reviewed the literature, along with my initial exploration of the students’ experiences of PBL, it became apparent that the next logical step for me was to explore how the students PBL programme had prepared them (or not) for their qualified nurse role. Research was therefore needed which would follow the students into qualified nurse practise. My doctoral study therefore aimed to do this by exploring how students felt about their PBL programme after they had qualified. I was interested to know the qualified nurses’ reflections on their journey to date, to understand what effect they believed that the PBL programme had had on their clinical skills and knowledge and how these were perceived by other qualified mental health nurses with whom they were working closely. This resulted in the following ‘foreshadowed questions’:
· When reflecting on their PBL programme how did the Newly Qualified Nurses (NQNs) think their skills and knowledge had developed and changed over time?
· What were the factors that influenced their development throughout their journey from student to qualified nurse?

· How did the PBL programme influence their acquisition of the skills and knowledge needed for mental health nursing?
· How did other qualified nurses view the NQNs skills and knowledge?

In addressing these questions this doctoral study follows the same two cohorts of PBL students after qualification as NQNs and seeks both their views and those of their clinical supervisors on the above issues. How it did so is considered in the next chapter.
Chapter 4- Methodology 
4.1: Introduction
This chapter begins with a discussion of the ontological and epistemological issues which influenced my chosen methodology. Having considered these I will then move on to identify my methodological stance and outline the particular methods used in this study. A full description of the research process will be provided including ethical considerations, sampling strategy, data collection, data analysis and quality issues.

Having identified my foreshadowed questions in the previous chapter it was now important to identify the appropriate methodology to address these. This was of course influenced by considerations of ontology and epistemology. Ontological and epistemological positions can be seen as existing along a continuum with positivism at one extreme followed by post positivism, critical theories, constructivism and participatory methodologies at the other extreme (Guba and Lincoln 1994).

Research concerning PBL can be found in both of the major traditional philosophical viewpoints e.g. experimental-type and naturalistic designs of research (Ellis and Crooks 1998). It was important therefore to understand how my questions could best be addressed. My questions indicated my area of interest in this research was very much concerned with the participants’ experiences, the processes employed over time and ideas about PBL in mental health nursing and this guided my choice of methodology.

4.2: Ontology and epistemology
Denzin and Lincoln (1994) believe that all research is guided by the researchers’ beliefs and my aim here is to identify these. In considering the spectrum of theoretical frameworks identified above I began to understand where my research sat in terms of its philosophical stance. It will be clear by now that I did not approach this study without prior influences. Previous literature reviews and exposure to PBL student groups had contributed to my sensitising concepts. It was important therefore to acknowledge these influences and this explains the detail given about the background to the study reported here.
 In terms of PBL much prior research has been quantitative and predominantly focussed on identification and measurement of learning for medical students undertaking a PBL programme, (Schmidt 1984, Schmidt et al. 1989, Eisenstaedt, Barry and Glanz 1990, Gijselaers and Schmidt 1990, Albanese and Mitchell 1993, Schmidt 1993, Schmidt and Van der Molen 2001, McParland, Noble and Livingston 2004, Distelhorst et al. 2005) 
A common criticism of positivism is that it treats people as objects not individuals who have a point of view (Liaschenko and Davis 1991). Furthermore, it has been argued that positivism involves a reductionist attitude which believes that all aspects of human phenomena can be understood by reducing them to their constituent parts (Parker 1998). A given phenomena can thus be explained by reference to these parts and their external measurable relationships.
In contrast to this, naturalistic methods seek to uncover the meaning of humanly experienced phenomena through the analysis of subjects (Parse 1985). One of the central tenets of this position is that human beings act with intention and meaning and this is at the very heart of social inquiry. This is one of the missing elements of the positivist approach and one which I would argue is fundamental to furthering knowledge of PBL and mental health nursing. In particular a positivist approach did not fit with my foreshadowed questions which were about exploring a previously under-reported area of research and how experiences can be understood over time.
The primary purpose of this study was to explore the experiences of a group of NQNs in relation to their PBL programme in Mental Health Nursing and to identify the key processes involved in their journeys from student to qualified nurse. 
As noted earlier research into PBL has been carried out utilising quantitative approaches (Schmidt 1984, Schmidt et al. 1989, Eisenstaedt, Barry and Glanz 1990, Gijselaers and Schmidt 1990, Albanese and Mitchell 1993, Schmidt 1993, Schmidt and Van der Molen 2001, McParland, Noble and Livingston 2004, Distelhorst et al. 2005), and a major weakness of these studies is that they did not focus on the student experience of PBL; therefore they provide few insights into how PBL influences learning from the participants’ perspective.

To do this requires process-orientated studies which illuminate how the different aspects of PBL contribute towards the overall experience and outcomes. Research is urgently required in the field of mental health nursing to identify these processes to help us to understand how they interact. This requires a qualitative approach.  
4.3: Methodology
As a starting point for defining the research method I read widely and consulted with experienced colleagues. As Denzin and Lincoln (2005) argue, qualitative research is aimed at studying things in their natural setting, whilst trying to make sense of phenomena in terms of the meanings attributed to them by people. Having considered positivist paradigms as well as other naturalistic paradigms and ultimately rejecting them as they did not fit with my aim of understanding the experience of PBL I have concluded that the most appropriate framework to underpin this study was one based on a constructivist approach (Charmaz 2000). Constructivism is a philosophical approach based on the belief that by reflecting on our experiences we construct our own understanding of the world we live in (Bryant and Charmaz 2007).  I will now consider how this choice was made and the reasons why this was deemed to be most appropriate for this particular study.
In researching PBL in mental health nursing a paradigm which values factual data and ignores personal experience was clearly not compatible with my goals. A positivistic view of human behaviour which states that it is possible to establish structures of action is directly opposed to the world of mental health nursing which is frequently unpredictable and, according to Barker (1999), only understood on an individual by individual basis, by developing relationships with the person in mental distress.

The focus of my research questions therefore fit best within a naturalistic approach and as there are also several guiding principles of a qualitative study which fit well with the precepts of both mental health nursing and PBL this approach appealed from the outset. These beliefs include the notion that learning is a search for meaning and must start with the issues around which students are trying to actively construct meaning. This meaning requires an understanding of wholes as well as parts and therefore the PBL learning process focuses on the holistic nature of learning and nursing (Schmidt and Moust 2000). Assumptions that individuals make need to be understood in order to comprehend how these shape their perceptions of the world. Rodwell (1998) identifies the importance of good communication and empathic skills in this interactive knowing and understanding process which is context bound and relies on inclusion of all stakeholders, as well as the identification of the multiple perspectives which shape meaning. 

As the focus of my study was to understand experiences of a PBL programme this methodology seemed a logical one to adopt.  The challenge was thus to decide which of the many available methods would be most appropriate to address my particular questions. 
Parahoo (1997) argues that there are three main types of qualitative research approaches, namely ethnography, phenomenology and grounded theory.
Ethnography is traditionally seen as an approach where the researcher spends time in the participants’ lives for an extended period observing and interacting with them, asking questions with the purpose of understanding their lives and culture (Hammersley and Atkinson 1995). This was attractive to me as I believed it would enable me to obtain an emic perspective of the nurses. However, the primary aim of an ethnographic method is to understand the culture of the people involved and whilst this was interesting to me it was not the main focus of my research questions. 

 The phenomenological approach also initially held much appeal as it is likewise deemed to be concerned with understanding human behaviour. I therefore considered if by accessing and interpreting the experience of nurses who had been educated using PBL I could draw meaning and understanding of what this is like. However a major technique adopted in this approach is that of ‘bracketing’ (Husserl 1962) whereby the researcher attempts to ‘bracket’ any existing preconceptions through ‘phenomenological reduction’ (Moule and Goodman 2009). This is intended to ensure that the researcher enters the field with an open mind, untrammelled by existing knowledge. This is where I struggled with this approach as I felt my previous exposure to my participants would make this very difficult to achieve. I also saw this previous knowledge and experience as valuable in helping to understand the participants’ experiences as discussed by Titchen and Binnie (1993). Ultimately phenomenology was also rejected as suitable for my own research. 

The final approach for consideration therefore was grounded theory which I will now move on to discuss.
4.4: Grounded theory
Grounded theory is a method which can be seen as drawing on both positivist and symbolic interactionist philosophies.   Founded by Glaser and Strauss and published in their seminal text The Discovery of Grounded Theory (Glaser and Strauss 1967) there are now many variants of this method. Bryant and Charmaz (2007) argue that grounded theory comprises “a family of methods” (p11) and whilst being different also share common features. These include:
· Concurrent data collection, analysis and theory construction, termed constant comparison
· Coding and memo writing starts at the first interview

· Theoretical sampling- search for patterns and variations

· Theoretical sorting of memos to outline the theory

· Theoretical saturation –the researcher identifies there is no need to collect further data

· The identification of a social process(es) which explain the observed behaviour.
I felt that grounded theory was the methodology of choice as  it would allow me to develop a deep understanding of my participants’ experiences focussing on the temporal nature of these and  to identify social processes that help to explain and understand these experiences, resulting in the formation of a mid range theory (Charmaz 2005).

The challenge therefore was to locate a grounded theory method which was suitable for my study. Given the nature of my subject matter, a PBL programme in mental health nursing one approach had considerable intuitive appeal. This was constructivist grounded theory (Charmaz 2006). She argues that grounded theory is a way to learn about the social situations we study and develop theories that help us to understand them (Charmaz 2006) in conjunction with participants themselves and using both the participants’ and the researcher’s knowledge so that both are active participants. Charmaz (2006) firmly rejects the more formulaic processes of conducting grounded theory that she argues were developed by Glaser and Strauss (1967) and later by Glaser and Strauss (with Corbin) independently and advocates a more intuitive method which responds to the data. Charmaz (2006) advocates the gathering of data and placing them in relevant situational and social contexts as she believes that by understanding how our research participants’ make sense of their experiences; we can then make analytic sense of their meanings and actions.  Reflection and reflexivity are essential components within this method and there are clear parallels between this process and PBL in mental health nursing. 

 Indeed, there are several guiding principles of constructivism which fit well with the precepts of both mental health nursing and PBL. Both assume that individual meanings need to be understood in order to comprehend how these shape peoples’ perceptions of the world. As constructivism denies the existence of an objective reality, believing that the world consists of multiple individual realities influenced by context (Mills, Bonner and Francis 2008) then the purpose of this study was to explore and articulate these different realities from the qualified nurses perspectives in relation to PBL and mental health nursing. 
As Mills, Bonner and Francis (2006) highlight, in conducting a constructivist enquiry the role of researcher is one of co-creator along with the participants rather than the grounded theorist's traditional role of objective observer. This meant my role as researcher would be to develop a partnership with participants in order to enable a joint construction of meaning during interviews and ultimately aim to produce a meaningful reconstruction of their stories. I will now go on and consider the methods I adopted to do this, beginning with the sampling strategy.
4.5: Sampling strategy 

Morse (2007) notes the importance of a sampling strategy in developing any comprehensive and dynamic theory. The starting point in this study was a purposive sample (Mathers and Huang 1998) in which all former students of the programme along with their supervisors would be invited to participate. The sample therefore consisted of participants who had either undertaken the PBL programme or were supervising a newly qualified nurse who had completed the programme. At the point of qualification and completion of my initial evaluative project the student nurses left me their contact details so this would be my starting point in recruiting to my doctoral research study. 
This meant that I had a potential sample size of twenty six newly qualified nurses and potentially the same number of supervisors (who would be identified to me by the qualified nurses if they were happy to do so). 

This choice of initial sampling strategy was also linked with the methods chosen and as the data collection and analysis progressed moved to theoretical sampling (Charmaz 2006). Theoretical sampling takes place as the initial categories emerge and my understanding increased. These initial findings were then used to explore ideas with the next person to be interviewed and in this way theoretical sampling is more concerned with exploring the varying dimensions of emerging concepts then it is with seeking new participants.  As an idea emerged subsequent participants were asked to expand on a particular concept or category, adding to the existing data set and allowing for expansion of the emerging theory. 

4.6: Data collection

Interviews are a common method for collecting qualitative data (Crookes and Davies 2004) as they are versatile, flexible and adaptable (Roberts, Priest and Bromage 2001). They take many differing forms including unstructured, in-depth, depth, informal, non-directive, focused and open (Parahoo 1997). It was important to identify the most appropriate interview type to generate my data. I did not have an exhaustive list of questions; I wanted my participants to talk about their experiences guided by the foreshadowed questions identified at the outset of this study. I also wanted the freedom to pursue any other topics brought up by my participants which is in keeping with the Constructivist Grounded Theory (CGT) methodology. This therefore led me to the conclusion that interviews needed to have minimal structure so that my participants could tell their individual accounts of their experiences. There are several advantages to this type of data collection method cited in the literature (Corbin and Morse 2003). They are deemed to be useful for exploring research areas that are complex or where little is known about the topic and they allow researchers to tap into the perceptions of individuals. According to Corbin and Morse (2003) interviews are also flexible allowing the researcher to gain new insights by pursuing emergent themes and they are seen as a cost effective way of collecting data in a relatively short time frame, an important consideration for a doctoral student. 
My aim in using in depth interviews was to gain detailed insights into the research issues from the perspectives of the research participants; this reflects the emic perspective which is characteristic of qualitative research. To achieve this I needed to devise a semi structured interview guide to prompt data collection. It would also be important to establish rapport with my participants and motivate them to tell their experiences by probing gently and asking questions in an open empathic manner. Charmaz (2006) suggests three stages of the interview; initial open-ended questions, followed by intermediate questions and ending questions. She advises that interviews would therefore commence with opening questions after an initial introduction. The aim here is to establish rapport with participants so they are comfortable enough to tell their story and move on to the key/intermediate questions which are designed to collect the core information relevant to the research. The interviews would then conclude with closing questions for example asking participants about broader plans for the future and thereby bring the participant back to a normal conversational level before ending the interview (Charmaz 2006)
I wanted a list of topics to provide a guide for the interviews with the aim of allowing participants to share other experiences they felt appropriate. As Charmaz (2006) notes, I wanted my participants to describe and reflect on their experiences of PBL in a mental health setting. This would allow them to do the most talking with my role being to listen, occasionally ask clarifying questions and encourage the participant to go beneath the surface of the described experiences (Charmaz 2006). As the study progressed, interviews would become more structured, and relate to the clarification of ideas developed from the previous interviews.

 As a novice interviewer I also hoped this guide would also allow me to focus on the participants’ responses without becoming distracted by what to ask next (Charmaz 2006). Having determined that a semi structured interview was the most appropriate format I then had to determine the location for these.

 The contact information for potential participants was given to me at the conclusion of the earlier project by the students on the programme who were about to graduate as newly qualified nurses. This revealed that they would be practicing in a variety of settings throughout England. This would make location of interviews problematic for a part time doctoral student therefore individual telephone interviews were the chosen method of data collection for the nurses in my study. 
It has been argued that data gained using this method can be detailed and rich (Kavanaugh and Ayres 1998, Chapple 1999, Sturges and Hanrahan 2004) and can facilitate in-depth discussion and understanding (Roberts, Priest and Bromage 2001) and although I had no personal experience of using this method I knew of peers who had successfully used telephone interviews and had telephonic recording equipment I could use for my study. However as a novice researcher Melia (2000) highlights the possibility of my interview skills having a direct effect on the quality and quantity of data that can be used. To improve my technique I practised telephone interviewing with a couple of my qualified nurse peers prior to embarking on data collection for this study. Feedback from this helped me to refine some of the questions for my interview guide (see appendices 4 and 5).
 I was also aware that there is a body of literature discussing some of the issues raised in the use of telephone interviews including the perceived problem of lack of non verbal feedback from participants. This is countered by arguments that telephone interviews can actually give participants more confidence in disclosing potentially sensitive information (Novick 2008).
 The recordings of all the interviews would be transcribed verbatim and following initial analysis be used to guide future interviews. I therefore planned my interviews so there were a few days in between each to allow for initial analysis. Following conclusion of the interviews I planned to return to the participants with the emerging theory for verification and discussion.
4.7: Data analysis
A grounded theory method following the work of Charmaz (2006) would be used for analysis of the data. Charmaz (2006) advocates the gathering of data and placing them in relevant situational and social contexts as she believes that by understanding how participants’ make sense of their experiences researchers are better placed to make analytic sense of their meanings and actions. This is built on by obtaining further selective data through theoretical sampling, saturation and sorting with reflection and reflexivity being essential components within this method. 

Constant comparison is one of the most important aspects of grounded theory therefore data collection and analysis occur simultaneously. This method entails the researcher making comparisons between data, codes and categories with the aim of advancing conceptual understanding

 Data from the first interview therefore guide data collection in subsequent interviews as categories develop and concepts are identified from the transcripts (Holloway and Wheeler 2002). Comparative analysis of the first two interviews should yield basic codes and initial categories. 

Coding in grounded theory involves building rather than testing theory, and requires asking analytical questions of the data to understand what has been collected so far, and helps direct subsequent data gathering toward the analytical issues being defined (Charmaz 2006). Grounded theory coding consists of at least three phases; 
· initial coding, where data, words, lines, segments and incidents are examined for their analytical import, this shapes the analytical frame upon which subsequent analysis is built (Charmaz 2006), the researcher remains open to  emerging theoretical possibilities, and moves towards defining core conceptual categories. 
· Focused coding follows, where codes are more directed and selective, data are compared with data and then with codes, examining what participants’ view as problematic (Glaser 1978). 
· This culminates in theoretical coding which specifies possible relationships between categories developed in focused coding. 

Memo writing is the pivotal intermediate step between data collection and writing the draft of the theory; it prompts analysis of the data and identifies codes early in the research process. Alongside memos theoretical sampling is used to develop the emerging theory, and elaborate and refine the categories constituting the theory. Properties of the categories are then developed until no new categories emerge, leading to theoretical saturation. Negative case analysis is also important, as it considers instances and cases that do not fit the emerging theory, to gain better understanding of patterns and trends, to identify rival or competing themes or explanations (Patton 1980).
The actual process of this research began with gaining ethical approval for my study which will now be detailed.

4.8: Ethics
As this study was to be carried out with nurses working in the public and private sector I began to draft an application to the National Research Ethics Service (NRES). At this early stage, prior to recruitment I was unsure as to the precise location of all of the participants although addresses ranged from Liverpool to London.  This therefore made a national application seem the correct approach. However a detailed enquiry to NRES accompanied by my research proposal resulted in a decision that my research was classed as educational evaluation and as such did not require full ethical approval (see appendix 6). Nevertheless as this was classed as research by the University it did require ethical approval from them and so was reviewed and subsequently approved by the University Research Ethics Committee where my research was conducted (see appendix 6).
Thompson and Chambers (2012) identify that the majority of mental health research uses interviews and go on to identify ethical issue arising from this. They also note that the four principles of autonomy, beneficence, non-maleficence and justice outlined by Beauchamp and Childress (2001) are well established and provide an obvious starting point for professionals carrying out research. Confidentiality and anonymity were two important aspects of my ethical issues and these were addressed in the following ways:
· All participants were given a full explanation of this study prior to them being interviewed.  All data from the interviews was anonymised within the transcripts and confidentiality of individuals was ensured by the use of pseudonyms along with careful storage of the taped interviews and field notes in a locked filing cabinet within the researcher’s office. Data stored electronically on the computer was password protected. Data are being kept in confidential storage for five years after the completion of this study after which time they will be destroyed.

· Each participant gave their individual consent having had the opportunity to read an information sheet (appendices 7, 8 and 9) and having had time to question or clarify any aspect of their involvement. This highlighted that participants’ would be able to withdraw their involvement at any point during the study. Published research findings would not identify an individual in any way, but would be used to demonstrate themes attributable to this specific PBL programme.

Important issues to be considered were firstly informed consent.  All participants received an information sheet and consent form by post and were asked to contact me if they were happy with these and wished to take part in the study. See appendices  7, 8 and 9 for examples of these. I also ensured that the main principles outlined by Beauchamp and Childress (2001) were carefully considered. Respect for autonomy is one of these very important principles. I wanted the participants to work with me to co-construct the reality of their experiences. As highlighted earlier the PBL process had been a very empowering experience for the NQNs and so I was keen to ensure that this should be considered by them as an extension of that. Informed consent is one example of this as I ensured that they knew the purpose and nature of my research and could withdraw at any point.

They were aware that the findings from this study would not directly help them but equally when considering beneficence they were keen, as was I, that their experiences could be helpful to future students. 

One of the main considerations for me as a novice researcher was the principle of non-maleficence. Although the topic of the interviews appeared fairly non-threatening I could not pre-judge how their experiences had impacted on participants emotionally and if discussion of previous difficulties would lead to them becoming distressed. However, as the interviews were being conducted by phone I believed this would help to empower the participants. They could terminate the call if they wished to do so however this also meant I would have to pay close attention to any verbal cues that hinted at signs of distress in the interviews. I would then need to curtail the research at that point and focus on helping them to resolve any issues. A helpful point made by Thompson and Chambers (2012) is that experiencing distress is not necessarily the same as doing harm. As a Mental Health Nurse I have seen how beneficial ventilation of previously unresolved issues can be. My role here would be to focus on the individual and enable them to choose whether to continue with the interview or not. 
Justice is the final guiding principle and I believe this is achieved by ensuring all participants would have the chance to be heard and no one voice was given preference over another.
4.9: Study setting
The PBL postgraduate programme was experienced by only two cohorts of students at a Higher Education Institution (HEI) in the North of England. Due to unique organisational circumstances the contract for delivery was then transferred to another HEI hence there were only two groups of NQNs available for this research.

As the graduates completed their programme of study they had provided me with personal contact details so I could approach them to see if they would be agreeable to participating in research in the future.  When I contacted the newly qualified nurses I asked  them for postal addresses (or to confirm the information I had was still accurate) so that I could send them an information sheet and consent form (appendices 7 and 9) regarding this project along with a stamped and self addressed  envelope (SAE) for them to return their consent forms to me. Coupled with this I also included an information pack and consent form (appendices 8 and 9) which I asked them to give to their preceptor/supervisor along with a SAE for them to return their consent forms to me if they were happy to take part in my study. Out of the original student cohorts discussed in chapter one (n=32), I had obtained contact details for twenty six possible participants at the point of qualification. 
4.10: Participants
The newly qualified nurse participants were contacted at six months onwards to ascertain that they were working in a mental health setting and had been in their present post for at least six months. This inclusion/exclusion criteria was part of my approved protocol and based on guidance from the literature as it has been argued that this is the minimum length of time needed for newly qualified nurses to adjust to their new role (Gerrish 2000). As I was also interested in their skills and knowledge I wanted to hear from other qualified nurses so as to more fully understand how their PBL programme had affected their practise. Their preceptor or supervisor seemed to be best placed to address this aspect of the research.  The newly qualified nurses were therefore asked to identify their preceptor or a supervisor who could comment on their performance clinically and if they were happy to do so, invite them to participate by handing them the information pack. All of these individuals were invited to take part in a telephone interview with me at a mutually convenient time after work, having completed a consent form. Consent was sought at the commencement of the study (appendix 9) and verbally checked at the outset of each interview. 

Recruitment was initially slow and this threw doubt on the viability of my study but through perseverance I managed to contact twenty NQNs. Six of the original twenty six students were un-contactable as their previously supplied contact details had changed and so these individuals had to be excluded. Of the twenty possible participants I discovered two were no longer working in a mental health nursing role, another was working abroad and yet another was on maternity leave so had not taken up their first post yet. Out of the remaining sixteen possible participants eleven agreed to take part and they in turn gave the recruitment information to five supervisors who also agreed to participate. Unfortunately I was unable to determine reasons neither for non-participation from the remaining five newly qualified nurses nor for the other six supervisors.
The participants worked in a variety of mental health settings from older people through adult to child and adolescent services in both private and National Health Service providers. Participants were also working in a range of disparate geographical locations from Liverpool to London therefore as noted telephone interviews were the only way to conduct interviews within my time and financial constraints. 

Due to the technical equipment needed to record interviews I conducted all interviews from my home where I had the equipment installed and could ensure that the interview would not be overheard.
Denzin and Lincoln (1998) argue that trust is essential to an interviewer’s success, as such I tried to set the scene by explaining my role within the interview, which was to encourage the participants to explore with me their knowledge and/or experiences of PBL and that in this situation I was very much the learner. This was an attempt to help reduce the researcher-participant power imbalance (Owen 2001, Parnis, Mont and Gombay 2005).
The newly qualified nurses were previously known to me through their attendance at the University where I taught and conducted the previously outlined evaluative project with them. This was helpful for me as a researcher in re-establishing rapport via the telephone which was therefore relatively easy, although I did miss the non verbal feedback to communication that I had previously always relied on in interview settings. For their supervisors I had to take a little more time to establish a rapport and put them at their ease prior to asking them to voice their viewpoints. I did this by spending a little more time in general conversation with them prior to commencing the interview.
Initial interviews for all participants were semi structured and guided by a series of questions (see appendices 4 and 5). These always began with a very open question asking participants what their experiences had been of PBL to date and followed a conversational style with me bringing the participants back to the topic at hand if necessary. I found that as the interviews progressed I became much more skilled at listening to intonation of the participants' speech and other verbal cues to aid in my questioning technique. 
As the study progressed interviews became more structured and I was able to discuss ideas developed from the previous interviews. After the initial seventeen interviews (eleven with NQNs and six with their supervisors) had been completed I drafted my initial findings and constructed a diagrammatic representation of this. This was sent to participants who had consented to take part for verification and comments. This was then followed up with eight more interviews (five with NQNs and three with supervisors/preceptors) which were based on the initial findings and gave participants the chance to confirm if this had any resonance with their own experiences and also to expand on this further. 
Table 2 Participants interviewed at point 1 and point 2
	Interview 1-NQN
	Interview 2- NQN

	1. Elizabeth


	Elizabeth

	2. Jane
	Jane

	3. Julie
	Julie

	4. Joy
	Joy

	5. Miranda
	Miranda

	6. Sue
	Sue

	7. Val
	Val

	8. Sarah
	

	9. Dave 
	

	10. Gail
	

	11. Madelaine
	

	Interview 1-Supervisor
	Interview 2-Supervisor

	1. Belinda
	Belinda

	2. Tricia
	Tricia

	3. William
	William

	4. Tanya
	

	5. Harriet
	


4.11: Theoretical sampling and data analysis
An interview guide was used for the first interviews (see appendices 4 and 5) and this was modified as data collection moved to theoretical sampling. The guide was used to enable me to identify issues raised previously and prompt me to ask the participants for their current perceptions. This is a hermeneutic process designed to develop joint constructions (Rodwell 1998).
As highlighted earlier constant comparison is one of the most important aspects of grounded theory therefore data collection and analysis occurred simultaneously. Data from the first interview of newly qualified nurses’ guided data collection in subsequent interviews of newly qualified nurses’ (and vice versa for preceptors/supervisors) as categories developed and concepts were identified from the transcripts so the interview schedule evolved as discussed by Holloway and Wheeler (2002).
4.12: Coding

As highlighted above my initial coding began with the first transcript and this was built on and extended as I analysed subsequent data. Grounded Theory can be visualised as a pyramid with descriptive codes at the base, then more focussed categories which are diminishing in number and at the top is a core category/categories (Tweed and Charmaz 2012).
 Following completion of the first round of interviews I was then able to see how many of these initial codes grouped together and a tentative theory of the processes uncovered began to emerge. This was greatly helped by the opportunity to discuss this with participants and gain their perspectives. Follow up data built on this tentative theory and enabled me to develop much clearer insights into the student experience and their current situation was reinforced by data gathered from their supervisors. My intermediate codes could then be subsumed under the emergent core categories.

Having checked the transcripts for accuracy I therefore went through the data line by line to identify initial codes.  Following this subsequent data was constantly compared and checked with the initial codes for similarities, differences and nuances in order to find a more abstract understanding (Tweed and Charmaz 2012). As the researcher I needed to be alert at this stage to new insights and this led on to more focussed categories as the data amassed. There was also evidence of a temporal shift in the data as the NQN participants were able to identify issues relevant to their initial exposure to PBL, their experiences throughout the programme of study as well as issues pertinent to them once qualified. This was particularly evident when the data began to fit together as in the first diagram charting the nurses’ journeys from student to qualified nurse.
4.12.1: Memo writing

Memo writing is the second strategy and involved capturing in detail my thoughts, hunches interpretations and decision making throughout analysis. These notes were recorded in my research notebook and have enabled me to trace decisions made as the study moved forward. An example of this is the following memo:

“I feel stuck! Analysis no longer makes any sense to me – how do I get the themes to ‘talk to one another’? Where is this emerging theory? I can’t write anything, however reassured to see that the literature says this is normal and part of the writing process. I need to distance myself from the data and try again after my holiday. ” 
This removal from the data allowed me to return to the data with fresh eyes and so move forward and allow the categories to emerge without forcing categories as discussed by Kelle (2005).
Finally theoretical sampling was used both as the interviews progressed but also in the second follow up interviews. This gave me the opportunity to sample new data as well as to develop, refine and elaborate the emerging grounded theory. I needed to go back to participants to check out my findings and to ask how they felt about participating. Morrison and Peoples (1999) identify that one simple way to do this is to summarise the key points raised and seek verification from the participants.
4.13: Diagramming
The construction of diagrams became an intrinsic part of understanding the data and delineating the developing theory. Clarke (2005) advocates their use in grounded theory as they create a visual representation of the theory. The following diagram was constructed subsequent to the analysis of the first round of interviews.
Figure 4: Initial findings







This is the information I sent as a diagrammatic representation of my initial analysis to all participants that had consented to this and then contacted them to discuss it in further telephone interviews. It was during this process that I had the opportunity to explore an issue which had been raised by one of the participants in the previous round of interviews and intimated at by others. This was the issue of conflict resolution, in the initial interviews, one NQN, Sue had said:

“......certainly there were clashes in personalities that you had to work around and obviously to be at work you have to get along and do things to get to an end with people that perhaps you wouldn’t work with generally or.  I think we had to do it”.  
Through the use of theoretical sampling it became apparent that this had been an issue for many of the participants and I was able to explore this further with them. 
These subsequent interviews enabled me to see that I had in fact missed some key areas in my initial interviews. These being the role of additional experience through paid work that several of the NQNs had undertaken whilst being a student, the skill in conflict resolution which had initially been alluded to above but never fully discussed and the role of their supervisors in shaping their post qualification experiences. All of this was added to the developing theory and made it more complete. As Charmaz (2006) highlights this ensured my categories were full and robust and led me to clarify the relationships between categories in this developing grounded theory.
Following data analysis initial themes had been identified through the process of constant comparison. These were subsequently built on and expanded as the interviews progressed and participants were able to comment on previous data shared with them anonymously. These were depicted as a nurse journey, from student to newly qualified nurse and presented in a diagrammatic format. This diagrammatic representation was posted or e-mailed to participants in order to enable them to  confirm or refute the initial analysis and expand on themes in a series of further telephone interviews with those able and willing to be interviewed again. Out of the original eleven newly qualified nurses six were happy to participate in follow up interviews along with three of the original five supervisors. Once again I had no feedback from non participants as to reasons for them not volunteering for further interviews. This gave me a final total of twenty five telephone interviews with NQNs (n=16) and their supervisors (n= 9). 
The next stage for me was to move beyond the static nature of the first diagram which was used to convey initial findings to participants and create a conceptual map which showed the concepts and directed the movement between them. It was also a way of moving from the intermediate categories to identification of core categories. 
The development of the diagram was aided by memo writing. I attempted to write up my findings and discovered that I was unable to articulate fully how the categories related to each other and define the core categories. Another more detailed analysis of the data revealed the links within and between categories previously identified and allowed me to show my understanding of the participant’s stories. A particularly useful technique in this analytic process was searching for gerunds which helped me in comparing data on themes. Gerunds are the words in the data that are described as verbs used as nouns by Birks and Mills (2011). Birks and Mills (2011) argue theoretical sensitivity is instrumental to the development of grounded theory. They define it as being able to identify and use relevant parts of the data that resonate with the emergent theory. In order to do this I had to employ some of my mental health nursing skills to identify how my previous experiences with these participants might impact on the shaping of the current theory. In particular I had to use reflexive strategies to assist in this. My previous extensive literature reviews had helped me to identify my sensitising concepts. Although I am aware that the role of literature reviews in grounded theory is an area of dispute (Charmaz 2006). Criticisms raised by authors (Bulmer 1979, Layder 1998, Dey 2007) include the belief that Glaser and Strauss viewed researchers as a tabula rasa, that is they were not influenced by previous research however Charmaz (2006) argues that completing a focussed literature review actually strengthens credibility. In addition she states that this sets the stage and identifies sensitizing concepts as a useful starting place for research. 
 The sensitising concepts which I identified on pages 67/68 were therefore made quite explicit and along with the use of other analytical tools (Strauss and Corbin 1998, Corbin and Strauss 2008) assisted me in my reflexivity. It is generally accepted that it is impossible to have a purely objective observation as any attempt to gain insight into the inner life of a group is inevitably filtered through the researchers own language, gender, social class and ethnicity. Therefore the best I could achieve were observations that were socially situated in the worlds of the observed and observer (Denzin and Lincoln 1994). However, it is important that research is conducted properly with rigour of process and product evident. This entails attention to evaluative criteria which I will now move on to discuss.
4.14: Quality of the study
Much has been written about how the quality of studies should be judged (Roberts, Priest and Bromage 2001, Spencer, et al. 2003). The traditional scientific canons of quantitative research, namely validity, reliability and generalizability do not fit the complex social situations that are the reality of qualitative research according to Strauss and Corbin (1990). Quality of a study is a multifaceted concept which includes issues such as respondent validation (Barbour 2001) or ‘member checking’ (Mays and Pope 2000). There should also be a clear exposition of methods of data collection and analysis such that there is sufficient data to allow the reader to decide if the theory developed is supported by the data (Mays and Pope 2000). Another important aspect is that of reflexivity including how previous assumptions and experience have affected the collected data. Therefore what are needed here are criteria that are compatible with the research methods utilised in the study which I will now consider.
4.15: Trustworthiness and authenticity
Polit and Hungler (1997) argue that issues of reliability and validity are important for a quantitative approach but for qualitative approaches issues of credibility, dependability, confirmability and transferability as outlined by Lincoln and Guba (1985) are the relevant criterion. Rodwell (1998) advocates the consideration of two components in constructivist research to ensure rigor, namely trustworthiness and authenticity. She clarifies that trustworthiness relates to the quality of the research product whilst authenticity is concerned with the quality of the inquiry process.
However as a constructivist grounded theory method was utilised in this study it would seem appropriate to use the criteria argued by Charmaz (2006) as appropriate for this method. These are namely Credibility, Originality, Resonance and Usefulness.
Table 3: Criteria for evaluating constructivist grounded theory
(After Charmaz 2006, p 182-3).

	Credibility


	Did the research achieve intimate familiarity with the topic?

Are the data sufficient to merit the claims?

Do the categories cover a wide range of observations?

Are there comparisons made between observations and between categories?

Are there strong logical links between the gathered data and the argument and analysis?

Has this thesis provided enough evidence for the reader to form an independent assessment-and agree with the claims?

	Originality

	Are the categories fresh and offer new insights?

Does the analysis provide a new conceptual rendering of the data?

What is the social and theoretical significance of this work?

How does the grounded theory challenge, extend, or refine current ideas, concepts and practices?

	Resonance


	Do the categories portray the fullness of the studied experience?

Are taken for granted meanings revealed in this thesis?

Are links drawn between institutions and individual lives when data so indicate?

Does the grounded theory make sense to the participants and offer them deeper insights into their lives and worlds?

	Usefulness

	Does the analysis offer interpretations that people can use in their everyday worlds?

Do the analytic categories suggest any generic processes and If so, have these been examined for tacit implications?

Can this analysis spark further research in other substantive areas?

How does the work contribute to knowledge? 

How does it contribute to making a better world?


The previous table identifies the appropriate criteria to be applied to this study and they will be considered in Chapter five after I have presented the findings in order to illustrate how these quality criterion were met in this doctoral study.
4.16: Summary
This chapter has identified the ontological and epistemological position evident in my foreshadowed questions and then moved on to debate methodological considerations. It also identified the chosen method for this research. As a nurse researcher studying PBL and mental health nursing it was apparent that constructivism was an integral element of this. This conclusion made the choice of a constructivist grounded theory, CGT (Charmaz 2006) method seem to be the most appropriate one. CGT was chosen because it fitted within the study aims, and had the explanatory power to generate theory and explicate inherent processes imbedded in this study (Birks and Mills 2011).
The process of Constructive Grounded Theory is similarly described as a series of analytical and reflexive strategies which guide the researcher. It has also been suggested that strategies can be used flexibly (Glaser and Strauss 1967, Charmaz 2006) and as Harper and Thompson (2012) argue most successful methods allow for development and creativity. A rich and detailed description of the research methods employed has been outlined and this culminated in information on how this can be evaluated. As Bryant and Charmaz (2007) highlight from the original work by Glaser and Strauss (1967) ‘grab’ and ‘fit’ should be identifiable and are concerned with the researchers ability to balance between grounding and distancing so producing substantive conceptualisation. However as this thesis is concerned with a constructivist grounded theory the evaluative criterion relevant must be that produced by Charmaz (2006) and although this chapter has enabled  the reader to judge the quality of the research process the next chapter will detail the product, namely the findings. Subsequently the findings will illuminate how the quality criteria proposed by Charmaz (2006) of Credibility, Originality, Resonance and Usefulness were met.
Chapter 5- Findings 
The overall aim of this study was to explore the perceptions of newly qualified nurses (NQN) who had undertaken a PBL programme in mental health nursing. In order to maintain boundaries for this study and in keeping with a constructivist grounded theory approach (Rodwell 1998, Charmaz 2006) the foreshadowed questions used to guide data collection were:
· When reflecting on their PBL programme how did the Newly Qualified Nurses (NQNs) think their skills and knowledge had developed and changed over time?;
· What were the factors that influenced their development throughout their journey from student to qualified nurse?

· How did the PBL programme influence their acquisition of the skills and knowledge needed for mental health nursing?
· How did other qualified nurses view the NQNs skills and knowledge?

The analysis described in the preceding chapter identified meanings from the participants’ perspectives along with uncovering a number of temporal phases and recurrent processes evident in the data that together comprise the grounded theory that was developed. These are highlighted in the diagram below. 
Figure 5: Core themes and temporal phases
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As will be seen from this diagram three temporal phases to the students’ journey were identified and have been termed: ‘getting to know you’, this focuses on the first 6 months of the programme; ‘talking the talk’ which turns attention to the period between 6-18 months of the programme and ‘walking the walk’, which concerns itself with the last 6 months of the programme and the first 6 months after qualification. Within each of these phases three re-current processes were evident at each phase, the exact nature of which varied over time. These processes have been termed:  Struggling, Resolving and Performing. Within the process of ‘Struggling’ participants identified issues that they found to be problematic and caused them some concern. Initially this was due to them experiencing a new way of learning but as will be discussed other issues also caused concern. In order to deal with these concerns the participants identified strategies to enable them to cope with this increased anxiety, these comes under the heading of ‘Resolving’. Ultimately they (and once qualified, their supervisors) identified behaviours that demonstrated their superior level of performance and these relate to the process ‘Performing’.
The results will be presented in three sections which relate to the dynamic temporal phases evident within the data (see diagram above for a representation of the phases and dynamic processes). It is important to note that in each of these phases there was evidence of participants ‘struggling’ with various aspects of their roles, strategies they employed to ‘resolve’ these issue and also evidence of their ability to ‘perform’ as a nurse to a high standard. 
5.1: Background

At the outset of this programme the participants’ initial feelings were very positive, they could understand the rationale for using PBL and valued the opportunity to utilise previous knowledge and skills in small group work with their peers. Everyone, with the exception of one participant, had no prior experience of learning in this way; I subsequently learned that this person had experienced a different kind of PBL in their first degree studies at a different university. 

Part of the entry criteria for selection to the programme was that students should have a relevant first degree along with some experience and knowledge of working with people with mental health problems. As such they shared certain characteristics; they had all experienced education in a higher education setting and they all had some knowledge and experience of working with people with mental health problems. These provide a backdrop to the findings.  
5.2 Who were the participants?
The following is a brief resume of each participant including gender, subject of their previous degree, care environment during the interview phase and length of time they have been qualified. The first participants to be introduced commenced their PBL programme in February 2005 and qualified in February 2007 so at the point of interview had been qualified for two years:

Dave was the only male newly qualified nurse participant. He had a degree in Criminology and had worked as an unqualified nurse in a mental health setting prior to commencing the pre registration postgraduate mental health nurse programme (something he continued to do during this programme).  In the two years since qualifying he had worked in a private mental health unit and had been promoted from a junior staff nurse to a senior staff nurse and was currently a deputy ward manager. He was now working with men with a personality disorder in a low security setting.

Elizabeth completed her first degree in Marine biology. She had never worked in health care prior to commencing her mental health nurse programme.  She did however have some personal experience of mental health issues. Following qualification she went to work abroad for six months as a band 5 Mental Health Staff Nurse on both Acute and Rehabilitation wards (three months each). On returning to the UK she took up a post as a Staff Nurse in a medium secure Forensic unit for ten months. For the last six months she had been working as a Band 5 staff nurse on an adult acute unit

Jane was a mature student who had completed a degree in Health Promotion. Following this she had worked in health promotion and gained her interest for this programme from caring for a family member who has ongoing mental health issues. She had also undertaken voluntary work prior to her PBL course and continued to undertake paid work on the bank during this. She was employed as a band 5 staff nurse in a Community Mental Health Team which had been her role since qualification some 2 years previous.

Joy was another mature student who was also a qualified Adult Nurse. Her previous degree was in Sociology and following qualification as a nurse she had worked with older people. After completing her PBL programme she found it difficult to find a Mental Health Nurse post and began work as a bank worker. She also had a six-month post in a Nursing Home. For the last year she had been working as a band 5 Staff Nurse on a dementia assessment unit.

Julie came to the course with a degree in Applied Social Studies which she completed some 5 years prior. In the intervening time she had gained a wealth of experience working with homeless people, people with a dual diagnosis and people with drug and alcohol problems. She also worked as a bank nurse during the PBL course. On qualification in February 2007 she initially worked as a support worker before taking a staff nurse post for four months in a women’s Low Secure Forensic setting. She was now working as a Harm Reduction Nurse, although during this time she had also had an eight month secondment to an Early Intervention Service as a drug diagnosis specialist. 

Miranda had completed a joint honours degree in Psychology and Criminology. She had no prior experience of working in a mental health setting. Thorough her role as a carer she had seen the work of a Community Psychiatric Nurse and this sparked her interest in this programme. Following qualification she worked for ten months with children and adolescents with mental health (CAMHS) problems in an inpatient setting. This was followed by six months working in a mother and baby unit and for the last eight months had been employed as a Band 6 Community Mental Health Nurse in a CAMHS team.

Sue was a Nursing assistant for five months prior to commencing the PBL course. She had a Psychology degree and also worked as a bank nurse during her recent studies. She had been employed a s a band 5 Staff nurse  on an older adult rehabilitation ward since qualification 2 years ago.

The next participants to be introduced commenced their PBL programme in February 2006 and qualified in February 2008 so at the point of first interview had been qualified for eighteen months:

Gail had a Sociology degree.  She had worked for the last eighteen months as a Band 5 staff nurse on an acute ward for men. She was leaving this post the week after her initial interview to take up a band 6 community substance misuse post.

Madeleine came to the programme with a Psychology degree. She took a year out following qualification and six months prior to interview commenced her first post as a band 5 staff nurse within a Rehabilitation and recovery Unit. 

Sarah was also a Psychology graduate.  Following qualification she worked as an Assistant Psychologist for six months.  For the last eight months she had been employed as a band 6 IAPT worker.

Val had a joint honours degree in Psychology and Criminology. She had no previous health care experience- although had worked as a volunteer telephone counsellor for a national helpline. She also worked during her programme as a bank nurse and had been employed as a band 5 Staff nurse on an acute assessment unit since qualifying just over one year ago.

Introducing the Supervisors

Belinda was a Clinical Nurse Specialist for self harm within a CAMHS team. She had been qualified for over 20 years and had supervised many newly qualified nurses including Miranda for the last six months.

Harriet was another experienced nurse who currently works as a Drug and Alcohol Nurse Specialist within a Community Mental Health Team. She had been qualified for over 14 years and had known Julie for the last 2 years, as by coincidence she also worked with Julie as a student during one of her placements on her programme. She had also supervised many other newly qualified nurses. 

Tanya was the Clinical team leader of an older peoples mental health rehabilitation ward. She had over 27 years post qualification experience and had supervised many newly qualified nurses including Sue since her qualification 2 years ago.

Tricia worked as a Ward Manger of an Acute MH Unit. She had over ten years post qualification experience and had supervised many newly qualified nurses including Elizabeth since she arrived on the unit some six months earlier. 

William was the only male supervisor and also the only participant who had experience of PBL as a learner. He was the Manager of a day hospital for Older People with mental health problems. He had over 21 years experience and had supervised many newly qualified nurses including Joy for the last year. 

5.3: Previous experience

All had come to the programme with some life experience and for some this had sparked their initial interest in mental health nursing. For example the participant below  had a very positive experience of mental health nursing as a result of experiencing the service with a previous partner and this had made her think about this as a possible career for herself:


“...one of my previous partners had a diagnosis of schizophrenia when he was about 17, and I'd seen how much he’d come on and what work the CPNs had done with him really and got him from being unwell to well and working.  And so that's where I sort, after sort of spending three years with him or something that actually, sort of, I'd not thought about nursing until that point”. Miranda 
Another participant also had a close family member with mental health problems and so brought her own unique insights from this experience: 

“I was caring for my mum who suffered, well not with an enduring mental health problem but with depression and anxiety, you know, all my life basically” Jane 
Other students had experience of working in a formal caring role, whether in a paid or voluntary capacity. This varied from very limited voluntary work with clients via the telephone to more in-depth contact. Those with limited experience did initially feel that they were somewhat behind their peers: 

“...that was my disadvantage because I didn’t have any...because I know when I started the course a lot of people were on the bank, and I’d never heard of it, I thought it was working at TSB or something!  I’d never heard of the banking on nursing or I’d never worked in healthcare or anything, so all that was all new to me” Val 
At the other end of the spectrum one student brought a breadth of experience from a range of different clinical and geographical settings. She had worked for:

“Turning Point, the organisation.  I worked for them for about 18 months for (a northern city) Service… And then prior to that I’ve worked for housing services in (a south west city) with dual diagnosis ...Worked with the homeless, Shelter and things like that for quite a few years really.” Julie 
Coupled with this previous exposure to the client group the students also brought a range of differing educational experience which they believed would be helpful:

“I think any degree gives you a certain amount of knowledge in how to sort of analyse things and, you know, how to write reports and things like that”. Dave 

Most felt they had some useful transferable skills from their previous studies, for example:
“You already knew how to look through journals and where you needed to go to do it”.  Madeleine
Overall students believed that their main asset was their educational and personal maturity, coupled with a strong motivation to succeed:  

“...... And I think that’s about us being a mature group of people that had all chosen to, you know, because it was a post grad course everybody had already done something else, and we’d got an experience of learning at that level, everybody has got a very vested interest in getting a career out of it, and I don’t think the first time degree or diploma students necessarily have that..” Julie

Therefore whilst the exact nature of their prior experience varied all of the group potentially brought something to the programme and can be seen as different from more typical pre-registration mental health students. Despite these range of experiences most of the student struggled with various aspects of their programme in the first 6 months.





5.4: ‘Getting to Know You’: Struggling in the first 6 months of the Programme
Despite considerable previous experience the data suggests that participants initially found it difficult to manage some aspects of the course. It is interesting to note that despite the diversity of knowledge and skills at the outset all students recalled that initially they struggled with the PBL process albeit the areas of difficulty were diverse. The major areas of concern were:

· responsibility for acquiring appropriate information to share with their peers 
· lack of familiar aids to learning such as reading lists and handouts.
·  the change in role of their tutors to that facilitator 
· Increased potential for interpersonal conflict due to the intense group work inherent in PBL.

One area of particular concern was the responsibility they felt for their peer’s learning. The course was structured in such a way that they each had a role to play in finding information pertinent to the topic of study and bringing it back to share with their peers, for many this caused concern and anxiety:

“I need to go away and do it because everybody else is relying on me to find out about this subject because they're not going to have a chance to do that”. Elizabeth

Another issue linked to this was how to determine if they had the right information. Although they had been used to seeking information, in the past they had relied on traditional aids to learning such as reading lists and handouts which were not present in this programme, as one recalled:

“I mean we didn’t even have a reading list, you know, and things like that”. Madeleine 
Further anxiety was manifested by the concern that they might not have located all of the material needed, causing further concerns: 

“...sometimes because of the anxiety that we’re missing things”. Miranda

In the past they had been reassured by having a teacher who confirmed the ‘correct’ material at the end of each lecture, through the use of other familiar aids to learning:

“I guess what I mean is if you go to a lecture sometimes and you get handouts at the end of it, it’s reassuring” Julie

The students were struggling with this new, and unfamiliar, role of their teacher as a facilitator and they felt disappointed that facilitators were not addressing their anxieties by taking more control of the PBL group work:

“And sometimes, particularly sort of early on in that first semester when some of the facilitators were perhaps a little bit more setback, you know, you really felt like you were floundering sometimes”. Julie

This change of tutor role to one of facilitator is a key component in the PBL programme as it is believed to increase learner autonomy and engagement but as identified above it can also cause students to struggle. As highlighted earlier the role of PBL facilitator was new to the staff as well and consequently they too were struggling and having to find their own style. Students found this difficult as Julie notes:

“ Some people (facilitators ) were very kind of removed just like here you are you just do it yourself, and some people (facilitators) participated a lot more, and that’s not necessarily giving guidance and prompts and things but took a more active role I think.”
The PBL process also caused a range of negative emotions relating to the way in which students shared their information with their peers. In these early months they chose to stand up in front of their peers and usually with the aid of power point attempted to summarise their information. One student recalls the horror of being the centre of attention in this way, something she had previously been able to avoid:
“It felt awful.  To be honest, when I did my other degree, I did sociology and avoided anything to do with presentations because I hated them”. Gail 

This new way of learning therefore caused participants to reflect on previous skill deficits. For example one remembered how their lack of skills in prioritisation and the confidence to identify the most appropriate material led to a situation where the feedback sessions became marathon events with limited enjoyment for those participating, either in presenting or being presented to:

“When we first started and we were doing presentations I can remember they were massive and they were taking about an hour to present back”. Miranda 


As the students were having to work very closely with their peers there was the added difficulty of negotiating with them, leading to the potential for interpersonal conflict. The challenge of working together was apparent throughout the data and temporal phases but at this point in time was particularly acute. Problems were often due to personality clashes and the lack of skills students had to recognise and deal with these. In response some chose to ignore the issue, hoping it would go away and ignored minor irritations:  
“At the beginning, I let everybody else argue it out and didn’t get involved”. Madeleine

Others took a much more active role and were able to identify peers with whom they found it difficult to work:

“I mean we didn’t get on at all when we first met, we really thought oh, she’s probably told you this, we just kind of, (it was) a personality clash”. Julie 
By the end of the first six months participants had encountered several issues which caused them to struggle. These struggles included being responsible for researching information for their peers which was exacerbated by the lack of familiar aids to learning such as reading lists or handouts from tutors. The facilitator role of the tutor was also identified as another issue that caused students to struggle, as did the intense group work which for many raised interpersonal tensions.  Therefore despite their relative maturity, prior degree level experience and initial motivation exposure to a new way of learning, PBL, was not without its challenges. However, over time, students developed ways of resolving some of these tensions.
5.5: ‘Getting to Know You’: Resolving in the first 6 months
The next key process evident in the data was that of resolving and this comprised of differing strategies as the participants’ progressed through their programme. At this initial point it refers to the ways that the participants attempted to diminish their anxiety by drawing on previous transferable skills and knowledge that they had gained. This related both to their classroom experiences and their initial clinical placement.  In dealing with their struggles participants identified various strategies which they employed to resolve these issues such as:

· Identifying benefits from searching out learning materials 

· Indentifying transferable skills and knowledge

· Applying theory to practise
· Feedback from clinical staff
· Learning the importance of group cohesion and interpersonal skills

 Although the responsibility for finding information for their peers had weighed heavily on their shoulders eventually students could see the benefits of undertaking this role. For example it helped their motivation and their understanding as they wanted to fully understand the information prior to attempting to share this with others:

“Because you know you are doing it for other people as well, you sort of feel more obliged to do more and take more in and actually understand what you’re saying and doing” Val

They also drew upon previous knowledge and skills acquired in other educational programmes and applied them to this new way of working: 

“...ideas around counselling techniques and things and CBT, I learned about those in psychology.  I found that they’ve been closely linked really and I didn’t find it much of a shift from those ideas to nursing”. Miranda

Participants at this point had also experienced their first clinical placement and they were starting to transfer skills and knowledge to their practice settings:

“...it was pretty much about sort of going to find information yourself and acting upon it and finding whether that were applicable in the practice setting”.              Jane

This exposure started to open their eyes to the reality of nursing but also how they might apply what they had learned in the classroom: 
“I mean prior to doing the course I'd never worked in healthcare.  So my first placement was the first time I'd ever worked on a ward.  And it kind of really introduced me, so like this is actually what you're going to be doing in two years’ time when you qualify, this is what is going to be expected, this is what you're going to need to do”. Elizabeth

 “You actually have to go out there and do the communication, and you can know all the theory in the world about how to communicate with somebody but if you can’t actually put it into practise, and that’s what the placements for me did, they helped you take knowledge that you'd got in the classroom, and you had to go and put it into practise”. 
Elizabeth

Clinical placements were therefore a very important aspect of their programme as it was here that they were able to deploy their new skills in a more evident way. The data indicated that they appeared to value feedback from mentors and clinical colleagues more highly that feedback on their theoretical work.

As they began to mature and ‘get to know each other’ the initial problems encountered with group work could be seen in a differing light and they felt more at ease in their role: 
“I felt comfortable after a while participating and that.  Whereas if you just all sort of sat in rows and you’re going to get the same people that are going to give the answers every time and, whereas we all sort of contributed in this and, so it was helpful in that way... and because I think we had the group we had, it was quite a strong group as well, and there were some strong personalities, and I suppose, you know, you have to talk up a little bit and I suppose that’s made me a bit more assertive as well.”
Val

Coupled with this new found assertiveness students always began to appreciate the value of networking with their peers and working more closely together:
“You'd got to meet up and keep in contact with people and keep those networks working”.
 Miranda 

 “I think it was quite difficult at first because you'd sort of go away and you didn't know that everybody was in the same situation and you just started talking a bit more to each other and working together.” 
Sue

Group functioning was seen as key to success and some participants were especially insightful and demonstrated considerable self awareness in modifying their behaviour so that the group worked well together: 
“You kind of had to learn how to work it in a group, and for me, I mean I'm quite forward, I'm quite talkative, I'm quite bossy and tend to be quite dominant in a conversation, and I had to rein that in a bit, so that was something that I definitely got from working in a group and part of problem-based learning was learning how to kind of fit in to a group without dominating it”. Julie 
Others, as noted earlier, used different strategies such as waiting for group membership to rotate in the hope that they would not be working with difficult peers in the next trigger group. 
It became clear that participants had learned a great deal in these early months not only about mental health theory but also about important interpersonal skills which could be applied in both the classroom and during clinical placements.  Consequently they developed a range of ways to ‘resolve’ tensions all of which meant that they were beginning to ‘perform’ more effectively.
5.6: ‘Getting to Know You’:  Performing in the first 6 months

‘Performing’ was the third process evident in the data and this relates to areas where the participants felt that they were developing greater competence.  This included: 
· Improved skills in prioritisation
· Reduced  interpersonal tensions
· Enhanced collaborative working
· The ability to question practise
· Increasing clinical competence
Participants increasingly recognised that some of their initial struggles had in fact provided valuable learning experiences and they could articulate specific skills they felt they acquired as a result of this. For example the struggle caused by finding information and presenting this back to their peers was rewarded with enhanced skills in prioritisation:

“But a skill that we learned from that was to be able to, like prioritise and cut things down and get to what we needed to know really”. Miranda

There were several other examples of where participants felt they had learned as a result of their initial struggles and were now able to ‘perform’ more effectively. The area of interpersonal conflict was a prime one and learning to ‘butt heads’ reaped rewards in terms of better conflict resolution.

The initial clinical placement also reinforced both what they had learned and how much more they needed to develop.  However, they were able to see how the skills they were acquiring in their trigger groups could be useful in their clinical settings. The key issue of working together was seen as equally important across settings and it was something they felt reasonably well prepared for:

“I suppose it’s (PBL) prepared me for, that you’re not going to get on with everyone sort of thing, but yet you do have to spend a lot of time with these people and work with them and like make decisions together”. Val 
Working  collaboratively is undoubtedly a key issue for many nursing staff and particularly for mental health nurses who usually work in multidisciplinary teams where effective team working is vital to ensure best possible patient care. Once again, despite their limited experience, the students felt that PBL was helping them in this regard:
“I think that’s a good point as well because certainly there were clashes in personalities that you had to work around and obviously to be at work you have to get along and do things to get to an end with people that perhaps you wouldn’t work with generally or.  I think we had to do it”. Sue 
As the course progressed participants were able to identify many other features of the programme which enabled them to perform as effective practitioners in a team setting and these will be outlined later.
Even at this early stage the students received positive feedback from their placement mentors and this reinforced their burgeoning belief that they were ‘performing’: 
 “...something else that I’ve got from sort of mentors and things was they felt that we were more mature than our kind of positioning in our training, so as a first year student we were perhaps asking more advanced questions than other first year students, and they felt that maybe that was due to the way that we were learning.  And that was mentioned sort of a couple of times actually”. Julie  

Course participants were seen to be ‘good’ students and clinical staff noticed the differences in their way of working. It was at this time that a letter of commendation was received by the course leader. A ward sister had written to say how impressed she had been by the two students that had been on her ward and wanted to bring this to the University’s attention (see Appendix 10). This was virtually unheard of previously and felt to be a real accolade for the programme.

As the first 6 months came to an end participants had had the chance to perform in practice and academic settings and had identified areas where they felt they were ‘doing well’. They had learnt skills that were useful across settings such as prioritisation, working with others and effective communication. Feedback from senior colleagues has also reinforced their sense of performing, particularly in their relationships with their peers. The PBL programme was ensuring that they were exposed to all their colleagues and not just their ‘friends’:   

“If you’re sat in lectures or something whilst you’ll have like a friendship, you know, you’ll make friends with people around you, you don’t tend to work with others.  Whereas you had to work quite closely with people doing the PBL stuff because everybody had to do their bit”.  Elizabeth

This new way of relating to their peers had taken some time for some participants to get used to but now they could see how beneficial it was in enhancing their communication skills: 

“You had to make sure that your communication skills were good enough to know what everyone else was doing and what you were supposed to be doing and not sort of drastically overlapping”. Elizabeth
The move from a familiar lecture based programme to PBL was a major change and most had initially struggled with some aspects of this unfamiliar way of learning. However, through the identification of strategies to resolve tensions they had ultimately been able to perform both academically and clinically. Performing in this initial phase had meant students ‘getting to know each other’ more effectively and to develop skills of prioritisation and the ability to work effectively with peers and clinical colleagues, where many had been identified as ‘good’ students. However, as they moved into the next 12 months of their programme new challenges came along that caused them to struggle and necessitated new ways of resolving in order that they could perform. By this stage though, students had begun to ‘Talk the Talk’.  
5.7: ‘Talking the Talk’: Struggling 6-18months into the programme

Despite feeling quite confident that they were performing quite well following their first 6 months of training and beginning to ‘Talk the Talk’ of mental health nursing participants continued to struggle with aspects of the programme. These ‘struggles’ were different from those originally identified although they shared features in common.

Struggles during this temporal phase centred on:

· Understanding the depth of information acquired

· Adaptation of facilitator role to accommodate their increased competence

· On-going conflict with some peers

· Clinical boundaries

  Although students now felt more comfortable in being responsible for identifying information to share with their peers they had increased their expectations and at this phase became more worried about the correct ‘sources’ of information and the level that it should be pitched at: 
“Because you kind of feel that you’ve got to do it well because it’s not just for you it’s for everybody else”. Elizabeth

This impact of increased confidence coupled with increased expectations led to feelings of ‘responsibility’ for the rest of the group: 

“...the way you have to kind of take ownership of a subsection of whatever topic it is that you're doing, and then you have to present that back to the rest of the group, I think that gives you a lot of confidence and sort of - well it does for me anyway and kind of brings that, the sort of responsibility”. Elizabeth

Once again participants looked to their facilitators to guide them: 

“ There was like limited theory, like one to one - because as much as I like that sort of distance, sometimes I felt like I needed a bit more guidance as to what to look at.”Val

As they became more confident, participants were critical of the facilitator(s) who were unable or unwilling to acknowledge their status and felt this was detrimental to their learning:

“She (facilitator) used to complain about other people that were late and that couldn't get there.  And I thought you're complaining to the wrong people aren't you.  It's not, you know, and I just didn't think it were very appropriate.  It weren't very motivating” Jane

Participants increasingly wanted facilitators to adopt a ‘quality control’ role so if peers did not deliver appropriate material they believed the facilitator should address this:

“It wasn’t just about sort of what the facilitator did because I know sort of like on some occasions you sort of come to presentations as we’d get further down the course that it was quite evident that people hadn’t really done very much reading around and couldn’t really understand what they were talking about.  I suppose in that way it was down to that individual, that was their responsibility but also for the facilitator to be able to maybe address within the session” Sarah

Participants clearly recognised that individuals had responsibility for their own learning but as they were also relying on peers they wanted to have a way of monitoring the quality of this. They attributed this role to the facilitator. There was also a paradox in that group work was not formally ‘marked’ but was perceived to be central to individual success:

“And because they weren’t marked I suppose it wasn’t, there wasn’t really any consequence with any individual if they didn’t sort of put in sort of all their effort into doing it, if that makes sense”. Sarah

Attributing a ‘quality assurance’ role to the facilitator could be seen as one way of participants avoiding interpersonal conflict with their peers. By making this part of the facilitator role this absolved them of any responsibility in tackling peers who they felt were not putting in sufficient effort. However a failure to address this issue did cause considerable tension: 
“It was very, quite stressful really.  There was a lot of arguments and feuds and I sort of thought what was that, was that about problem based or is that just about working together as a team”. Val

This tension inherent in the groups may well have been compounded by the fact that as the students neared the end of their programme they had added pressures of not only completing their programme but thinking about finding jobs. This could mean them having to compete with their peers in this search for employment.  The build up of tension sometimes resulted in them being unable to contain their frustrations:

“I think sort of over nearly two years where people had sort of bit their tongues and everything on what had annoyed them, it sort of all came out.  Because everyone was just so stressed with it all and everyone just started snapping”. Val

Another potential catalyst for conflict was that towards the end of the programme students had to work in a large group comprising of the whole cohort to achieve their final trigger which was to organise a conference. This larger group setting appears to have been very difficult for many and resulted in lots of heated debate and conflict:

“I suppose I do wonder, you know the conference that we did at the end was, because it was very, quite stressful really”. Val  
Many students also had the added pressure of having to work in unqualified nursing roles to provide them with the finances to complete their programme. This too caused some to struggle as they were unsure as to what their boundaries were within this role and also how to integrate learning which took place as a student into these different settings:

“I guess that particular piece of work that you’re doing it isn’t auxiliary work and it isn’t nursing work but it is something in between.  So you’re sort of trying to kind of put what you learn into practise in that workplace …”Julie

In this paid capacity they also had to work in many different settings and this again caused some role confusion:

“...obviously in bank you’re working as and when and wherever they need you, you were getting sort of different snippets.  Even though it was in a different role you get to know areas and sort of how things work differently.” Sue 
The participants had to find strategies for dealing with the concerns discussed above that reflected a somewhat different set of challenges. As in the first 6 months they still had concerns surrounding the responsibility for acquiring relevant information but the emphasis had now shifted to the depth of the information required, Similarly the facilitator role continued to present challenges but now they were happier for the facilitator to be less directive in terms of teaching aids but wanted them to adopt a greater ‘quality assurance’ role. Issues with interpersonal conflicts remained evident but were exacerbated by the nature of the final trigger. As students began to come to the end of their programme increasing numbers had to work ‘on the bank’ as non-qualified staff and this caused a degree of dissonance about their role and responsibilities.   All of these issues required efforts at resolution. 
5.8: ‘Talking the Talk’: Resolving: 6- 18months into the programme
In addition to the strategies employed earlier in the programme other strategies that helped students to resolve some of their anxieties now included:

· increased group/team working both in the academic and clinical setting
· breaking problems down into smaller segments
· drawing on the strengths of colleagues 
· The use of  placement experiences 
As they went through their programme students began to hone the team working skills they had developed in the initial six months and drew on them to an even greater extent: 
“I mean you have a good sense of a group and I think not only going into research but also having the confidence to articulate that and express it in a group setting and work as the team which are all good things that are very important, aren’t they; team work and learning how to express yourself and communicate”.
 Dave
At this point students were displaying greater maturity in using the PBL process and learned to work more effectively with differing groups of people:
“We were all very different people on the course, and you learn to work with very different people, personality types to yourself”.  Joy   

In so doing they began to ‘deconstruct’ challenges as to address them in ‘bite size chunks’:  
“It helps you to look at the problems from lots of different angles and break 

down the problems into more manageable chunks, and also it helps with teamwork on the ward”. Joy

The ability to appraise each other’s strengths and weaknesses was seen to be a benefit for both their academic and their clinical work: 
“I think that helps in the multidisciplinary working and looking at different people’s strengths and the different ways that people work as well”. Miranda

The fact that the placements were 14 weeks long allowed sufficient time to apply theory to practise and were greatly appreciated by the students: 
“I really liked how they were 14 week placements.  So you really felt that you could get your teeth into your placements and you became part of the team and you could expand on your own”. Miranda

As they became more senior, students were being given added responsibility in these settings and expected to participate as a fully functioning member of the team rather than a student just passing through:

“We had more responsibility in the ward rounds and things like that and expected to lead them more rather than just sort of shadowing, so we became part of the team there”. Miranda

Students valued being given such responsibility as they felt it helped them to integrate into the team and provided an opportunity to prove themselves in the clinical arena. The data suggested that students felt that clinical learning was superior to academic learning as this was the ‘real world’ where they would be expected to perform in their qualified nurse roles:

“I think the placements were probably the most valuable thing in the course... The placements, you actually have to go out there and do the communication, and you can know all the theory in the world about how to communicate with somebody but if you can’t actually put it into practise, and that’s what the placements for me did, they helped you take knowledge that you'd got in the classroom, and you had to go and put it into practise”.  Elizabeth

In addition greater maturity was evident in the classroom setting where most people were perceived to be ‘pulling their weight’: 
“I certainly felt that everybody carried their own weight, everybody pulled together, and that was quite different from my experience of group work anyway at university the first time around”. Jane
Clearly whilst group work had been a source of many initial problems students were increasingly aware of the potential benefits of this aspect, and other aspects of, PBL. The programme constantly ‘pushed’ students who had to work on numerous aspects at the same time. They had trigger work to complete, assessed academic and clinical work to undertake as well as personal lives and work to juggle. So unsurprisingly they became very good at time management:

“I think in terms of time management I'm not sure how much that were down to problem-based learning or how much that was down to just generally trying to balance work, life and education.  But I suppose you were working to deadlines more frequently because we've got more presentations and then putting it in.  So certainly in the planning of, in terms of time management, you weren’t just working up to a single deadline, you'd got to meet up and keep in contact with people and keep those networks working”.  Miranda

As a result of the above student’s confidence in their own abilities grew:

“...one of the main things is I just feel a bit more confident sort of doing work independently”. Sarah

At this point in the programme resolving was focussed on strategies such as applying skills and knowledge learned from their group work into clinical as well as academic settings. They felt this was enhanced as the long placements where they were able to function as valued team members and were afforded responsibilities which increased their personal confidence in their roles. All of this contributed to the feeling that they were still ‘performing’ to a relatively high standard. 
5.9: ‘Talking the Talk’: Performing: 6-18months into the programme
As participants neared the end of their programme they were aware that they would soon be attending job interviews and would need to identify the skills and knowledge they had acquired in order to succeed. Performing at this phase therefore related to:

· Having clinical credibility

· Taking more clinical responsibility

· Using their initiative
· Drawing on a wide range of knowledge

· Networking

· Demonstrating independent learning and critical thinking

As noted it was primarily in their clinical placements that students felt that they were best able to demonstrate the skills and competencies that they had developed, this was reinforced the more senior they became as they were afforded greater responsibilities:  
“...they sort of give us a bit more responsibility and, so I just felt like part of the team on my placements that I had the responsibility that I would have as a qualified nurse”. Val

They also felt that as they continued to be identified as ‘good’ students by mentors and senior clinical staff they were given more responsibility and had the chance to demonstrate their abilities in working more independently with clients:

“...you sort of pick up your own cases and had a bit more autonomy even though it was obviously under supervision”. Miranda

This was a boost to their confidence as they were trusted with more responsibility than students on a traditional programme:

“I mean well I certainly and I think other people as well were more involved in carrying a caseload than perhaps other nursing students were, and that’s a really important thing... But also it gives you a real confidence boost that somebody trusts you enough to carry a caseload as a student”. Julie

Some participants attributed this specifically to their programme which they felt had helped them to develop certain attributes that made them stand out in practise relative to their peers: 

“Whereas I felt that, I mean when I was on my placements I'd got a bit more, although I was supervised, people have commented that I've been a good student compared with other places.  And they think I'd got more initiative than (other students) I think that that probably helped with the PBL work, you were always looking for things”.  Miranda

This ‘maturity’ was commented on by clinical mentors: 
“People couldn’t relate to her as a student.  She just kind of came in as a colleague really.  Which I think that’s what you get with the very good students is that they don’t sort of, they don’t stick out as a new student; they kind of merge with the team I'd say”. Harriet

There was a perception that the PBL students were very competent and able to adapt to the role within the team almost as if already qualified, and students often felt that they were treated in this way:  

“The staff sort of treated you a bit more like (qualified staff), I mean they used to call us students... but in a way it was good because we felt that they sort of trusted us to do things”. Val

In addition to ‘performing’ on their placements students felt that they were drawing on a wider body of knowledge as a result of their programme: 
“I think definitely going for more resources than just a book or an article or something, and sort of having broader horizons as to where to gather information from”. Julie

This was not confined to conventional ‘book based’ knowledge:
 “And in looking, in terms of researching and looking in different areas to find information about things rather than just sort of textbooks and, well using resources around you and people and speaking to different people as well.  Whereas I think if had just been lectures I wouldn’t have had that experience, it had have just sort of been talk, I don’t think I'd have remembered as much, so I've built networks and things up”. Miranda

The use of problem solving was also seen to help them perform in terms of both independent learning and the development of higher order analytic skills:
“The independent learning, I think, and maybe the ability to ask questions, or more complicated questions, or think a little bit broader about where to get answers from rather than a lecture and then go to an article and then that’s it sort of thing”. Julie

 “I think the PBL helps you sort of, with like critical thinking as well”. Miranda

Ultimately the data suggested that performing was closely linked with an increasing self-belief:
“I just started to believe in myself rather than anything else”. Madeleine
Performing at this stage therefore comprised of several aspects evident in both clinical and academic settings. However, the participants mainly identified ‘performing’ in terms of their clinical work. They clearly felt that they were valuable members of their clinical teams and valued the responsibility they were afforded. They now had more direct client contact, albeit under supervision and their high level of competence was commented on by senior clinicians who found students good at team working and drawing on a broad range of knowledge and skills. However, as they neared the end of their programme and moved onto their newly qualified nurse (NQN) role there were new challenges presented themselves giving new areas for struggling and resolving before they could ultimately perform in their role as a qualified mental health nurse.
5.10: ‘Walking the walk’:  Struggling during the last six months of the programme and at least six months into their Newly Qualified Nurse (NQN) role
As participants came towards the end of the programme, not surprisingly, different challenges emerged that one again caused them to struggle. Many of these issues turned on their perceived readiness to function as a qualified nurse. Specific struggles identified here include:

· Their breadth of knowledge

· Degree and type of facilitator input

· The depth of their understanding

· Their physical care skills and knowledge

As the list above suggests struggles at this point were most concerned with their perceived lack of knowledge and  participants briefly wondered if the nature of their programme had in some way handicapped them. They were trying to consolidate perceived gaps in their understanding by revisiting theoretical aspects of the programme and they were concerned that their knowledge and skills might in some way be deficient: 
“Although we went back and researched it (the theory), I felt there were things I didn’t know when I started my job”. Gail

The relatively unstructured nature of their programme also left them feeling unsure if certain content might not have been covered as comprehensively as in more traditional approaches: 
“I think there was the anxieties there that we might be (missing things), because we wasn’t sure, we couldn’t compare it to somebody who had been on the other courses”. Miranda

At the point of qualification they doubted that their programme, which had been so very different in many ways to their previous experiences of learning, had adequately prepared them. Consequently they once again questioned the facilitators’ role, which they felt was crucial to their success:

“I’m not hundred percent sure that we were entirely prepared for it to be honest.  I think there are gaps missing in our knowledge.  Yeah because we didn’t have seminars or anything like that and well most of it was self-directed, and sometimes I think that there wasn’t enough support there to make sure that we did understand it”.  Madeleine

This change from student to qualified nurse also caused some to doubt their previous opinions of their competence in clinical practise:

“So I think the core things that you're going to be using, day in day out, sort of like when you do sort of qualify, and then go on to sort of like your first post.  And I think that’s what put me off a little bit going straight into sort of the nursing role on the ward that actually, I just felt quite scared that I didn’t know if I had all of the basic skills that I needed to have.  I was quite aware that I didn’t feel confident in a lot of the areas”. Sarah

Others felt that there were specific areas that they needed to know more about. They recognised that on the whole they had a broad knowledge base but there were some specifics that they felt they did not know enough about for their NQN role:  

“I think I sort of know quite a bit, I know some things about most things, but I don’t feel I know a lot about, you know, like things like the Mental Health Act and things.  It all felt a bit like we sort of touched on everything but nothing.  Well we did do some things in depth, but sometimes, you know, I feel a bit lacking in actual solid facts and knowledge and stuff”. Val

However, their main concerns, as with many of their conventionally educated mental health peers, centred on their physical care skills:

“A lot of it is general nursing to be honest”. Madeleine
Some felt that this was possibly as a consequence of undertaking a shortened programme of study:

“I’m not as confident as what I think I should be on the general side.  I just think the three year course, from what I’ve gathered from other people’s courses, covers a lot more general nursing”. Dave
Potential deficiencies were seen to lie in a number of areas

 “I do think sometimes, when I've been dealing with people who have self-harmed or things like that, I'm not always hugely confident in sort of wound care and things like that to the extent that maybe I would be if we’d spent more time on that”. Elizabeth
“It’s just things like, just the physical things with sort of older adult care and things like that.  I mean I learned that on the job when I was working in (another country).  I had no idea what I was doing with any of that prior to that.  And sort of things that seemed quite basic but like I don’t often have to give someone an enema or things like that.  You know, because I've never had to do it so far but that kind of physical care wasn’t part of the course”. Elizabeth

Ultimately participants recognised that as lifelong learners with a new role there were also new challenges which can cause concern: 

“...even then, obviously when we’ve qualified, you know, you’re still learning all the time”. Val 
However, whilst these new roles caused anxieties for participants they also seem to have enjoyed these new challenges:

“It was something of a learning curve.  But it was good.  As a first job it was excellent because it was a bit of everything”. Elizabeth

In summary the final struggles identified in the data were therefore mainly attributable to the change in participant role from that of student mental health nurse to newly qualified mental health nurse. The main concerns focussed on how the programme had equipped them for this new role. Specific gaps in knowledge that were identified were around physical care skills which were seen as valuable in different clinical settings. Once again the participants had to add extra strategies to those previously developed to ‘resolve’ these concerns.
5.11: ‘Walking the Walk’:  Resolving during the last six months of the programme and at least six months into their Newly Qualified Nurse (NQN) role
At this stage participants were able to use some of the previous strategies they had developed but new ways of resolving also emerged from the data, these included:
· Drawing on transferable skills

· Researching solutions and using a wide range of resources
· Networking

· Being able to acknowledge and address deficits

· Adoption of a lifelong learning role
The PBL programme relied heavily on students sharing their knowledge and skills with peers and as discussed earlier this initially caused many anxieties. However, the participants now acknowledged this as a transferable skill which helped them in their new post qualification role:

“It was just at the time it felt a bit uncomfortable but that’s part, if we ever want to go on and teach or if we want to, I mean even now these courses that I've been on we’re expected to feed back to the rest of the groups like in team meetings and things.  So without that practise I'd have been, I'd have had stage fright”. Miranda

As noted earlier group work also had the perceived benefit of enhancing team work:

                  “How you learn to be, utilise your peers a lot more, and you drew on their strengths and weaknesses and you sort of you went on your own in things that perhaps you would have been if sat in a big lecture hall.  Also presenting, the way you did things and presenting things back gave me more confidence in terms of the way that I can put information across to other people now”. Sue
So although group work had initially caused students to struggle they now saw it as a beneficial aspect of their PBL programme. 
Another transferable skill that had been developed on the programme and was now seen as very helpful in their qualified nursing role was that of finding information from a wide variety of sources: 
“One thing I've kind of noticed is that like when I've done an interview, I did a lot of preparation on the internet, and so basically did a lot of finding things for myself.  And I suppose like doing the PBL helped me do that, because you had to like look everything up and I knew what websites to look at because of doing the course really, and would look for information and just doing your own research I suppose”. Gail

 “And in looking, in terms of researching and looking in different areas to find information about things rather than just sort of textbooks and, well using resources around you and people and speaking to different people as well”. Miranda

Participants felt comfortable approaching strangers in their quest for knowledge and identified ‘networking’ as particularly valuable to them in doing this:

“I guess something that I am much more likely to do is think hmmm I know so and so, and she might know so and so, and I'll ring her and see if she's got somebody to suggest for me to get in touch with to ask that question to.  And I think, I definitely think that’s something that I got from that course because I can’t imagine just randomly ringing somebody that I've never heard of then to ask them quite specific questions about, you know, some query I might have as a starting point, whereas I would do that quite frequently now.  I go all right I've heard that you do such and such, or I'd just emailed somebody and go you might be able to help me with this”. Julie

One area of major concern upon qualification had been the perceived lack of knowledge, especially relating to physical care. However, over their programme participants had become adept at recognising and addressing gaps in their knowledge and skills. This now stood them in good stead:  

“We ended up armed with the skills in the research that if there was anything that we weren’t sure about we knew how to find out”. Miranda

Moreover they did not rely on purely academic sources and were able to utilise a wide range of resources:

“I think definitely going for more resources than just a book or an article or something, and sort of having broader horizons as to where to gather information from”. Julie

Therefore the problem solving nature of PBL and the independent learning style that this had cultivated was also a feature of the programme that had developed transferable skills helpful in the new challenges they faced:

“...for me it was problem solving in the sense that you went and found out the information yourself.  And it's a sort of self driven, and you could find the answers”. Jane

The lifelong learning ethos this had created was now viewed as another positive aspect of the programme in that they realised that it was ‘OK’ not to know everything:  
“I don't think that you could ever be fully prepared for what you were going to come across because I don't think teaching somebody and learning to become a nurse you can possibly learn everything that's what I always say”.  Sue

 “Yeah, but you're not going to know everything... you just need to know enough really”. Miranda

Therefore despite the anxieties around qualification many of the participants looked forward to the new challenges they faced: 

           “It's (the programme) certainly left me in good stead and, you know, a lot of people were anxious about qualifying and getting, you know, and I wasn't, I got my sleeves rolled up and I just wanted to get on with it - bring it on”. Jane

The participants had developed and begun to hone many ‘resolving strategies’ throughout their programme and these now helped them to ‘perform’ in their role as newly qualified nurses.  It might therefore be said that the real test of the success of this programme was whether the participants could ‘perform’ as qualified nurses. That is, could they ‘Walk the Walk’? I will now explore this firstly from the newly qualified nurses’ perspective and subsequently draw on data from some of their clinical supervisors.

5.12: ‘Walking the Walk’:  Performing during the last six months of the programme and at least six months into their Newly Qualified Nurse (NQN) role
In this final section of the findings I will firstly share the newly qualified nurses’ perceptions of how they feel they are performing in their roles at this time point and follow this with the data from some of their supervisors. 

5.12.1: ‘Walking the Walk’:  NQN views

Aspects of the category performing identified by participants now included:

· Demonstrating leadership skills

· Managing people
· Undertaking unsupervised practise and being confident practitioners
· Conflict resolution

· Acknowledging their own limitations
· Using interview skills

· Career progression
Before qualification participants felt that their final placement had enabled them to take a more managerial role and thereby demonstrate some of the leadership and person management skills that would be very necessary once they had made the transition to a qualified nurse role:
“I can remember in my last placement, sort of I know students shouldn’t get used for when there's, not no staff there but sort of more responsibility in the ward rounds and things like that and expected to lead them more rather than just sort of shadowing, so we became part of the team there”. Miranda

They reiterated their belief that the PBL programme had been beneficial because by now they were already experienced learners:

 “I just think it's very appropriate for learning at that level, and it does leave you in good stead for a nurse, you know, for you to sort of continue and, you know, in work it's all problem solving isn't It”.  Jane

However they acknowledged that they only truly learned what it meant to be a qualified practitioner when they were in that role:  

“I would say that since I’ve qualified I’ve learned the most.  I don’t think you can ever fully appreciate what it’s like until you’ve got those keys in your hand and that’s your responsibility.  And as much as you do learn, and obviously you couldn’t do it without having had the experience and done your different placements, the real time that you learn is when you’ve got to make those judgements and those decisions yourself and, you know, it’s your responsibility, without being supervised by somebody else.  That’s my definite thoughts on it” Sue 
Overall participants felt that a major benefit of the PBL programme had been that they had learned how to work with other people:

“I think it’s given me some good insight into how to deal with people, yeah”. Dave

Interpersonal difficulties were inevitably a feature of life as a qualified nurse but participants felt confident they could address any issue that arose due to the amount of practise they had in their PBL group work:

“...managing that in a group and managing how different people work, and definitely you have, you learn that not everybody works like you and that people have strengths and weaknesses, and that's what happens in the team really in that I will go to different people, I'm aware of my strengths and limitations myself really, and I think a lot of that sort of, because we did the peer evaluations and that helps you reflect as well.  
Miranda 
Initial interviews with several NQN participants highlighted issues that were concerned with getting on with others.  As one stated in her initial interview:

“ I think particularly when you’re working on the ward there’s like a lot of different characters and it’s how you judge how you’re dealing with people and work as a team and we definitely did a lot of that on the course”

Gail

This was also mentioned by several of her peers including Madelaine who said:

“Working with your colleagues as well. That’s obviously an essential skill and dealing with all the politics that crop up”

However in the initial coding and intermediate coding I did not fully appreciate the significance of this data. Therefore this data was initially coded as interpersonal skills.  Once the findings had been drafted into the initial diagram that was sent to all the respondents (see figure 4) I began to reconsider some of the data and reflect on their meaning. As a result my interview schedule evolved so that in the subsequent round of interviews I could explore this further. This example of theoretical sampling meant that I could ask my participants if they could expand on what they meant when they spoke about interpersonal difficulties to which one responded:

“ I guess I was referring to that before when we talked about interpersonal skills but I was thinking (of) a particular conflict.. I mean when we first met ...we just kind of,( it was) a personality clash. That was a really good experience because it really was like butting heads initially and that kind of worked itself out. I think that was definitely something we learned from, you know, we’ve got to get on and do this”

Julie

Following on from this I was then able to ask subsequent participants in their second interviews if they had any experience of conflict whilst on this programme. To which another participant responded:

“So in terms of conflict resolution you learn that ... if you’ve got a problem with someone you deal with that discreetly”

Miranda

All of this contributed to the over arching themes  in the developing theory and showed that students had initially struggled with several aspects of their programme however they had also learnt how to resolve these to enable them to perform effectively.
Several participants felt that managing other colleagues was a skill they had developed on the PBL programme and one which they drew on in their qualified nurse role:

“I think it’s (PBL programme) taught me to be more sort of aware and more critical in a creative way, rather than just accepting things, because we’re actually due a period of transition just now at work and, you know, certain people are saying things and I do tend to challenge them in a non threatening way and quite often sort of see if there's a better solution.  Yes, and I think that approach tends to have come from the PBL I think”. Joy
Participants acknowledged their own limitations and were able to reflect upon these, another set of skills attributed to aspects of their PBL programme. This gave them a mature outlook for a recently qualified nurse: 

 “I think you need a lot of confidence in our job because you need to be able assert yourself.  If you're in charge of a ward and you’ve got to direct the other qualified nurses, the other healthcare assistants, to make sure that everyone’s doing their job, you’ve also got to keep all of your patients and your staff safe. And, you know, if you haven't got the confidence to sort of stand up and go actually no you can’t be doing that, or you need to do this, or whatever, then I think you're not actually doing your job to the best of your ability if you're not able to do that.  You do sometimes need some confidence to stand up in front of somebody who actually not might be the most pleasant person”. Elizabeth

Lifelong learning was acknowledged as important by participants and they were keen to experience more learning. Indeed many had already undertaken post basic education:

“I'm always looking at the next thing, that’s just what I'm like so”. Miranda

Moreover a number of the participants had experience in a variety of qualified nurse roles and identified how the PBL programme had helped in this, especially when applying for a new position:  
“I mean particularly now at interviews that I go to now and you have to do presentations and stuff as part of an interview, and I know a fair number of people that are absolutely mortified at the thought of it and, you know, that’s something that comes a lot easier and I'm a lot more comfortable with, which I wouldn’t have had.  And even other students that, you know, they might have like one or two presentations as part of their course, and it’s such a big deal, whereas it’s not for us now sort of thing”. Julie

Some had risen very quickly through the different grades of nurse and were now working at quite a senior level:

“Well I wanted to start off as a junior staff nurse and then I went to.... Then I went to senior staff nurse and now I'm a deputy ward manager”. Dave

The main aspects of performing identified by NQN participants were managing people including leadership and conflict resolution skills. This was helped considerably by their increasing confidence but also by the ability to recognise and acknowledge their limitations. Many of these attributes were reinforced by the data collected from their clinical supervisors. 
5.12.2: “She performs really well”:    Supervisors views on PBL trained nurses
Although most of the newly qualified nurses were happy with their level of performance as qualified nurses this does not really provide a very stringent assessment of whether they could actually ‘Walk the walk’. The views of their supervisors, many of them highly experienced, provided a differing set of lenses by which to judge ‘performance’. The data indicated that their supervisors were overwhelmingly complimentary and could identify no real deficits in their skills or knowledge at this point in their career, indeed quite the opposite. All of the supervisors felt that the PBL trained nurses were far ahead of their conventionally trained peers at a comparable stage: 
“She's absolutely superb, she really is.  I mean I think she was probably functioning, in terms of newly qualified nurse standards she was probably functioning at quite a high level............... and I think she's just an excellent practitioner anyway”. I think she's got to be at the top end of what you'd expect definitely.  She's certainly way above average in terms of what you'd expect; if you were looking at what the bare minimum is she more than meets that and exceeds that.”  Harriet
 “For somebody who hasn’t done this kind of work before, she’s doing very well”. William

 “Skills wise, I don’t have any worries or concerns about her competency.  I think she's effective in her practise. I think she's quite high up really.  She's up there.  I think she's very good”. Belinda

Supervisors felt that these NQNs drew on a broad knowledge base and that this enhanced their practise: 
“I just think you can tell she's got a very broad knowledge base really. You know, she knows a lot”. Harriet
        “Her knowledge and skills, it’s very up to date......  She's got a lot of knowledge about new innovations within mental health services and about, well just about dealing with people.  Everything that she talks about is very; it's relevant, you know, it's very contemporary so it's all like what's happening now”. Tricia
Another aspect which supervisors highlighted was that although the NQNs were up to date they were also able to identify deficits and were happy to use their research skills to remedy any perceived gaps in their understanding:
“I think she's got a very good knowledge base, very bright, very keen, goes away and finds things out if she's not sure about them” .Belinda

When comparing the attributes which supervisors valued in these newly qualified nurses there were several areas of agreement. These are displayed in the next table which was constructed as part of the analytical process to identify cross cutting themes under the core category of Performing.
Table 4: Data analysis- cross cutting themes- Performing as a NQN
(Supervisor interviews commenting on NQN)

	
	Harriet
	Tricia 
	William
	Tanya
	Belinda

	Skills of NQN
	Superb, High level of functioning, top end, 
	Less reserved than other NQNs, pleasure to work with
	Doing very well , very, very competent
	performs really well, no concerns, sailed through preceptor ship
	Very bright, no worries or concerns about competency, very effective

	
	Enthusiastic
	Keen, enthusiastic
	
	
	Very keen

	
	Open minded
	
	
	
	

	
	On the level
	
	
	Compliment from relatives, makes herself available
	

	
	transparent
	
	
	Good communication
	

	
	Broad knowledge- 
	up to date and relevant knowledge and skills, very knowledgeable

	
	
	Very good knowledge base

	
	Harriet
	Tricia 
	William
	Tanya
	Belinda

	
	Never stuck-always has a strategy
	Able to make the ward run smoothly
	
	Organised, good managerial skills, logical thinker, thinks problems through, aura of being in control
	competent

	
	Self-sufficient, self-directed, self-motivated, self-managing
	Challenge anything (positive way) take anything on board, very forthcoming
	Thinking on your feet,  calmness, common sense, works autonomously
	Doesn’t need a lot of input from manager, 
	Assertive, able to hold her own

	
	Deal with any situation
	Dealing well  with people- colleagues
	Making compromises, negotiating and sometimes conflict resolution, Observant, picks up on cues- staff and patients, Reports or sorts
	Brings problems with potential solutions, makes relatives feel valued as contributors to care, makes herself known to staff, doesn’t flap, calm manages situations
	Goes away and finds out if unsure,  very autonomous ( esp given team composition) skilled at conflict resolution, makes an effort to works well with everybody

	
	reflective
	
	
	Quietly contemplates 
	


In addition to their high level of performance supervisors valued their interpersonal skills: 

“...enthusiastic and open-minded and stuff like that.  Her way of dealing with the clients is very kind of, she doesn’t use jargon, she’s very much on the level with people and, you know, just transparent really in her dealings with people, and I think they can value that”. Harriet
They also liked the fact that these NQNs were organised and mainly autonomous in their roles, but also that they know their limitations:
“She organises herself well.  She gets on with the job in hand; she doesn’t need a lot of input from ourselves”. Tanya
 “So you could be faced with literally anything, any member of the team directly dealing with members of the public, and it’s a kind of key skill of the job I would have said, and I think she does do that.  And also being assertive in terms of what you take on and knowing your own limitations, I think is another thing that she is very good at, very boundaried”.  Harriet

As senior practitioners their supervisors valued the fact that these NQNs could propose potential solutions to problems they might encounter:

“She's never stuck for what to do in a given situation.  You know, she's not somebody that would sort of say ooh I don’t know what to do.  She would always have a strategy of what she could do in that situation.  So I suppose she's sort of self-sufficient as a practitioner.  She could get on and do it and deal with any situation and obviously reflect afterwards and sort of speak to colleagues afterwards that she was sort of self-directed, self-motivated and, you know, basically in that self-managing”. Harriet
“She's very organised.  So she can organise a shift well.  She's a logical thinker and she'll think problems through.  I mean the team now are very good in that they don’t bring me problems and expect me to provide the solutions; they bring their problems with potential solutions.  And we talk through a range of solutions, so that’s been really good”.  Tanya

The NQNs’ ability to work with other people was another major facet of what supervisors thought made these nurses superior to their peers:

“She's not afraid to take anything on board, you know, she'll challenge anything that she doesn't agree with.  But a lot of it, you know, all in a positive way, I think is she's very forthcoming and she'll speak to anybody.  She's not, any sort of members of the team and she's got issues she'll say them quite openly.  And I think probably before newly qualified has been a bit reserved and a bit oh am I alright to do this sort of thing”. Tricia

This ability to deal with difficult people and difficult situations was highlighted as  beneficial by several supervisors:

“She’s quick to learn.  Even myself, it’s totally different from ward work, not task orientated.  It’s more thinking on your feet, making compromises, negotiating skills, sometimes conflict resolution”. William
 “I think she sort of quietly contemplates things.  She makes herself known.  She can identify what she wants being done but she's not somebody who sort of goes and shouts about it all.  She's very clear about what she wants doing.  She explains herself well, about how she wants the shift managing and seems to be accepted very well within the team.  The shifts seem to run quite well when she’s on.  She doesn’t flap.  So if it gets busy she's calm, she can manage situations”. Tanya
This suggests a very mature and self-reflective individual, well captured in the quote below: 
“I think she's quite subtle about it.  So she's not sort of loud and brash and, you know, sometimes assertiveness is described as people who sort of take over a little bit.  She certainly does it in a quieter way and more subtle.  She is able to hold her own. We’re all very experienced and very autonomous, but I think that in cases where she has taken the lead she is able to see that through, which is no daunting task if you work here ...on that note I think she is actually quite skilled at conflict resolution and is very, what’s the word, she is able to work with everybody in the team and makes some effort to do so”. Belinda 
The supervisors’ data not only supports many of the findings from the NQNs data, but elaborates upon it in a way that provides considerable confidence that the skills and attributes seen by the NQNs were not simple artefacts on the data but reflected their genuine contribution to practise. This perhaps provides the ultimate test as to the success of this particular PBL programme. Of course, as will be highlighted later, this was only a relatively small group of supervisors but their data is nevertheless very useful in providing a complimentary perspective to that of the NQN’s.    
The primary aim of this study was to address a number of foreshadowed questions and the extent to which it can be seen to have succeeded will be considered in the next chapter. However the theory emerging from the analysis suggests three temporal phases (‘Getting to Know You’, ‘Talking the Talk’ and ‘Walking the Walk’) and three recurring processes (Struggling, Resolving and Performing). These will be summarised in the next chapter but the table following brings together the main dimensions of these in order to provide a brief overview to finish the findings chapter.   

Table 5: Core themes and temporal phases

	
	Getting to Know You
	Talking the Talk
	Walking the Walk

	Struggling
	· Acquiring information 

· Lack of familiar aids 

· Tutor as facilitator

· Interpersonal tension


	· Depth of information 

· Adaptation of facilitator  

· Conflict with peers

· Clinical boundaries


	· Breadth of knowledge

· Facilitator input

· Depth of understanding

· Physical care skills and knowledge



	Resolving
	· Benefits from PBL 
· Indentifying transferable skills and knowledge
· Feedback from clinical staff
· Group cohesion and interpersonal skills
	· Increased group/team  working

· Breaking problems down 

· Using  strengths of colleagues 

· Long placements 


	· Identifying transferable skills

· Researching

· Networking

· Skill to identify deficits

· Recognition of lifelong learning role



	Performing
	· Prioritisation

· Working with difficult  peers and clinical colleagues 

· Good students 
·  Collaborative working


	· Clinical credibility

· More clinical responsibility

· Using initiative

· Wide range of knowledge

· Networking

· Independent learning

· Critical thinking


	· Managing people

· Conflict resolution

· Acknowledging own limitations

· Confident practitioners

· Interview skills

· Career progression




Having outlined the participants’ journeys from commencement of their programme through to qualified nurse it is clear that they faced many struggles along the way. However as they were able to identify strategies to resolve these issues ultimately they were able to perform within their respective roles. In the following chapter I will discuss the issues raised by this research as well as considering the quality of the study and its implications.
Chapter 6- Discussion: Do we better understand PBL in Mental Health Nurse Training?
The chapter will begin with a summary of the theory that has emerged from the findings of this doctoral study. It will then move on to consider a detailed analysis of how this meets (or not) the quality criteria put forward by Charmaz (2006) and outlined at the end of chapter three. 
The chapter will then highlight how this constructivist grounded theory resonates with the literature and the previous evaluation of the PBL programme (see chapter 2) or alternatively note any disparities. Finally it will conclude with a discussion of implications of this study and recommendations for future research and education.
In the introduction to this thesis it was noted that the impetus for adopting a PBL teaching and learning strategy when rewriting the pre-registration postgraduate mental health nursing programme was an amalgamation of national and local drivers. Nationally this highlighted the growing discontent with traditional approaches to training nurses, both across the board (UKCC 1999) and specifically in relation to mental health nursing (DOH 1999, Sainsbury Centre for Mental Health 2001, DOH 2004a). Locally, the existing programme required re-validation and we wanted to take the opportunity to reconfigure the training to ensure that it was to an extent ‘future proof’. It was hoped that in this way we could meet the call to produce knowledgeable doers, critical thinkers and lifelong learners, able to respond to rapidly changing health needs (Barrow et al 2002).

The new pre-registration post graduate mental health nursing PBL curriculum was designed with these issues in mind and the introductory chapters provided a detailed account of its genesis and initial evaluation. This doctoral study aimed to review students’ experiences of this very different approach to teaching and learning in mental health nurse education. There remains a distinct gap in the literature on this topic and so this doctoral study also aimed to contribute to the body of knowledge on this pedagogy within the field of Mental Health Nurse Education. In addressing this goal the study adopted a constructivist approach to grounded theory that was guided by the following foreshadowed questions:

· When reflecting on their PBL programme how did the Newly Qualified Nurses (NQNs) think their skills and knowledge had developed and changed over time?
· What were the factors that influenced their development throughout their journey from student to qualified nurse?

· How did the PBL programme influence their acquisition of the skills and knowledge needed for mental health nursing?
· How did other qualified nurses view the NQNs skills and knowledge?

At this point the resultant grounded theory is briefly revisited in order to consider the extent to which these questions have been addressed.
6.1: Overview of theory

In charting changes over time and the key processes that appeared to have influenced participants’ experiences of the PBL programme the study identified three temporal phases (‘Getting to Know You’: The first 6 months of the programme: ‘Talking the Talk’: months 7 to 18 of the programme: and ‘Walking the Walk’: The last 6 months of the programme and the first 6-12 months post qualification). At each of these temporal points three re-current and closely related processes were seen to operate, these were termed: Struggling; Resolving; and Performing. Whilst the nature of what caused students to struggle, and how they resolved issues in order that they could perform varied somewhat over time there were distinct areas of comparability. These various processes are briefly summarised below.    
6.1.1: Struggling 

Students at the outset of this PBL programme had difficulties adapting to a new way of teaching and learning. These struggles created anxiety for the participants and although they had previous experience of learning in a higher education setting, initially this did not seem to help. Students were used to having familiar aids to learning, such as reading lists and handouts from tutors. These aids offered reassurance to students that they were acquiring the ‘right knowledge’ and without them students were concerned that they had not been able to demonstrate appropriate learning. This was compounded by the fact that they were ‘researching’ topics to share with their peers and here too they struggled as they attempted to locate relevant information. Although with hindsight participants recognised that this was an important part of their learning I will later suggest that this could have been handled in such a way as to potentially reduce these initial difficulties. 

Another key issue related to struggling was the role of the facilitator. Although students knew that PBL was a very student centred way of learning they still initially wanted the facilitator to take control of the learning process. They felt that their struggles were not helped by the facilitator whose role was to encourage their independent learning and therefore did not take control. Unfortunately, as this was a new programme, facilitators were inexperienced and were also learning about their role. 

Students also struggled with the very close working relationships needed in their interactions with their peers and they had to work with people that in a traditional learning environment they may have avoided. This created the potential for interpersonal conflict. Again students wanted facilitators to be aware of this and to ensure that wherever possible they were clear about expectations and standards. This expectation was not met.
Although the students initially felt that they had sufficient skills from previous study to assist them in a PBL programme they quickly realised that their presentation skills needed honing, particularly how much information to share with peers.  An initial trigger focussing on presentation skills may well have helped students in this temporal phase. 
To some degree the above struggles resurfaced in various guises throughout the programme.
Later in the programme students had increased their expectations and now worried about having the right depth of information. The role of facilitator continued to be problematic in that now students wanted the facilitator to recognise their increased skills and give them more freedom, but at the same time expected the facilitator to exercise a quality assurance role with regard to the input of all participants in the group work. This would be an area for future development and requires the facilitator to be very student centred and aware of flexibility required. This will be considered in more detail later.
Some tensions within the group were still evident but as their confidence and skills increased students gradually became more adept at dealing with these (see later in performing).  Another area of struggle was the different roles many students had to undertake including working as unqualified nursing assistants to support themselves financially. 
As students moved towards qualification new struggles emerged. These mainly centred on a perceived lack of knowledge and ability to perform independently in their new roles. Particular concerns were voiced around skills of physical care. At this point students began to question whether the largely unstructured nature of their programme had ‘covered all the bases’ needed to equip them with the knowledge and skills they felt they required. 
6.1.2: Resolving
In order to cope with these struggles students found ways of resolving their difficulties. This involved finding hidden benefits in their struggles and also drawing on previous transferable skills and knowledge. For example students found researching information for their peers a motivating factor as they had to ensure they fully understood any information before attempting to share it with their peers. Similarly, as all of the students had previous degrees that had been health related they were able to identify some information that could be applied to mental health nursing.

Clinical placements played an important role in helping students to resolve their struggles. Here they were able to apply, and begin to hone, assertiveness and communication skills that allowed them to work effectively with a wide variety of people. The relatively long placements (14 weeks) and the level of responsibility that students often exercised (under supervision) further enhanced their resolving skills. 
Group work was increasingly valued as the programme progressed. The fact that all participants worked together to achieve their common goals was seen to enhance time management and prioritisation skills. All of the above contributed to greater self confidence that was essential to successful resolving. However, this was tempered with a growing awareness of their own limitations and the development of key skills of self-reflection and critique.  
6.1.3: Performing

Ultimately the students recognised the value of their previous struggles and the part these played in helping them to ‘perform’ at the various stages of their PBL programme. This was especially evident upon qualification when relative to their traditionally trained peers they were perceived to be better able to ‘Walk the Walk’. Students valued this as whilst performing in an academic setting was seen as important far more credence was given to their performance in a clinical setting.  

Over time students adopted a critical and questioning stance in their quest for knowledge and this was valued by clinical as well as academic staff. They were seen by clinicians as performing at a very high level. This feedback reinforced the students’ self-perceptions and reassured them that they could succeed.
As the programme progressed students become more confident with several aspects of the PBL programme.  They developed an armoury of skills which were seen as useful in both academic and clinical settings and by the time they had completed 18 months of their programme they were better able to more fully appreciate the differences between their previous traditional mode of learning and PBL. They associated the latter with the increased interpersonal skills they needed to succeed. They also believed that the PBL programme had helped them to be more proactive and to use their initiative. Team working skills were now well developed and they were also able to draw on a wide evidence base for their practise using an extensive range of sources.

As they completed their programme and moved into their newly qualified nurse roles one of their main perceived strengths was that they had learned how to work with people and to avoid, or manage, interpersonal difficulties. They maintained a thirst for knowledge and were keen to learn and actively seek out new challenges. Supervisors were very happy with the standard of care the NQNs were delivering and they were seen as skilled practitioners, surpassing expectations both theoretically and clinically.  
With respect to the initial foreshadowed questions it is apparent that the study had provided many answers. However, the resultant theory needs to be assessed for its quality and it is here that attention is now turned.
6.2: Quality criteria
There is much debate in the literature surrounding the most appropriate criteria to be used when considering the quality of a qualitative study (Crookes and Davies 2004, Birks and Mills 2011). It is however, generally accepted that the traditional scientific cannons of validity and reliability are not appropriate and as Rolfe (2006) argues it is not helpful to compare research traditions. Birks and Mills (2011) state it is more important in grounded theory research to determine the value of data by checking how the research process has been conducted in relation to data collection and analysis. 
Charmaz (2006) argues that the issues of concern in judging the quality of a constructivist grounded theory are: Credibility, Originality, Resonance and Usefulness. As this was the method used in this study I will now apply each of these in turn to the study described in this thesis and consider the extent to which each criterion has been met 

6.3: Credibility 
This section will consider how, as a researcher, familiarity was achieved with the topic and whether there is evidence of partnership in the relationship between researcher and participants. It will then move on to consider whether the data support the claims made including how this relates to the multiple perspectives of the different participants. It will highlight the comparisons made between observations and categories and illustrate the strong logical links between the raw data and analysis through to the grounded theory. Finally it will discuss whether the thesis has provided sufficient evidence for the reader to make their own assessment and concur with the theory as presented.
As was seen in the previous chapter, one of the issues of credibility is the extent to which the researcher achieves familiarity with the topic. I had been involved with this programme from inception through planning to implementation and evaluation. Moreover, previous contact with the newly qualified nurses whilst they were studying on the programme allowed me to very quickly re-establish a relationship during the interviews. Being able to return to participants and clarify meaning also aided in promoting a co-constructed meaning. A prime example of this is the issue of conflict resolution. Whilst this had been mentioned by most newly qualified nurse participants in their initial interviews it had been couched in other terms. Subsequent interviews allowed me the opportunity to check out if this was their actual meaning. 
Establishing relationships with the supervisor participants took a little more time as they were previously unknown to me. All participants were very generous in the time they gave to me to allow these interviews to take place and establish rapport. Whilst it might be argued by some that I could be considered ‘too familiar’ with both the participants and the programme to occupy an ‘objective role’, this is less of an issue in a constructivist enquiry where it is acknowledged that the researcher plays an active role in the construction of meaning.
Member checks were also another important aspect of achieving credibility.  All participants were given the opportunity to give feedback on the emerging theory. As the interviews progressed I asked participants their thoughts on the emerging categories and once the initial analysis had taken place participants were sent a diagrammatic representation of the emerging theory and invited to be re- interviewed. This gave me an opportunity to check whether the findings were believable to them and reflected their own unique experiences, a point on which all participants concurred. In addition the emerging theory was presented to peers at conferences and seminars, discussed with supervisors and refined as a consequence of this.
It is hoped that the data presented in the preceding chapter enhances the credibility of the theory. The findings have been presented in such a way as to cover a wide range of observations. The themes have been presented under the three core categories namely Struggling, Resolving and Performing and comparisons made between categories. I have also demonstrated how the cross cutting themes were developed. The quotes from participants are evidence of how the gathered data were analysed and resulted in the final theory being a co-construction between myself and the participants. 
Throughout the thesis detailed accounts of the data collection and analysis process and the findings have been offered. These have illustrated how interpretive accounts have resulted in co-constructed representations. In particular the inclusion of verbatim accounts has maintained the participants’ voices throughout this theory as advocated by Charmaz (2006)

The ultimate test of credibility of this study will be if the readers believe that there is sufficient evidence provided in this thesis to agree with the claims made. This, of course, is for the reader to decide.
However, at this point it must also be acknowledged that not all of the course participants took part in the original interviews and fewer still were re-interviewed. Moreover, the number of supervisors who contributed was relatively small and these may have represented those who had had particularly positive experiences. These considerations should be borne in mind by the reader. 
6.4: Originality
In addressing this aspect of the quality criteria I will firstly consider how this study aimed to contribute to knowledge regarding the use of PBL with mental health nursing students and suggest that I have provided a new conceptual rendering of the data. I will then move on to discuss how these findings relate to current literature on this topic as well as highlighting any limitations. 
I feel that this thesis has provided a genuine contribution to the theoretical understanding of PBL in a mental health nursing programme and that as such it will enable others to achieve a more in depth understanding of how such a programme might best be constructed and operated. .
As the reader will recall there was very limited literature considering the use of PBL in a mental health nursing programme and this is one of the first reported studies aiming to address this deficit. I believe that the resultant theory offers a new way of conceptualising the student experience and more importantly highlights key areas that need to be addressed by those wishing to implement a PBL approach. This will be considered further in the recommendations at the conclusion of this thesis.
While there is, not surprisingly, a degree of conceptual similarity between the results reported here in this study and the earlier evaluative study, this thesis both reinforces and considerably extends these earlier findings. It does so by taking a distinctly temporal approach, consistent with grounded theory, and elaborating in considerable detail on how three recurrent but evolving processes shape the experiences and outcomes of PBL for this group of nurses.  The findings of this study will therefore add to this body of literature and thereby extend what is currently known about the use of PBL in health care. 
This doctoral research has provided new insights into the experiences of students in a mental health nursing context. In particular it has identified how students initially struggle to accommodate the PBL programme but how, over time, they resolve these struggles and perform well in professional practise. In seeking to understand this outcome the study considers the benefits participants believe the programme provided in terms of developing an armoury of skills. From a wider perspective, beyond mental health, it is one of the few studies that charts students’ experiences over the course of a PBL programme and beyond qualification. On the basis of the above I believe that it meets the criterion of originality.  
6.5: Resonance

In considering the quality criteria of resonance this section will discuss how the categories have captured the students’ journey, identifying its temporal nature and the key processes at play. Ultimately the resultant theory needs to ‘resonate’ with both participants and future readers in a way that provides a compelling account that potentially offers them deeper insights into their lives and worlds.
In order to try and ensure resonance and a co-constructed account, participants were involved as fully as it was possible in what must be recognised as a relatively small scale study, with the inevitable resource constraints. So as well as engaging participants in co-construction during the interviews, a diagrammatic representation of the findings was shared with the participants for their comments, clarification, amendment or agreement. They all agreed that the initial findings had a strong resonance with their own differing perspectives.  As a result of this the second round of interviews was used to identify areas for further development and refinement. In this way participants ‘validated’ the emerging theory and the final product represents a co-construction. Whilst I firmly believe that the results have resonance with the participants I also feel, as noted above, that they will resonate beyond the field of mental health. This inferential generalization, as discussed by Lincoln and Guba (1985), means that these findings will hopefully resonate with other educators from professional programmes wanting to implement PBL into their curricula. This will be considered further under the following quality criteria of usefulness.
6.6: Usefulness

This category is concerned with identifying how the theory has offered interpretations and insights that might be of use to others. This again is a judgement best made by others but I believe that the insights have considerable potential utility, both for PBL in mental health and beyond. My interpretation of usefulness is that the results might be applied in the ‘real world’ to ensure changes to the way that PBL is delivered and experienced. I feel that rather than consider the usefulness of the results here that the reader will form a better judgement when implications and recommendations are presented at the conclusion of the thesis. 
Having considered how the theory addresses Charmaz’s (2006) quality criteria attention is now turned to a reflection on the work in light of the contemporary literature. In doing this I will commence with comparisons between the findings in this study and other research focussing on the experience of newly qualified nurses. I will then consider the armoury of skills identified in these findings, relative to those described elsewhere. Issues related to the curriculum will then be discussed and finally the role of the facilitator will be considered.
6.7: The transition to qualified nurse
 Several studies have examined the experience of the transition from student to newly qualified nurse (Gerrish 2000, Whitehead 2001, Rungapadiachy, Madil and Gough 2006, Mooney 2007). These studies all highlight the stress of this transition and try to identify how pre-registration courses could help to better prepare the neophyte nurse. Whilst all of these studies, apart from Rungapadiachy et al (2006), focussed on adult nursing there are recommendations that could be usefully transposed to any clinical setting.  Gerrish (2000) recommends that more attention is paid to ensuring student nurses develop the clinical, organizational and managerial skills necessary for their qualified nurse role and Whitehead (2001) goes on to stress the importance of support in this transitional phase. Rungapadiachy et al (2006) highlight the importance of placement experience in preparing students for their qualified nurse role, a point also noted by authors in other studies of student nurses (Brown et al. 2008). NQNs in this study had placements of fourteen weeks in length and were all supported post qualification by very experienced clinicians. These factors are likely to have contributed to their superior levels of performance noted in the findings. However, of potentially greater importance is the extent to which the programme had provided the NQNs with the broad range of skills and competencies that they need. Attention is now turned to this area.  
6.8: Skills developed by PBL
As already noted the findings of this study resonate with many other studies of PBL, several of which were considered in the literature reviews in previous chapters of this thesis. In order to bring this work together succinctly a comparison between the skills identified in this study and those described in other work is provided in the table below.
Table 6-Armoury of skills described in this study and previous work
	Skills identified in this doctoral study.
	Research Studies that have identified these skills

	Enhanced communication
	McCourt and Thomas (2001); Morales-Mann and Kaitell (2001); Barrow, Lyte and Butterworth (2002); Dahlgren and Dahlgren (2002); Willis et al. (2002); Reynolds (2003); Sharp and Primrose (2003); Wakefield et al. (2003); Murray-Harvey et al. (2005); Ribeiro and Mizukami (2005); Horne et al. (2006);  Watmough, Garden and Taylor (2006); Koh et al. (2008),); Cooper and Carver (2012); Dianati and Adib-Hajbaghery (2012)

	More assertiveness
	Seymour (2011)

	More self- awareness
	Cooke and Matarasso (2005); Watmough, Garden and Taylor (2006) 

	Reflexivity
	Cooke and Moyle (2002); Cooke and Matarasso (2005)

	Prioritisation
	Horne et al. (2006)

	Time management
	Horne et al. (2006)

	Collaborative working
	Willis et al.(2002); Murray-Harvey et al. (2005); Wakefield et al. (2003); Reynolds (2006); Watmough et al. (2006) 

	Group/Team working
	Morales-Mann and Kaitell (2001); Barrow, Lyte and Butterworth (2002); Carey and Whittaker (2002); Cooke and Moyle (2002); Reynolds (2003); Sharp and Primrose (2003); Wakefield et al. (2003); Schultz and Christensen (2004); Carlisle and Ibbotson (2005); Lohfeld, Neville and Norman (2005); Prince et al. (2005); Ribeiro and Mizukami (2005);  Reynolds, Saxon and Benmore (2006); Horne et al.(2006);  Watmough, Garden and Taylor (2006); Koh et al. (2008); Applin et al. (2011); Gunn, Hunter and Haas (2011); Klunklin et al. (2011);  Seymour (2011);  Bell (2012); 

	Problem solving
	Barrow et al. (2002); Cooke and Moyle(2002); Dahlgren and Dahlgren (2002);   Carlisle and Ibbotson (2005); Cooke and Matarasso (2005); Murray-Harvey et al. (2005); Gunn et al (2011);  Klunklin et al  (2011); Maung, Abdullah and Abas (2011); Bell (2012)

	Independent learning
	Mc Court and Thomas (2001);  Carey and Whittaker (2002); Cooke and Moyle(2002); Dahlgren and Dahlgren (2002); Lyon and Hendry (2002); Lohfeld et al. (2005);  Horne et al. (2006); (Reynolds (2006);  Koh et al. (2008); Gunn et al (2011);  Tseng et al. (2011)

	Lifelong learning
	Carlisle and Ibbotson (2005); Koh et al (2008)

	Ability to appraise others 
	Koh et al (2008)

	Identify information
	Morales-Mann and Kaitell (2000); Mc Court and Thomas (2001); Barrow et al. (2002) 

	Evidence based practise
	Mc Court and Thomas (2001); Cooke and Moyle(2002); Koh et al (2008); Applin et al. (2010)

	Greater confidence
	Mc Court and Thomas (2001); Dahlgren and Dahlgren(2002); Horne et al. (2006); Watmough et al. (2006); Seymour (2011)  

	Teaching
	Lohfeld et al. (2005); Horne et al. (2006)

	Presentation
	Horne et al. (2006); Bell (2012); 

	Leadership
	Ribiero and Mizukami (2005)

	Networking
	No prior studies 

	Management
	No prior studies


 Each of these areas will now be briefly considered.
6.8.1: Enhanced communication 
Improved communication skills are seen as a desirable outcome of many professional programmes. In a systematic review undertaken by Koh et al (2008) it was stated that there is considerable evidence to support the claim that this is a positive  outcome for qualified physicians who had undertaken a PBL programme pre qualification.  This is an equally pertinent skill for mental health nurses and was highlighted as a benefit acquired from this PBL programme (Cooper and Carver 2012) and outlined in this thesis. Other researchers have acknowledged enhanced communication as a desirable outcome for nurses generally (Carey and Whittaker 2002) and many have demonstrated that this was achieved through their PBL programmes (see previous table).
McCourt and Thomas (2001) are among the few researchers who have followed their participants into qualified nurse practise. In their study of Midwifery students, who had qualified at least 6 months earlier from a PBL programme, participants identified developing communication skills as an outcome of their PBL programme.

In a very different post graduate programme in Brazil, Ribeiro and Mizukami (2005)    noted that effective communication was achieved by engineering students through the presentations they delivered to their peers as an integral part of the PBL process, just as in this study. Likewise a qualitative study of computer engineering, psychology and physiotherapy students in Sweden noted how by using tutorials participants developed communication skills in their PBL programmes (Dahlgren and Dahlgren 2002). Student teachers in Australia also noted improved communication skills in a self report questionnaire completed following their PBL experiences (Murray- Harvey et al 2005). 
Returning to nursing, several researchers have identified specific communication benefits experienced by their PBL students. A study by Barrow et al (2002), focussing on thirty three undergraduate nursing students in Manchester, England concluded that their experience of PBL had provided them with insights into the importance of verbal and written communication including giving constructive feedback. Morales-Mann and Kaitell (2000) found that PBL produced clear benefits for the nursing students in their Canadian study,  whilst in an American nursing study by Sharp and Primrose (2003) participants stated that developing communication skills was often seen as enjoyable and motivating for them. 
In an attempt to quantify the benefits Dinanti and Adib-Hajbaghery (2012) carried out a small scale quantitative study of undergraduate nursing students studying critical care in Iran. This showed that the PBL students scored more highly than their lecture group comparators on communication skills, however this was not statistically significant. In a UK study by Horne et al (2006), whose sample included four different branches of nursing students, 79.3% highlighted improved communication skills, especially in relation to group working, having a non-judgemental attitude, understanding others points of view, interaction and dialogue.

One final study carried out with supervisors of medical graduates from the University of Liverpool (Watmough et al 2006) demonstrated the improved communication skills evident in PBL students. These supervisors were very impressed with their supervisees’ communication skills believing them to be superior to their conventionally educated peers.  These skills included both verbal and non verbal aspects, as well as the importance of listening. They also commented that patients had also noticed this improvement. Numerous examples of how they dealt with difficult situations including breaking bad news and inter-professional communication were also cited as evidence of the superior skills evident.
From the above it is evident that improved communication skills frequently develop following a PBL programme and this can be considered a genuine benefit of using this approach. This was confirmed in my study, the first one to do so in relation to mental health nursing. What is perhaps relatively unique about this study is the temporal dimension to the findings that begins to chart how skills evolve over time.
6.8.2: Assertiveness
It is clear from the above that PBL positively impacts on interpersonal and communication skills (e.g Horne et al 2006). Only one other study mentioned accompanying improvements to skills in assertiveness. This was a study into team working amongst pre qualification postgraduate Occupational Therapy students in Wales (Seymour 2011). Others studies may have subsumed assertiveness under the general heading of better communication but alternatively this may be an area for further study.   
6.8.3: Self-awareness and reflexivity
Two Australian studies (Cooke and Matarasso 2005, Cooke and Moyle 2002) with undergraduate pre-registration nurses (some of whom who were undertaking their mental health experience) along with a UK study of pre-registration house officers (Watmough 2006) note the development of greater self-awareness and reflexivity in their PBL participants. These authors go on to argue that these two skills are interlinked as through reflective practise PBL learners also enhance self awareness and therefore acquire new insights and improve their professional practise. This was clearly evident in my study, where participants often demonstrated considerable maturity at a relatively early stage in their career.  
6.8.4: Prioritisation and time management
Although prioritisation was a skill identified in this doctoral study it was not one I found in other studies. This may be because it was included under time management, with Horne et al (2006) noting that 78.5% of their PBL students had improved skills in time management.
6.8.5: Collaborative, group and team working
The ability to work with colleagues is an integral part of many professional roles, not least mental health nursing. There is a vast amount of research highlighting the positive effect that PBL claims to have had on these skills (see table 6). Seymour (2011) concludes that the findings from her qualitative study of pre qualification postgraduate Occupational Therapy students in Wales support the claim that a PBL curriculum positively impacts on team working skills.

This may be in large part because good team working can be seen as integral to a successful PBL programme. For example, Horne et al (2006) highlight the widely agreed premise that for PBL to be used successfully students need to learn to co-operate, a point reiterated in the Canadian study of post qualification nurses (Applin et al 2010). In this comparative study nurses educated using PBL stated that the structure and process of their programmes enabled them to develop group working skills that were not highlighted by their non PBL educated peers.
A UK study by Bell (2012), focussing on a pre-qualification Masters level Occupational Therapy module, highlighted that team working skills were enhanced in these learners. This was attributed to the PBL process which had encouraged participants to work as a team, take account of the learning styles of their peers and change roles within the groups. However, as in the present study, some groups experienced difficulties with group dynamics and this adversely affected performance of other members of the group. This may well have been due to the time-limited nature of the module in question, as opposed to the integrated PBL model used in my study. 
Qualified Physiotherapists supervising undergraduate PBL students during their clinical placement on a Physiotherapy course at a University in the South of England (Gunn and Haas 2011) noted the good interpersonal skills of students that enabled them to contribute to the multidisciplinary team and enhanced students’ ability to integrate into the teams. This clearly resonates with the views of supervisors in my study. Similar results have been found for newly qualified physicians in the Netherlands (Prince et al 2005). 
A related skill that participants in my doctoral study highlighted was that of conflict resolution and although they initially talked about this in terms of working with other people, enhancing this skill could be one of the reasons that participants were successful in working together. By way of confirmation Seren and Ustun (2008) studied PBL nursing students in Turkey and found that they had higher conflict resolution skills than their peers who had been educated in a traditional programme. They suggested that this was because of the emphasis placed on the acquisition of interpersonal skills both within academic settings and practice settings. They go on to argue that when educators prevent students from facing conflict by intervening they decrease the likelihood of them developing conflict resolution skills. Some educators have explicitly built conflict resolution skills into their PBL programme as a way of empowering nurses (Clark, Ahten and Macy 2010).

The ability to appraise others in a sensitive and non-judgemental way is also likely to be closely associated with better team working and has also been linked to PBL in one systematic review (Koh et al 2008) and whilst it briefly surfaced in my work it is an area requiring more detailed study. This, and other leadership skills, have been attributed to PBL (Klunkin et al 2011), but this is also an area for future research. My study suggested that networking and management skills were also enhanced by the use of PBL and whilst these have not been explicitly mentioned in prior work they may have been subsumed under the above headings.
6.8.6: Problem solving
Unsurprisingly problem solving was mentioned by several researchers as a positive outcome of the PBL programmes they studied. Cooke and Moyle (2002) note the similarities between the problem solving skills needed to address the problems presented in PBL and the clinical reasoning needed in nursing practise. 
Murray-Harvey et al (2008) carried out research with student teachers in Australia and found that these students reported substantial gains in self rated competence in problem solving skills. They acknowledge that PBL requires these skills but equally point out the desirability of these skills for all graduates, as noted by Maung et al (2011) amongst medical students in Malaysia. Their participants believed that these skills were improved through PBL by developing the higher order learning skills of critical thinking necessary for learners to engage in lifelong learning.
6.8.7: Lifelong and independent learning
Lifelong learning is widely recognised as a key attribute in most professions and this is seen as one of the areas in which PBL is seen to contribute significantly (Carlisle and Ibbotson 2005). In a systematic review Koh et al (2008) state that PBL during medical training has a positive effect on competencies after graduation, but the extent to which this differed amongst conventionally trained peers was not clear. My study hinted at a continued thirst for knowledge amongst some participants but did not follow them for long enough to say anything more concrete. This is certainly an area where more genuinely longitudinal studies are needed.  Closely linked to lifelong learning is the skill of independent learning and this is also an attribute that has been described in relation to PBL (Carey and Whittaker 2002, Gunn et al 2011) and was also noted in my participants but again merits further study 
6.8.8: Utilising evidence based practice and research
Several studies have linked PBL to a greater likelihood of participants using evidence to underpin their practise and of actively searching out such knowledge (McCourt and Thomas 2001,Barrow et al 2002, Cooke and Moyle 2002, Applin et al 2010). These studies suggest that PBL gives students the skills to do this but also instils in them the thirst to source knowledge in order to provide a rationale for their actions. The work by McCourt and Thomas (2001) indicates that these attributes were recognised by the clinical mentors of Midwifery students, just as emerged from my findings. Not surprisingly this might be seen to result in students on PBL programmes reporting greater self confidence (McCourt and Thomas 2001, Seymour 2012). Seymour (2012) found that confidence translated into a clearer professional identity and better team working, illustrating the interdependent nature of many of these attributes.    
6.8.9: Teaching and presentation
As the students on a PBL programme invariably present information from their research to their peers it is understandable that they should feel that these are valuable skills. Indeed, learning with and from peers is integral to PBL (Lohfeld et al 2005) and whilst it has been recognised that this can be daunting for students initially, anxieties diminish over time as students become more confident in their abilities (Bell 2012). Such findings resonate closely with my own and further work to explore whether such skills transfer once qualified, as my work suggests, would be useful.   
The above consideration of the contemporary literature noted several points of resonance with my work and also highlights the need for further study that is genuinely longitudinal in nature and follows the same cohort over an extended period of time in order to better understand the longer term impact of PBL. It also indicates that my substantive theory, developed in respect of one particular programme, has the potential to inform the development of more formal theories of PBL across disparate settings and groups. 

6.9: Other considerations
My study and the wider literature also highlight other very important considerations in the application of a PBL programme, especially the way that the curriculum is implemented and its impact on the student experience, the assessment strategy and the pivotal role of facilitator in achieving positive outcomes, these were all areas identified by the Problem -based Learning Special Interest Group (PBL SIG) established in 2000 as a forum for sharing ideas and advice between colleagues involved in using PBL and included in their review of PBL in 2009 (PBL SIG 2009).
As already mentioned there is a dearth of studies exploring the use of PBL and mental health nursing. There are curricula that are using PBL for Mental Health Nurse education. For example in Cardiff, Bickerstaffe, et al. (2007) reported on a third year module in which they used PBL for Mental Health Nurse education but to date there is only one known study that explored an entire  PBL  programme with this student population (Wood 2005, Wood 2006). This study focussed on a group of preregistration mental health diploma students in the UK. 
The aim of Woods (2005) study was twofold, firstly to understand how this PBL programme influenced the participants’ roles and secondly to identify how this impacted on their skill and knowledge development. 
This study also highlighted their initial anxieties as students attempted to understand a new way of learning. It also goes on to highlight the pivotal role of the facilitator in helping them to adjust to a more student centred mode of study. Likewise the students described their increasing confidence and development in practise as the programme progressed. However, there are difficulties in comparing these findings to this study as his study was not purely focussing on the student experience of PBL; it was mainly concerned with investigating wider issues in mental health nursing. Another potential limitation is that these students were undertaking a hybrid model of PBL and as they were diploma students would probably not have previous experience of studying in higher education; all of which may influence their perceptions of PBL.  

A longitudinal study which resonates with my findings was carried out in the field of Midwifery by (Rowan, McCourt and Beake 2008, Rowan, McCourt and Beake 2009). They followed a group of Midwifery students throughout their training and subsequently into practise some 5-6 years post qualification.

These studies also highlighted adaptation taking place as students had to contend with early anxieties about finding the right information. They also wanted the facilitator to assist by giving more direction initially. One reason they put forward was that their confidence to question only came later in the course. One participant felt better able to appreciate the benefits from this style of study after qualification.

Another apparent similarity between this study and findings in the doctoral research I conducted is that Midwifery students also found it difficult to challenge their peers and wanted this to be a role for the facilitator. Once again the importance of an effective facilitator who manages the group was seen as crucial to the success of PBL.

The Midwifery graduates also noted the importance of clinical practise and stated this is where they too felt they learnt the most. They were able to apply their theoretical knowledge to practise and so they felt it made sense to them.
6.10: Curriculum issues and the student experience

Under the heading of curriculum design it was noted that there are a diverse range of ways of implementing PBL, as highlighted earlier in this thesis and there is no consensus on the best model to use. However, it is clear that the student experience of PBL is linked to the way in which the curriculum is delivered.

The majority of the research studies reviewed by the PBL SIG (2009) were aimed at evaluating the students’ perceptions of one particular module/unit or course of study that had used PBL as a teaching and learning strategy. This was also identified in the first review in this thesis as the most popular way of introducing PBL into a curriculum.  
The bulk of the studies reviewed used a hybrid model where PBL is not used as the sole teaching and learning strategy and so consequently students’ experiences are likely to be very different to the participants in this study. Another complicating factor is the student population. The range of different disciplines studied might also impact on their experiences as highlighted by Wood (2005). 

Level of study is another issue which could likewise affect the student experience. Students in this doctoral study were postgraduate learners so all had recent prior experience of higher education and so could compare their previous traditional learning to their new PBL mode. Of the studies reviewed by the PBL SIG (2009) students ranged from diploma level through to medical students, many of whom had no prior experience of previous education in a higher education setting. This would mean that students were unable to compare PBL to their prior experience, unlike the participants in this study.
6.11: Effectiveness of learning

Effectiveness of learning is another key area identified in the PBL SIG review and this includes both assessment and outcomes. The data in this thesis similarly highlighted the students’ concerns regarding this area of the programme, reflecting Ramsdens’ (1991) belief that assessment is a major external motivation for student learning.  
Linked to this Earl (2003) identified three methods of learning through assessment which are termed assessment for, assessment of, and assessment as learning. 

·  Assessment for learning is formative: here the student receives feedback which highlights their current level of skill and knowledge with the aim of identifying future learning needs.

· Assessment of learning is a summative approach: This is seen as the traditional approach to assessment where students receive a grade for their work. 

· Assessment as learning is the learning students achieve whilst carrying out the activities needed for completion of the assessment: this is usually a combination of formative and summative assessment which is generally believed to be the most positive approach. 
This is a key area for further evaluation as there is a need to identify the correct balance. This is especially pertinent to individual and group assessment that appraises individual knowledge and collaborative skills. This was the area of assessment that troubled the participants. They were concerned that the trigger group work was not formally assessed and their advice was that this should be incorporated into the formal assessment strategy.
Another crucial factor highlighted by the SIG group was the role of facilitator which also differs across studies. I will now move on to consider this.

6.12: Facilitator role
Facilitation was identified as a very important aspect of PBL (PBL SIG 2009). As already stated this requires the tutor to maintain a student centred focus to education rather that the traditional teacher centred focus. Dolmans et al. (2002) stressed that a facilitators’ role is not stable but needs to adjust according to different situations.  So whilst a facilitator should ideally have subject expertise it is more important that they should effectively manage the learning process. Wilkie (2004) identified four facilitator styles in her research with facilitators of adult nursing students:

· Liberating supporter: which is characterised by minimal intervention of the facilitator and the focus is on learning information coupled with self directed learning. 

· Directive conventionalist: this type of facilitator is very much in control of both the material to be learned and the process by which students are expected to learn. 

· Nurturing socialiser: Facilitators in this category are very student centred and see their role as one of nurturing and supporting students in an attempt to shape them into their perceived ideal good nurse.

· Pragmatic enabler: These are seen as the more experienced facilitators who adapt their role according to the situation. They recognise the importance of student characteristics in this process along with the problem to be addressed and other factors such as assessment and the amount of dialogue. 

 Finally, it was apparent from the SIG review that attention needs to be paid to both the development of the facilitator as well as their facilitation style. This is again consistent with my findings.
PBL therefore requires a major shift in educational paradigm to a more student centred approach from the traditional tutor centred approach (Gwee and Choon 2009). As highlighted in my findings this was a difficult process for participants and facilitators, as both were learning about PBL. 
My findings highlight the pivotal role of the facilitator, as in several other studies. For example Bebb and Pittam (2004) concluded that the success of PBL was reliant primarily on the skills of the facilitator and van Berkel and Dolmans (2006) argue that this is one of the most important factors in the success of PBL.

Facilitators in this study had to make the move from their previous, mainly lecturer centred approach, to the student centred approach integral to PBL as discussed by Lekalakala-Mokgele (2010). This change in student/educator power balance was an issue for all involved for a variety of reasons.

Participants in this study wanted facilitators to guide them throughout the programme but also expected them to gradually withdraw their level of input as the students’ confidence and competency progressed. Such a response to group development was also recognised in the study by Rowan et al. (2007). Barrows (1988) conceptualised this as comprising a shift from modelling to coaching to fading. The challenges this poses for both students and facilitators should not be underestimated. The issue of when and how to intervene has also been noted in previous research by Haith-Cooper (2003a) and opinions vary on the input needed by the facilitator (Haith-Cooper 2003b). 

This is clearly an area for further research as there does not seem to be any agreement on the ideal facilitator. Previous research has attempted to define this (Savin-Baden and Wilkie 2000, Kassab et al. 2006, Lin et al. 2009) but it seems that the facilitator has to become attuned to each individual group and respond accordingly. There also remains debate over the merits of subject specialists as opposed to skilled facilitators (Das et al. 2002). 

This discussion has highlighted the similarities between this doctoral study and other research which has been carried out with PBL students from a variety of different professional groups and in diverse geographical locations. I believe that it has made a potentially important contribution but this needs to be considered in light of the inevitable limitations that accompany any study. 
6.13: Study limitations
Despite the attention paid to methods employed in this study and rigour of the process it has to be acknowledged that there are some limitations to this research. Firstly this was a small scale localised study focussing on one method of implementing PBL for pre-registration post graduate mental health nursing students at an HEI in the North of England. Furthermore not all potential participants were interviewed and fewer still agreed to be re-interviewed. The number of supervisors interviewed was likewise disappointingly small however as a doctoral student I had to remain cognizant of my resource constraints.

 As such findings must be viewed with a degree of caution irrespective of the fact that they do concur with many other studies of PBL cited in this thesis.  Secondly, and perhaps most importantly, educational research is notably problematic as it is difficult to be sure that the intervention (PBL) is what is being reviewed.  The issue of my involvement as developer of this PBL programme, facilitator and tutor for all of the NQN participants and also as the researcher could also be perceived as a potential limitation to this study. However as previously highlighted due to the unique organisational circumstances this meant that by the time this research took place I no longer worked at this University and was no longer using PBL in my new role. Coupled with this the participants had completed their programmes at the University and therefore could state their opinions and feeling with no fear of any reprisals from this.
6.14: Conclusions
At the commencement of this thesis it was highlighted that the motivation for adopting a PBL method of teaching and learning was partially driven by policy directives which clearly outlined the skills needed by contemporary Mental Health Nurses. Thus the challenge was to produce a curriculum which could help to facilitate the development of these. 

Health Care Education is charged with producing practitioners who are fit for purpose practise and award (Benton 2011). I would suggest that University’s need to contemplate remodelling their curricula to achieve this. Ultimately it is in the providers’ best interests to achieve the highest possible quality in educational provision. Providing evidence of achievement of this is fundamental to demonstrating quality and one such measure should be the competence of graduates. 
We needed to produce graduates that were able to contribute effectively in contemporary health care across a wide range of settings. These nurses need to demonstrate the skills which are identified as necessary by employers. Sterling (2008) argues that sustainable education produces nurses who are independent open-minded thinkers and who have skills in creativity and problem solving. Such attributes, he argues, are necessary for people to survive in conditions of complexity and uncertainty, such as health care. 
In this respect the nurses in this study have fulfilled much of this brief. However, undoubtedly there are ways in which their experience could have been improved and areas where further research would enhance our understanding of the most important aspects of this PBL process. I make some recommendations in this regard below.
6.15: Recommendations
6.15.1: Education
· Mode of implementation
When designing a PBL programme it is vital to be clear as to how this will take place. It is also helpful when reporting research into the PBL experience that the mode of implementation is outlined so as to provide the reader with enough information to ensure that findings can be compared with similar PBL curricula. 

· Early trigger to focus on presentational skills.

On reflection it would be useful to have the first trigger for students focussing on presentational skills as this is one area they state caused them to struggle at the outset. By helping them to identify features of a good presentation they could then apply these skills and knowledge to all future trigger work
· Rotation of group membership
Although this was unpopular with students at the outset this strategy seems to have helped in several ways. Most importantly it enables all students to work closely with all of their peers. In this way they learn to develop their interpersonal skills and strategies for dealing with interpersonal conflict. All of this contributed to effective team working skills and was ultimately seen as a valuable learning experience.
· Facilitation
The facilitators’ role must not be underestimated. What are needed are enthusiastic individuals who are able to adapt their input as the group develops. In a study of facilitation four positive facilitator styles were identified coupled with a warning of the dangers of what was termed toxic facilitation (Savin-Baden and Wilkie 2004). This term relates to an example of the damage that can occur if tutors do not espouse the Problem-based Learning philosophy and cautions that facilitators need to be capable of adapting to this very different teaching role. 
· Health promotion/patient education
Although PBL has primarily been used in the education of professionals a recent development has seen its use in patient education or health promotion.  Arvidsson et al. (2012) evaluated the use of PBL in a programme for patients with rheumatic disease and comment on its success. It is not hard to see how in a recovery focussed mental health setting that PBL could be used with service users as a method of education and empowerment.

· Use of IT and PBL- videowikis. 
In contemporary education most of our students are technically competent and able to engage in new student centred ways of learning through the use of social media in learning environments. The internet has brought new ways of supporting collaborative work. Research by Finnish academics (Makkonen et al. 2011) highlighted the acceptance of this mode of study in an information management and information systems development course. It would be interesting to see how some of this could be incorporated into nurse education. However they also highlight that their experiment showed that there was a gender bias with female students benefitting more from this method therefore more research may be needed prior to implementation.
6.15.2: Research
Research enables current practise to be challenged and informs future decision making. Evaluative data provides useful feedback for educators and there are several aspects of the PBL experience that remain under researched:

· Gender issues
It is unclear as to whether the gender of the student has an impact on the PBL experience. In this study the majority of students were female. Reynolds (2003) suggested in her study that there were differences in how male and female students adapted to a PBL method. It would be useful to know if there are specific student characteristics which mean PBL can be adopted more successfully by some students. 
· Cultural issues

PBL is being adopted in a wide range of different locations worldwide (O'Connor and Carr 2012,Al-Naggar and Bobryshev 2012). Research by O'Connor and Carr (2012) identifies the possible negative impact that Guyanan culture can have on the PBL experience. In this thesis all of the newly qualified nurse participants were white and British, although students from other cultural backgrounds were interviewed in the first evaluative project. Not much is known yet about PBL with diverse backgrounds and this would be another characteristic of students worthy of further exploration.
· Sustainability/employability
In times of increasing austerity issues of sustainability and employability are at the forefront of considerations for new ways of teaching and learning. This small scale study cannot hope to address these and more research is needed to identify the important features of these issues and links to PBL.
· Role of the mentor/clinical supervisor
 One of the components of this study that emerged as important was the practise placements and the role of clinical colleagues in enabling participants to practise and hone their developing skills and knowledge. The nature of mentorship and future developments is an area of ongoing interest (Robinson, et al. 2012).

· Role of the facilitator

This has been highlighted as key to successful implementation of a PBL programme. However it is still unclear as to the optimum level of input that is needed to assist in successful outcomes. It is therefore important to investigate further the effectiveness of support structures so as to determine optimal scaffolding, coaching and modelling strategies for successful facilitation as discussed by Strobel and Van Barneveld (2009).
· Clinical Placements

Participants in this study appeared to value clinical placements in their development from student to newly qualified nurse. They particularly liked the long clinical experience where they felt able to hone their skills and gain positive feedback on their progress. This is an area which would definitely benefit from research to enable us to understand this further.
· Content of future MH Nursing Curricula

An issue raised by the participants in this study was their consensual view on particular gaps in their knowledge, as with many of their conventionally educated peers which centres on physical care skills. This would certainly need to be addressed in any future mental health nursing curricula. 
This study has clearly outlined the experiences of two cohorts of mental health nurses who experienced a post graduate pre registration mental health nursing PBL programme. It has also considered the views of some very experienced mental health practitioners who supervised these participants as newly qualified nurses.  I have highlighted above areas where I believe this programme could be enhanced further along with other avenues I believe are worthy of future research. Finally I hope that this study will help to inform future developments in mental health nursing as well as other PBL programmes.
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Appendices
Appendix 1

Literature search of the following carried out 1966 to 2006.:

Medline 305 hits
Systematic reviews 41 hits

Medline in process 50 hits

Cinahl 22hits
Systematic reviews 34 hits

EBM Reviews –Cochrane Central Register of Controlled Trials 22 hits
Cochrane Database of Systematic Reviews 0 hits
British Nursing Index 79 hits

The Citation Indexes (Science, social sciences arts and humanities) 60 hits

Amed 10 hits
Psychinfo 387 hits

Eric 15 hits

HMIC 105 hits

Search strategy:

1. Problem-based learning/

2. Problem based learning.tw.

3. Problem based teaching.tw.

4. Problem based education.tw.

5. Problem solving learning.tw.

6. Problem solving teaching.tw.

7. Problem solving education.tw.

8. or/1-7

9. mental health/

10. mental health.tw.

11. exp mental disorders/

12. mentally ill persons/

13. mental disorders$.tw.

14. psychiatr$.tw.

15. psycholog$.tw.

16. or/9-15

17. exp nursing/

18. nurs$.tw.

19. or/17-18

20. 16 and 19

21. psychiatric nursing/

22. psychiatric nurs$.tw

23. or/ 21-22

24. or/20,23

25. 8 and 24

Appendix 2

Databases Searched

	Database


	Cinahl


	Psychinfo


	ERIC


	Medline


	BNI

	PBL + Evaluation


	92
	9
	3
	476
	33

	+ Adoption


	3
	0
	1
	13
	33

	+Educational


	110
	9
	2
	245
	33

	+ Professional competence


	10
	1
	0
	68
	33

	+Professional Skills


	3
	9
	0
	4
	33


Appendix 2
	Authors
	Date
	Type of Study
	Sample
	Methods
	Data Analysis
	Weight of Evidence

	Barrow et al
	2002
	Process and outcome evaluation of pre-registration adult student nurses
	1 cohort under graduate, second year nursing students, 1 module
	Observations (n=33), Focus Groups (n=12) and Questionnaire (n=33)
	Content analysis, Statistical analysis of questionnaires
	Medium- cohort size and range limited

	Carey and Whittaker
	2002
	Descriptive study of post registration nurses 
	Qualified community nurses studying 1 module in a community programme
	Questionnaire (n= 58) and focus groups (n=15)
	Statistical analysis of questionnaires,

Content analysis
	Medium-self selection for questionnaire, range limited

	Carlisle and Ibbotson
	2005
	Process and summative evaluation 
	Post Graduate multidisciplinary students and 6 tutors, 1 module 
	Questionnaire(n=15) and group discussion (n=2students+6 tutors)
	Statistical analysis of questionnaires
	Low- poor response rate, self selection

	Chamberlain and Searle
	2005
	Evaluation of student selection instrument
	 Medical students
	Observation(n=69) and structured observation (n=69)
	Statistical analysis
	Medium – focus limited

	Dornan et al.
	2004
	Outcome evaluation
	‘Enforced’ medical  students
	Questionnaire x 4 (n=380) 
	Statistical and content analysis
	Low – PBL only part of survey.

	Horne at al.
	2006
	Descriptive study
	Student nurses (different branches), 15 tutors
	Nominal group technique and Focus groups (n=?)
	Statistical and content analysis 
	Medium- 1 cohort 1 module

	Macpherson et al.
	2001
	Process evaluation
	Fifth year medical students
	Questionnaire (n=317) and Focus groups (n=18)
	Statistical and content analysis 
	Medium –participation at exam time

	McCourt and Thomas
	2001
	Input, process and outcome evaluation + descriptive study
	Pre registration midwifery students, clinical and academic staff
	Nominal group technique, observation, questionnaires, focus groups and interviews
	Descriptive statistics, content analysis
	Medium- broad range of evidence but small numbers

	Reynolds
	2003
	Process evaluation
	Occupational Therapy and Physiotherapy students on their first module.
	Questionnaire
(n= 157)
	Statistical and content analysis
	Medium – small male cohort

	Sharp and Primrose
	2003
	Process evaluation
	Nursing students
	Questionnaires (n=31)
	Descriptive statistics
	Low-small cohort responses

	Wakefield et al.
	2003
	Process evaluation
	Nursing, medical and midwifery students + tutors 
	Questionnaires and non-participant observation
(n=40)
	Statistical and content analysis
	Low- unspecified numbers

	Watmough et al.
	2006
	Outcome evaluation
	  Medical  educational supervisors 
	Interviews
	Content analysis
	High- high participant rate and good focus

	Wilis et al.
	2002
	Process evaluation
	Medical students
	Focus group (n=16)  and questionnaire (n=300)
	Content and statistical analysis
	Medium to High-


Appendix 3

A PBL Trigger exemplar:

[image: image2.jpg]FOR TRAINING PURPOSES ONLY

Mr & Mrs Taylor
4 Low Road
Golden Valley
Bourndale

20 April 2005

St Gregory’s Clinic
St Gregory’s Close
Brinton

Dear CPN

I am writing to you to ask you if you can tell me some more information about my
brother Paul.

Since our last meeting with you at St Gregory’s clinic, Paul has been very worried
and has asked us to find out more. We recently celebrated his 38" birthday and Paul
was upset that he has so few friends.

When we saw you at the clinic you told us that Paul had been diagnosed with
Schizophrenia and we are confused about how you have made this diagnosis. We have
read an article in a magazine outlining some other serious mental illnesses and
thought that Paul might be suffering with a different illness, as some of the others
sounded similar to his symptoms.

We would like to know why it is that Paul has become mentally ill and if there is
anything we could have done to prevent it? Also, is there anything we should now be
doing to help him with his problems and to stop him from having to go into hospital?
Could you recommend anything that would tell us how to deal with him.

Thank you very much.

Yours sincerely

Mr & Mrs Taylor




Triggers used in the PBL programme.
Pre course study day: Students are introduced to their first PBL trigger here- a piece of music by Gary Jules entitled Mad World to encourage them to explore their thoughts on mental illness.

	Unit 1- Enduring Mental Health

Five Triggers focussing on a fictitious service user called Tracy. These included a set of case notes detailing Tracy’s initial nursing assessment.  Other triggers included Tracy’s medicine card, evaluation sheets and an audio taped interview. 
	Unit 2- Enduring Mental Health

 Five Triggers beginning with the letter cited above. Other triggers used include a video of a multidisciplinary meeting, an initial referral to a CMHT for an older person, a depot card with a mock Depot injection and a CPA risk assessment.



	Unit 3- Acute Mental Health

Five Triggers including a debate regarding  allocation of clients at a CMHT referral meeting, a phone call from a relative asking for advice about a young girls mental health and a trigger focussing on substance misuse  
	Unit 4- Acute Mental Health

Five Triggers including the Mind report Ward Watch (2004), a poem written by a service user, a recording of a handover, the script of  a conversation about  Nurses’ holding powers and a Mental Health Staff Nurse job advert.


In Units 1 and 2 students typically worked on a 3 week cycle where in week one they were given the initial trigger. In week 2 they met to check on progress and agree on the format for feeding back. Week three was where they fed back their learning and received the next trigger. All of this took place during theory time in University.

As students progressed through the programme triggers became more complex and by year 2 they were also working on their final trigger which spanned the whole last year. This was for students to arrange a conference.The size, scope and focus of this being determined by them and which would take place at the end of their programme. 

Triggers in Unit 3 and 4 also now spanned theory and practice time (albeit with a similar format to that outlined above) so students had to organise themselves to deal with all of these competing demands.
Appendix 4
Interview guide 1 - Newly Qualified nurses

What is your current role?

What is your current banding? 
Date of qualification?

When did you start your current post?

Skills and Knowledge

Thinking back to when you were just about to qualify tell me what your thoughts were about the skills and knowledge you had gained?

Helped

What things that have helped you in your qualified mental health nurse role?

Hindered

Have there been things that have hindered you in your qualified mental health nurse role?

PBL

On reflection has your PBL programme helped you in your nursing career, if so in what way(s) if not why do you think this?

What did you like or dislike about PBL elements of your nurse training?

Is there anything else you would like to tell me about your perceptions of how your PBL programme has influenced your nursing role?

Appendix 5
Interview guide 2 - Supervisor/Preceptor

What is the title/band of your current role?

Date of qualification

Length of time in current post

Previous experience

Approximately how many newly qualified nurse have you supervised before?

Have you any personal knowledge or experience of Problem-based learning (PBL)?

I understand that you have been supervising person X whilst they settled into their role as a newly qualified mental health nurse.

Skills and Knowledge

What kind of skills/knowledge do they need for this role?

I would like to ask you to reflect on their abilities

Have you noticed any particular skills/knowledge that they have?

Differences

Have you noticed any deficits in skills or knowledge that you would expect a newly qualified nurse to have?

Compared to other newly qualified nurses do you notice any differences in skills/knowledge?

Is there anything else you would like to say about your perceptions of how their PBL  programme has influenced their nursing role?

Appendix 6
From: Cooper, Carol (HWB) 
Sent: 12 December 2007 14:56
To: queries@nationalres.org.uk
Subject: Ethics query

Dear Colleague,
having read your website I am still unsure if my research will need to be considered by yourselves or not. Clearly I do not wish to waste your time (or mine) so have attached a few lines summarising my proposal. Could you tell me if I will need to submit the full proposal to you.

Looking forward to hearing from you very soon

Regards

Carol Cooper

Research Proposal Query

I am a student undertaking the D med sci programme at the University of Sheffield.
 I am proposing to interview ex students who have graduated from a specific programme at the University (The pre-registration post graduate diploma in mental health nursing). They are employed as mental health nurses in a variety of settings throughout the UK   (n= < 30).

Some are employed by the NHS others by private organisations.

I am also proposing to interview their supervisors who will also be employed in these same organisations (n= < 30).

The interviews will be looking at how the university programme prepared these individuals for their roles as qualified mental health nurses.
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[ vou forvarded this message on 31/01/2008 10:26.
Fro NRES Queries Line [queries Gnves.npsa.ohs. k]
Cooper, Carol (W8)

: Wed 16/01/2008 15:42

Subject: RE: Ethics query
Attachments:

Thank you for your query. m
The following reply has been provided by Hilary Tulloch, Business Support Coordinator.

Our leaflet “Defining Research’, which explains how we differentiate research from other activities, is published at

hitp:/fwww nres. npsa.nhs. uk/applicants/help/guidance htmiaudit

Based on the information you provided | would deem this an educational evaluation, our advice is that the project s not considered to be research b
according to this guidance. Therefore it does not require ethical review by a NHS Research Ethics Committee.

If you are undertaking the project within the NHS, you should check with the relevant NHS care organisation(s) what other review arrangements or
sources of advice apply to projects of this type. Guidance may be available from the clinical governance office.

Although ethical review by a NHS REC is not necessary in this case, all types of study involving human participants should be conducted in
accordance with basic ethical principles such as informed consent and respect for the confidentialty of participants. When processing identifiable
data there are also legal requirements under the Data Protection Act 2000 When undertaking an audit or service/therapy evaluation, the investigator
and his/her team are responsible for considering the ethics of their project with advice from within their organisation. University projects may require
approval by the university ethics committee.

This response should not be interpreted s giving a form of ethical approval or any endorsement of the project, but it may be provided to a journal or
other body as evidence that ethical approval is not required under NHS research govemance arrangements.

However, if you, your sponsorffunder or any NHS organisation feel that the project should be managed as research and/or that ethical review by a NHS
REC is essential, please write setting out your reasons and we will be pleased to consider further.

Where NHS organisations have clarified that a project is not to be managed as research, the Research Governance Framework states that it should
not be presented as research within the NHS

Unknown Zone (Mixec) 100%





Thank you for your query. 

The following reply has been provided by Hilary Tulloch, Business Support Coordinator. 

Our leaflet “Defining Research”, which explains how we differentiate research from other activities, is published at: 

http://www.nres.npsa.nhs.uk/applicants/help/guidance.htm#audit 

Based on the information you provided I would deem this an educational evaluation, our advice is that the project is not considered to be research according to this guidance.  Therefore it does not require ethical review by a NHS Research Ethics Committee. 

If you are undertaking the project within the NHS, you should check with the relevant NHS care organisation(s) what other review arrangements or sources of advice apply to projects of this type.  Guidance may be available from the clinical governance office. 

Although ethical review by a NHS REC is not necessary in this case, all types of study involving human participants should be conducted in accordance with basic ethical principles such as informed consent and respect for the confidentiality of participants.  When processing identifiable data there are also legal requirements under the Data Protection Act 2000.  When undertaking an audit or service/therapy evaluation, the investigator and his/her team are responsible for considering the ethics of their project with advice from within their organisation.  University projects may require approval by the university ethics committee.

This response should not be interpreted as giving a form of ethical approval or any endorsement of the project, but it may be provided to a journal or other body as evidence that ethical approval is not required under NHS research governance arrangements.

However, if you, your sponsor/funder or any NHS organisation feel that the project should be managed as research and/or that ethical review by a NHS REC is essential, please write setting out your reasons and we will be pleased to consider further.  

Where NHS organisations have clarified that a project is not to be managed as research, the Research Governance Framework states that it should not be presented as research within the NHS.

I hope this helps. 


Regards 

Please note from 3 December 2007, the address and contact details for NRES will be as shown below: 

Queries Line 
National Research Ethics Service 
National Patient Safety Agency 
4-8 Maple Steet 
London 
W1T 5HD 

Website: www.nres.npsa.nhs.uk 
Email:  queries@nres.npsa.nhs.uk 

Ref:  04/01 
** 
This reply may have been sourced in consultation with other members of the NRES team. 
*** 
This e-mail and any files transmitted with it are confidential. If you are not the intended recipient, any reading, printing, storage, disclosure, copying or any other action taken in respect of this e-mail is prohibited and may be unlawful. If you are not the intended recipient, please notify the sender immediately by using the reply function and then permanently delete what you have received.
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Information Sheet – Newly Qualified Nurses

Newly Qualified Mental Health Nurses Experiences of Problem Based Learning: an exploratory study.
You are being invited to take part in a research project. Before you decide it is important for you to understand why the research is being done and what it will involve. Please take time to read the following information carefully and discuss it with others if you wish. E-mail, ring or write to me if there is anything that is not clear or if you would like more information. Take time to decide whether or not you wish to take part. Thank you for reading this.
What is the project’s purpose?
Problem based learning (PBL) is becoming increasingly used in UK nurse education. However there is a lack of research focussing on the use of PBL in the education of mental health nurses specifically. Coupled with this there is a lack of literature exploring how a PBL programme prepares nurses for their roles as qualified mental health nurses. The overall aim of this study is to explore the perceptions of qualified nurses who have undertaken a mental health nursing programme using PBL. 

Why have I been chosen?

You have been invited to take part as you are a qualified nurse who completed a programme which used PBL and therefore I believe you will have valuable perceptions which I would like you to share with me. 
Do I have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you should contact me by phone/e-mail or post to arrange to ask any questions you wish and complete your consent form. This should be posted back to me in the enclosed stamped addressed envelope by the INSERT DATE. After I have received this we can arrange a mutually convenient time for a telephone interview lasting approximately thirty minutes. You can still withdraw at any time.  You do not have to give a reason.

What will happen to me if I take part?

If you agree to take part and once you have completed your consent sheet and returned it to me I will then arrange a telephone interview at a mutually convenient time during which I will invite you to share your perceptions of your programme and your role as a newly qualified mental health nurse. This will last for about thirty minutes. This interview will be transcribed and I will then analyse this data. 

You are welcome to have a copy of the themes from my findings. Any comments you care to make about these will be incorporated into my report. Please indicate on your consent form if you would like me to do this.
What do I have to do? Will I be recorded, and how will the recorded interview be used?
Firstly give your supervisor/preceptor the enclosed pack with my contact details. Next having read your own information sheet and asked any questions needed sign your own consent form and return it to me in the stamped addressed envelope provided. 

The audio recording of your interview made during this research will be used only for analysis and for illustration in conference presentations and lectures. No other use will be made of it without your written permission, and no one outside the project will be allowed access to the original recordings.
What are the possible disadvantages and risks of taking part?

I do not anticipate any disadvantages or risks to you, all information will be confidential and you will not be identifiable in the final report. Any unexpected discomforts, disadvantages and risks to participants, which arise during the research, will be brought immediately to your attention and dealt with appropriately. 

What are the possible benefits of taking part?
Whilst there are no immediate benefits for those people participating in the project, it is hoped that this work will help educationalists in future curriculum developments concerned with the education of mental health nurses.
What if something goes wrong?
If the research project stops earlier than expected the reason(s) will be explained to you.

I do not expect anything to go wrong however in the first instance I would ask that you contact me as the researcher to discuss your concerns. You may also want to contact my supervisor Professor Mike Nolan (contact details below).

 If you still do not feel your complaint has been handled to your satisfaction then please contact Registrar and Secretary at the University of Sheffield (contact details below).
Will my taking part in this project be kept confidential?
All the information that I collect about you during the course of the research will be kept strictly confidential. You will not be able to be identified in any reports or publications.
What will happen to the results of the research project?

The results of the research will be disseminated in a variety of ways. I will be using them in conference presentations, published articles and they will form the basis of my doctoral thesis which should be completed by 2010 however you will not be identifiable in any report or publication. 
Who is organising and funding the research?

The study is organised by me as a student enrolled on the professional doctorate at the University of Sheffield and funding for administrative and transcription costs will be available from my current employer, Sheffield Hallam University It has been reviewed by the nursing department’s ethics review process which is monitored by the University’s Research Ethics Committee

Contact for further information

Carol Cooper

Senior Lecturer in Mental Health Nursing

Sheffield Hallam University

Faculty of Health and Wellbeing,

33 Collegiate Crescent,

Sheffield

S1 1WB

Tel: (0114) 225 2261

e-mail: c.cooper@shu.ac.uk
Professor Mike Nolan
Sheffield Institute for Studies on Ageing
Community Sciences Centre
Northern General Hospital
Herries Road
Sheffield
S5 7AU
Tel: (0114) 226 6851
e-mail: m.r.nolan@sheffield.ac.uk
Dr David Fletcher

Registrar and Secretary 
University of Sheffield
Western Bank 

Sheffield

S10 2TN

Tel: (0114) 2221101
Thank you very much for reading about my project.
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Information Sheet – Supervisors

Newly Qualified Mental Health Nurses Experiences of Problem Based Learning: an exploratory study.

You are being invited to take part in a research project. Before you decide it is important for you to understand why the research is being done and what it will involve. Please take time to read the following information carefully and discuss it with others if you wish. E-mail, ring or write to me if there is anything that is not clear or if you would like more information. Take time to decide whether or not you wish to take part. Thank you for reading this.
What is the project’s purpose?

Problem based learning (PBL) is becoming increasingly used in UK nurse education. However there is a lack of research focussing on the use of PBL in the education of mental health nurses specifically. Coupled with this there is a lack of literature exploring how a PBL programme prepares nurses for their roles as qualified mental health nurses. The overall aim of this study is to explore the perceptions of qualified nurses who have undertaken a mental health nursing programme using PBL. 

Why have I been chosen?

You have been invited to take part as you are supervising a qualified nurse who completed a programme which used PBL and therefore I believe you will have valuable perceptions which I would like you to share with me. 
Do I have to take part?

It is up to you to decide whether or not to take part. If you do decide to take part you should contact me by phone/e-mail or post to arrange to ask any questions you wish and complete your consent form. This should be posted back to me in the enclosed stamped addressed envelope by (INSERT DATE). After I have received this we can arrange a mutually convenient time for a telephone interview lasting approximately thirty minutes. You can still withdraw at any time, you do not have to give a reason.

 What will happen to me if I take part?

If you agree to take part and once you have completed your consent sheet and returned it to me I will then arrange a telephone interview at a mutually convenient time during which I will invite you to share your perceptions of staff nurse X and their role as a newly qualified mental health nurse. This will last for about thirty minutes. Once this interview has been transcribed I will then analyse this data, at the end of my study you are welcome to a copy of the themes from my findings. Any comments you care to make about these will be incorporated into my report. Please indicate on the consent form if you would like me to do this.
What do I have to do? Will I be recorded, and how will the recorded interview be used?
Firstly contact me with your details next having read your own information sheet and asked any questions needed sign your own consent form and return it to me in the stamped addressed envelope provided. I will then ask you to take part in a telephone interview lasting about thirty minutes conducted by me at a mutually convenient time. 

The audio recording of your interview made during this research will be used only for analysis and for illustration in conference presentations and lectures. No other use will be made of it without your written permission, and no one outside the project will be allowed access to the original recordings.

What are the possible disadvantages and risks of taking part?

I do not anticipate any disadvantages or risks to you, all information will be confidential and you will not be identifiable in the final report. Any unexpected discomforts, disadvantages and risks to participants, which arise during the research, will be brought immediately to your attention and dealt with appropriately. 

What are the possible benefits of taking part?

Whilst there are no immediate benefits for those people participating in the project, it is hoped that this work will help educationalists in future curriculum developments concerned with the education of mental health nurses.

What if something goes wrong?

If the research project stops earlier than expected the reason(s) will be explained to you.

I do not expect anything to go wrong however in the first instance I would ask that you contact me as the researcher to discuss your concerns. You may also want to contact my supervisor Professor Mike Nolan (contact details below).

 If you still do not feel your complaint has been handled to your satisfaction then please contact Registrar and Secretary at the University of Sheffield (contact details below).

Will my taking part in this project be kept confidential?
All the information that I collect about you during the course of the research will be kept strictly confidential. You will not be able to be identified in any reports or publications.

What will happen to the results of the research project?

The results of the research will be disseminated in a variety of ways. I will be using them in conference presentations, published articles and they will form the basis of my doctoral thesis which should be completed by 2010 however you will not be identifiable in any report or publication. 
Who is organising and funding the research?

The study is organised by me as a student enrolled on the professional doctorate at the University of Sheffield and funding for administrative and transcription costs will be available from my current employer, Sheffield Hallam University
It has been reviewed by the nursing department’s ethics review process which is monitored by the University’s Research Ethics Committee

Contact for further information

Carol Cooper

Senior Lecturer in Mental Health Nursing

Sheffield Hallam University

Faculty of Health and Wellbeing,

33 Collegiate Crescent,

Sheffield

S1 1WB

Tel: (0114) 225 2261

e-mail: c.cooper@shu.ac.uk
Professor Mike Nolan

Sheffield Institute for Studies on Ageing
Community Sciences Centre
Northern General Hospital
Herries Road
Sheffield
S5 7AU
Tel: (0114) 226 6851
e-mail: m.r.nolan@sheffield.ac.uk
Dr David Fletcher

Registrar and Secretary 

University of Sheffield

Western Bank 

Sheffield

S10 2TN
Tel: (0114) 2221101

You will be posted a copy of this information sheet along with your consent form. 

Thank you very much for taking the time to read this information sheet.
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Participant Consent Form

	Title of Project: Newly qualified mental health nurses experiences of Problem-based learning : an exploratory study
Name of Researcher: Carol Cooper
Participant Identification Number for this project:










      Please initial box
1. I confirm that I have read and understand the information sheet 

dated  2/06/08  for the above project and have had the opportunity to askquestions.



2. I understand that my participation is voluntary and that I am free to withdraw
at any time without giving any reason please contact me.

3. I understand that my responses will be anonymised before analysis. 
I give permission for members of the research team to have access
to my anonymised responses.  


4. I agree to take part in the above research project. 

     
5. I would like to have a summary of the themes from the findings (Yes/No)

________________________
________________         ____________________

Name of Participant
Date
Signature

_____Carol Cooper_
________________         ____________________

 Lead Researcher
Date
Signature

To be signed and dated in presence of the participant
Once this has been signed by all parties the participant should receive a copy of the signed and dated participant consent form, the letter/pre-written script/information sheet and any other written information provided to the participants. A copy for the signed and dated consent form should be placed in the project’s main record (e.g. a site file), which must be kept in a secure location. 
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