
Workstream 4 
(DRAD and TRAD) 

Retention and Support for 

 Students  

Newly Qualified Workforce 

Early Careers 



2 

Contents 

Background ............................................................................. 3
Section A: Student retention and progression data ............ 6
Section B: Practice Educators ............................................... 7
Section C: Impact of COVID-19 on radiography students ... 8
Section D: Levels of confidence and anxiety of students 
and newly qualified practitioners. ....................................... 13
Section E: Recruitment of newly qualified staff ................. 18
Section F: Preceptorship ...................................................... 19
Section G: Recommendations from Workstream 4 ........... 20
Section H: Appendices ......................................................... 21



3 

Background 
HEE had two strategic aims of Workstream 4. The first was to support AHP service managers to 
ensure graduates have access to an NHS Band 5 job offer. The second to promote the optimisation 
of practice-based learning and Band 5 scope of practice to increase the capability and confidence of 
new graduates in the workforce. 

The main focus of this Workstream was to ensure that students and newly qualified practitioners are 
supported and as many as possible are retained in the workforce (appendix 1). For the model of 
engagement for this workstream both DRAD and TRAD please see separate document1.  

For an example of a DRAD case study site agenda see appendix 2 and for TRAD Advisory Group 
(TRAD AG) see appendix 3. 

In 2018 Health Education England published the Reducing Pre-registration and Improving Retention 
(RePAIR) report and associated toolkit (available here). The RePAIR programme focussed on nursing 
and midwifery with one notable AHP exception: Therapeutic Radiography. As early as 2015 there 
were national concerns about the recruitment and retention of this small but vital profession.  

Figure 1 Four steps of RePAIR 

At that time, it was recognised that in order to deliver the National Cancer Plan by 2021 an increase 
in the therapeutic radiography workforce by eighteen per cent was required and the only way to do 
this was through a tripartite commitment framework:  

• Student commitment
• Healthcare Provider (HCP) Commitment
• Education (HEI) provider Commitment

1 WRAP model of engagement for workstreams 3,4,7,8b,9b 

1.Pre-
enrolment

2.Duration of
the course

3.Flaky bridge

4.Early clinical
career

https://www.hee.nhs.uk/our-work/reducing-pre-registration-attrition-improving-retention
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The RePAIR Executive Summary can be accessed here.  

There were fifteen recommendations, four of which relate to this workstream: 

Recommendation 8: National model for support for students in the clinical department 
HEE should work with HCPs and HEIs to ensure that its’ national strategy, to support students in 
clinical practice and their supervisors/mentors, is implemented. 

Recommendation 11: Levels of student confidence 
HEIs should develop a clearer understanding of factors that affect student confidence levels, 
particularly at the point of progressing from student to newly qualified practitioner. 

Recommendation 12: Preceptorship model as an aid to recruitment and retention 
HCPs should review their preceptorship programmes, ideally in partnership with HEIs, to improve 
recruitment and retention of their newly qualified staff and ensure the preceptors are appropriately 
trained. 

Recommendation 13: Recruitment of newly qualified practitioners 
Neighbouring HCPs should work together, and with their local education providers, to agree a shared 
model of recruiting newly qualified practitioners. 

Subsequently the SoR undertook an HEE funded therapeutic radiography specific RePAIR programme 
and in 2021 published their report which can be accessed here. 

HEI commitment

HCP commitmentStudent 
commitment

Figure 2 Repair 
tripar�te framework 

https://www.sor.org/learning-advice/professional-body-guidance-and-publications/documents-and-publications/policy-guidance-document-library/reducing-pre-registration-attrition-and-improving
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This report sets out the ac�vi�es and associated outputs from Workstream 4 under the following 
sec�ons: 

A. Student Retention and Progression Data
B. Practice Educators
C. Impact of COVID-19 on Radiography Students
D. Levels of Confidence and Anxiety of Students and Newly Qualified Practitioners
E. Recruitment of Newly Qualified Staff
F. Preceptorship
G. Recommendations from Workstream 4
H. Appendices
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Section A: Student Retention and Progression Data 

HEE regularly collects student progression data for England which is reported three times each year. 
In March 2023 HEE’s Workforce Planning Team kindly shared the latest radiography student attrition 
data. It should be noted that HEE does not have the data from all HEIs that run radiography (DRAD 
and TRAD) programmes. This section only includes data that HEE currently holds. 

There are 4325 active DRAD students and 1016 TRAD students in England (table 1). The attrition 
trends for Year 3 DRAD students are worrying and for Year 3 TRAD students extremely worrying 
(table 2). It is particularly concerning because the overall number of students recruited to these 
programmes in 2022 was lower than in 2021 and the early indication is that the HEIs may not fill the 
places for 2023 and may recruit some students through clearing. 

Table 1: Ac�ve radiography students as of March 23 by discipline and HEI regional base 

Profession NE&Y NW EoE Midlands London SE SW Total 
DRAD (23 
HEIs 
reported 
data) 

781 560 559 722 717 342 644 4325 

TRAD (9 
HEIs 
reported 
data) 

158 166 178 77 302 0 135 1016 

Table 2: Undergraduate atri�on trends,  percentage by year and range of atri�on 

Profession Year 1 (%) Year 2 (%) Year 3 (%) 
DRAD Overall 2.1 14.0 18.3 

Range 0.0-8.9 1.1-29.2 5.4-32.8 
TRAD Overall 2.0 13.0 27.0 

Range 0.0-7.0 3.0-41 8.0-44.0 
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Section B: Practice Educators 

The impact that a high-quality prac�ce learning environment has on the student experience and 
student reten�on should not be underes�mated. Many HEIs and their partner service providers have 
introduced Prac�ce Educators to support DRAD and TRAD learners.  As one manager explained: ‘Our 
local HEI has appointed a Practice Educator (PE). This is an important new development for the HEI. A 
large component of the PE’s job role is to be in a clinical site and to be visible. With the pressures on 
the HEIs and the expansion of student numbers, the senior lecturer who is identified to support the 
students in our department, is struggling to get time in the practice setting. The PE is starting to 
become more visible and is having a direct beneficial impact on our learners and our staff’.  

The PE role is very important for all the learners in a clinical department. One PE explained that they 
are very busy and ‘also expected to look after all the learners in the department’.  With the current 
staffing pressures, it is important that PEs focus their �me on the groups of students who will benefit 
the most e.g., Year 2 undergraduate students (RePAIR recommenda�on 62). If simula�on is to be 
embedded in the service, then the PE role will become even more cri�cal as a manager queried: how 
can clinical sites put simulation into practice if they don’t have Practice Educators? 

In 2020 Greater Manchester undertook a project called Enabling Effec�ve Learning Environments 
(EELEs) (further informa�on available here). As part of this work the project team developed a 
framework of knowledge, skills and behaviours required of practice educators. The authors pointed 
out that more targeted support is required for those educa�ng healthcare learners and for those 
who lead on se�ng the culture of the prac�ce learning environment. They iden�fied four key areas: 

1. Roles and responsibilities of educators.
2. Knowledge, skills and behaviours required of an educator in practice.
3. The journey to becoming a practice educator.
4. Practice educator’s personal development needs.

In 2021/22 The College of Radiographers enhanced the CoR’s accredita�on for Radiography Prac�ce 
Educator Accredita�on Scheme (PEAS) (available here) and has included this key role in the new 
Educa�on and Career Framework (available here). 

2 HEIs and HCPs should work together to develop specific programmes of support for second year students. 

https://www.britishjournalofnursing.com/content/comment/valuing-the-role-of-educators-in-practice-greater-manchesters-framework/
https://www.collegeofradiographers.ac.uk/education/accreditation/practice-educator
https://www.sor.org/learning-advice/professional-body-guidance-and-publications/documents-and-publications/policy-guidance-document-library/education-and-career-framework-fourth
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Section C: Impact of COVID-19 on Radiography Students 
The second phase of HEE’s RePAIR programme included diagnostic radiography students as well as 
therapeutic radiography students. One activity within phase two of RePAIR was to assess the impact 
of COVID-19 on the students at the time. A survey, designed by a sub-group of the RePAIR Impact of 
COVID-19 Advisory Group, was used to capture student experience during wave one (2020) and 
wave two (2021). 

Many of the students who responded to the survey are still studying or have recently qualified. HEE 
kindly gave permission for the national DRAD and TRAD data sets to be analysed as part of the WRAP 
programme.  

The detailed slide set of the analysis can be accessed here.

The sample size varied by survey (table 3) 

Table 3: Number of radiography student respondents to Impact of COVID-19 survey 

Survey Number of respondents % of student population at the time 
of the survey 

DRAD TRAD DRAD TRAD 
I 461 134 13 17 
II 267 102 8 13 

The respondents were asked about the following: 

1. experience in the practice placement setting;
2. experience in the academic setting;
3. considered leaving radiography;
4. reasons for considering leaving;
5. reasons for NOT considering leaving;
6. health and wellbeing;
7. concern about the impact of COVID-19 on their career.

Summary of the Impact of COVID-19 on radiography students survey 

3.1 Experience in the practice placement setting 

The data about the student experience in practice was captured using two different scales. In total 
there were sixteen statements. The respondents were asked to rank their experience of induction, 
supervision, learning opportunities and behaviour of staff towards patients and learners.   

The first eight statements were ranked against the following rating scale: 
• Outstanding
• Good
• Satisfactory
• In need of improvement
• Not satisfactory
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The second eight statements against the second rating scale: 
• Strongly agree
• Agree
• Disagree
• Strongly disagree

The responses for all the statements and the line graphs illustrating all responses are available in the 
slide set which can be accessed from link on page 8. 

Tables for the positive data (outstanding or good, strongly agree or agree) for each year of study for 
DRAD and TRAD student respondents for both surveys are in appendix 4 and summarised below. 

Year I responses 

Overall, the responses were posi�ve. However, the first-year respondents to Survey I did not think 
the clinical staff were friendly towards them, although this experience had improved by Survey II. 
The respondents to Survey I were far more anxious about catching up with their academic studies 
than the students who responded to Survey II. All respondents reported being challenged by the 
amount and complexity of the clinical work. 

Year 2 responses 

The responses from the second year TRAD students were not as posi�ve as those from the second 
year DRAD students. The TRAD students reported being less confident and more anxious about their 
clinical skills than the second year DRAD students. They also reported a less posi�ve experience 
about the behaviour of the clinical staff towards them, although they were more posi�ve than the 
DRAD students about the support from the academic staff while they were in the clinical placement. 

Year 3 responses 

The responses from the third-year students of the two professional groups, were more closely 
matched than for the other year samples. It is important to note the high percentage of all 
respondents who reported the challenge of the amount and complexity of the clinical work. The 
respondents during the first wave of COVID-19 were less inclined to feel like a student on a clinical 
programme than those who responded during the second wave.  

3.2: Experience in the academic setting 

The data about the student experience in the academic setting was captured from ten statements 
and one rating scale (strongly agree, agree, disagree, and strongly disagree). The respondents were 
asked to rank their experience of the information provided, their experience of online learning, 
support from academic staff, confidence in academic knowledge and clinical skills. 



10 

As above the responses for all the statements and the line graphs illustrating all responses are 
available in the slide set which can be accessed from link page 8. 

Tables for the positive data (strongly agree or agree) for each year of study for DRAD and TRAD 
student respondents for both surveys are in appendix 5 and summarised below. 

Year I responses 

The responses from the first-year students to the experience in the academic se�ng, were overall 
not as posi�ve as their responses to the experience in the prac�ce placement se�ng.  Notably their 
experience of online learning. Other than the TRAD respondents to Survey I, they did not agree that 
online provision enables effec�ve learning. All groups did not agree that online learning fulfils face to 
face contact, and they reported struggling to complete learning outcomes with online delivery.   

They noted that the academic staff were helpful even though they didn’t always get regular 
feedback. 

The first-year students who responded to Survey I were anxious about catching up with the clinical 
skills and felt less like healthcare students than those who responded to Survey II.  

Year 2 responses 

As with Year 1 respondents, the Year 2 sample were less posi�ve about their academic experience 
than they were about their clinical experience.   

Although, those who responded to Survey I agreed with the statement that online provision enables 
effec�ve learning.  This was not the response from the respondents to Survey II, with only thirty-one 
percent of the TRAD Survey II respondents and forty-five percent of the DRAD Survey II respondents 
agreeing that online provision enabled effec�ve learning. 

Only thirty percent of the TRAD Survey II respondents and eighteen percent of the DRAD Survey II 
respondents agreed that online learning fulfils face to face contact.  The majority of all respondents 
reported struggling to complete learning outcomes in the context of online delivery. 

The second-year respondents to Survey I were very anxious about catching up with academic studies 
although those who responded to Survey II were less anxious.  

Year 3 responses 

The responses from the third-year students were mixed and overall, less posi�ve than the responses 
of the first-year and second-year samples.  Those who responded to Survey I (both DRAD and TRAD) 
noted that online learning enables effec�ve learning. However, the respondents to Survey II were 
more nega�ve. The reported views of the Survey II respondents to the statement that online learning 
fulfilled face to face contact matched those of the other year groups, the respondents to Survey II 
were par�cularly nega�ve.  

The Year 3 respondents to Survey I were predominantly anxious about catching up with clinical skills. 
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3.3: Considered leaving radiography 
 
The number of students who consider leaving is an indicator of potential attrition.  

The percentage of the diagnostic radiography student respondents to Survey II, who had considered 
leaving, is higher for all years of study, when compared to Survey I. It is important to note that this 
doubled for Year 2 respondents. 

Table 4: Percentage of diagnostic radiography respondents who had considered leaving by year of 
study. 

 

Similarly, the percentage of the therapeutic radiography student respondents to survey II, who had 
considered leaving, is higher for all years of study, when compared to survey I. It is important to note 
the high percentage for Year 2. 

 

Table 5: Percentage of therapeutic radiography student respondents who had considered leaving 
by year of study. 

 

 

3.4: Reasons for considering leaving the course 

The main reasons diagnostic radiography students gave for considering leaving were: 

 Sixty percent or more of both groups reported stress of the situation and being 
overwhelmed  

 Fifty percent or more of both groups reported academic concerns and lack of university 
support 

 Forty-five percent of the respondents to survey II noted mental health challenges, much 
higher than the respondents to Survey I (26%). 

 Fifty-four percent of respondents to Survey I cited placement experience as a reason they 
had considered leaving. 

 

Important to note the higher percentage of therapeu�c radiography students’ responses from Survey 
II in par�cular the following reasons: 

 Seventy-six percent reported being stressed and overwhelmed by the situation  
 Over fifty percent reported having academic concerns (59.5%) and workload (54.8%) 

Survey Yr 1 Yr 2 Yr 3 
I 28.2 20.8 17.4 
II 34.5 43 29.1 

Survey Yr 1 Yr 2 Yr 3 
I 30.6 40.9 14.3 
II 36.6 52.5 28.6 
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 Over forty percent noted lack of university support (45.2%) and reduced confidence in 
clinical decision making (42.9%). 

However, the respondents to Survey I noted financial concerns. 

3.5: Reasons for NOT considering leaving the course 

Seventy eight percent of the diagnostic radiography sample who responded to Survey I and sixty-
four percent who responded to Survey II advised they had NOT considering leaving because of 
course, professional and personal drivers.  

The same reasons were cited by the therapeutic radiography respondents, sixty-nine percent who 
responded to Survey I and fifty-nine percent who responded to Survey II had NOT considered 
leaving.  

3.6: Health and wellbeing 

Only respondents to Survey II were asked ques�ons about health and wellbeing. Their responses 
were very posi�ve. 

Eighty-two percent of the diagnos�c radiography student sample and eighty-six percent of the 
therapeu�c radiography student sample reported that there is a posi�ve culture of care in the 
clinical departments. 

Seventy-three percent of the diagnos�c radiography student sample and seventy-six percent of the 
therapeu�c radiography student sample advised that they were valued in the clinical se�ng. 

Eighty-one percent of the diagnos�c radiography student sample and seventy-seven percent of the 
therapeu�c radiography student sample noted that their contribu�on to pa�ent care is recognised. 

Eighty-two percent of the diagnos�c radiography student sample and seventy-six percent of the 
therapeu�c radiography student sample advised that they are confident in the support that they 
will get in their first post. 

Seventy-five percent of the diagnos�c radiography student sample and seventy-one percent of the 
therapeu�c radiography student sample reported that the prac�ce environment supports their 
lifestyle. 

3.7: Concern about the impact of COVID-19 on their career. 

Unsurprisingly the respondents to Survey I were more concerned about the impact of COVID-19 on 
their careers than the respondents to Survey II. Twenty-seven percent of the diagnostic radiography 
student respondents to Survey I reported being concerned at least once a day and fifty five percent 
at least once a week. Similarly, twenty-four percent of the therapeutic radiography student 
respondents to Survey I reported being concerned at least once a day and fifty six percent at least 
once a week. 
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Section D: Levels of Confidence and Anxiety of Students 
and Newly Qualified Practitioners.  

The pressures on the clinical services of imaging and radiotherapy are such that newly qualified 
prac��oners are required to fulfil a significant role in delivering these services. HEE kindly gave 
permission for the well-established self-confidence and anxiety in clinical decision making tool, 
NASC-CDM©, to be used to assess how ready the final year diagnos�c and therapeu�c radiography 
students and the newly qualified prac��oners in imaging and radiotherapy are to take on this 
responsibility.  

The informa�on about Dr Krista White’s NASC-CDM© tool can be accessed here. 

The twenty-seven items in the tool were not modified. However, examples as to how each item 
related to either diagnos�c radiography or therapeu�c radiography were added to the relevant item 
to guide the respondents’ and help them recognise the applica�on to their profession. The approach 
to collec�ng the data was piloted and suggested amendments to the approach made. 

Fi�y-one diagnos�c radiography final year students, twenty-nine therapeu�c radiography final year 
students, twenty-two newly qualified diagnos�c radiographers and twenty-one newly qualified 
therapeu�c radiographers completed the NASC-CDM© tool. 

The 27 items for self-confidence and anxiety were analysed and presented according to the three 
dimensions that Dr Krista White recommends: 

 Using resources to gather informa�on and listening fully

 Using informa�on to see the big picture

 Knowing and Ac�ng

A pdf of the analysis of the findings for DRAD students and newly qualified prac��oners can be 
accessed by clicking here. 

A pdf of the analysis of the findings for TRAD students and newly qualified prac��oners can be 
accessed by clicking here: 

4.1: Summary findings 

The findings were grouped by dimension and percentage of respondents into low level of confidence 
or high level of anxiety. 

A low level of confidence was determined by ten percent or more of the respondent sample sta�ng 
they were either just a litle confident or not at all confident. 

A high level of anxiety was determined by ten percent or more of the respondent sample sta�ng 
they were either almost totally anxious or totally anxious. 
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DRAD levels of confidence and anxiety 

For items where ten percent or more of the DRAD respondents reported a low level of confidence, 
please see table 6 (page 15).  The majority (six out of ten) of the items are in Dimension 3: Knowing 
and Ac�ng. However, all the items where this group reported a high level of anxiety (table 7) were in 
Dimension 3. It is important to note that the respondents consistently scored the same items from 
this dimension as either having low confidence and high anxiety as illustrated in the blue text. 

 

DRAD Low level of confidence 

Table 6: Low levels of confidence identified by DRAD respondents 

 

 

Dimension Item Combined %:  
not at all confident 

and just a little 
confident 

Using resources to gather 
information and listening 
fully 

 

Ability to recognise the need to review a 
protocol, a procedure, or professional 
literature to help me make a clinical 
decision.  

12.4 

Ability to correlate physical assessment 
findings with the patient’s nonverbal cues.  15.1 

Ability to evaluate if the clinical decision I 
made influenced patient outcome.  10.9 

 
Using information to see 
the big picture 

Ability to evaluate if my clinical decision 
improved the patient's outcomes  11 

 
Knowing and Acting 

 

Ability to implement the ‘best’ priority 
decision option for the patient’s problem.  15 

Ability to act on at least one intervention, I 
considered, based on my gut-feeling or 
intuition.  

24.6 

Ability to implement one accurate 
intervention if the patient is having an 
urgent problem. 

20.5 

Ability to INDEPENDENTLY make a clinical 
decision to complete the patient’s 
examination. 

12.3 

Ability to use my knowledge of diagnostic 
tests: ECGs and blood sugar findings, to 
help create a possible list of decisions I 
could implement. 

37 

Ability to consider a possible intervention 
for the patient’s problem just because it 
‘seems’ right. 

16.4 
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DRAD High level of anxiety 

Table 7: High levels of anxiety identified by DRAD respondents 

 

TRAD levels of confidence and anxiety 

For items where ten percent or more of the TRAD respondents reported a low level of confidence, 
please see table 8.  This group reported a low level of confidence across all three dimensions. 
However, this group only reported two items with a high level of anxiety (table 9) and both were in 
Dimension 3, which matched two of the items in the low level of confidence list (blue text). 

 

TRAD Low level of confidence 

Table 8: Low levels of confidence iden�fied by TRAD respondents 

Dimension Item Combined %: 
not at all confident and just a 

little confident 
Using resources to gather 
information and listening fully 

Ability to recognise the need 
to review a protocol, a 
procedure, or professional 
literature to help me make a 
clinical decision. 

10 

Ability to recognise important 
information about a patient 
problem from information I 
received from an examination 
request. 

12 

Dimension Item Combined %:  
not at all confident 

and just a little 
confident 

Knowing and Acting 

 

Anxious in my ability to act on at least one 
intervention, I considered, based on my 
gut-feeling or intuition.  

10.9 

Ability to implement one accurate 
intervention if the patient is having an 
urgent problem. 

16.4 

Ability to INDEPENDENTLY make a clinical 
decision to complete the patient’s 
examination. 

10.9 

Ability to use my knowledge of diagnostic 
tests: ECGs and blood sugar findings, to 
help create a possible list of decisions I 
could implement.  

21.2 

Ability to consider a possible intervention 
for the patient’s problem just because it 
‘seems’ right.  

13.7 
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Ability to correlate physical 
assessment findings with the 
patient’s nonverbal cues to see 
if they match or don’t match. 

18 

Ability to ask the patient’s 
significant other/family 
member questions to gather 
information about the current 
problem. 

10 

Ability to evaluate if the 
clinical decision I made 
influenced patient outcome. 

14 

Ability to incorporate personal 
things I know about the 
patient in order to make 
decisions in their best interest. 

14 

Using information to see the 
big picture 

Ability to see the full clinical 
picture of the patient’s 
problem rather than focusing 
in on one part of it. 

22 

Ability to recall knowledge I 
learned in the past that relates 
to the patient’s current 
problem. 

10 

Ability to interpret the 
meaning of a specific 
examination finding related to 
the patient’s problem. 

20 

Ability to evaluate if my clinical 
decision improved the 
patient's outcomes. 

12 

Ability to use my knowledge of 
anatomy and physiology to 
interpret information I 
gathered about the patient’s 
current problem. 

16 

Knowing and Acting Ability to implement the ‘best’ 
priority decision option for the 
patient’s problem. 

14 

Ability to act on at least one 
intervention, I considered, 
based on my gut-feeling or 
intuition. 

24 

Ability to analyse the risks of 
the examinations, I am 
considering, for the patient’s 
current problem. 

22 

Ability to INDEPENDENTLY 
make a clinical decision to 26 
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complete the patient’s 
examination. 
Ability to implement one 
accurate intervention if the 
patient is having an urgent 
problem. 

10 

Ability to use my knowledge 
of diagnostic tests: ECGs and 
blood sugar findings, to help 
create a possible list of 
decisions I could implement. 

48 

Ability to consider a possible 
intervention for the patient’s 
problem just because it 
‘seems’ right. 

32 

TRAD High level of anxiety 

Table 9: High levels of anxiety identified by DRAD respondents 

Dimension Item Combined %: 
not at all confident 

and just a little 
confident 

Knowing and Acting Ability to INDEPENDENTLY make a clinical 
decision to complete the patient’s 
examination. 

10 

Ability to use my knowledge of diagnostic 
tests: ECGs and blood sugar findings, to 
help create a possible list of decisions I 
could implement.  

22 
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Section E: Recruitment of Newly Qualified Staff 

Members of The College of Radiographers’ student forum advised that they would like a more 
coordinated approach to the �ming of when service managers release informa�on about job 
vacancies. They explained that the uncertainty about when vacancies are going to be announced 
leads to some students accep�ng posts that are not necessarily in their preferred organisa�on. If this 
situa�on changes and they secure a post in their preferred organisa�on they are le� with no choice 
but to advise the manager, where they have already accepted a post, that they will no longer be 
taking that appointment. This scenario results in exaspera�on and anxiety for all concerned. 

Through the WRAP mee�ngs service managers were urged to rethink their recruitment schedule and 
to discuss with neighbouring trusts the possibility of holding joint recruitment fairs and a shared 
agreement about the approach to recruitment and the �ming.  Leeds University has tradi�onally 
held a recruitment event which has been well received.  As one manager explained: ‘these events are 
really good, and you get some postgraduate students looking for opportunities as well. They help us 
recruit the right people to match the vacancies. The problem is students apply for multiple jobs across 
the region. They wait to see what offers come in. We understand why they turn the offer down, but it 
leaves the departments with a gap to fill, and it may not be possible to repeat the recruitment event’. 

In their paper about career inten�ons, Kizzet and Snaith advise that ‘career guidance is essential and 
should begin as early as possible. They also point out that ‘clinical and academic radiographers need 
to appreciate the influence they have on students’ future career plans’.  To access their paper click 
here.  

Tradi�onal recruitment models may not work for the new genera�on of students. A senior member 
of an imaging team suggested it is important to be remember that the students gradua�ng in 2023 
have very different expecta�ons to those who graduated in 2000.  This is not a new concern, in 
2015 HEE published the ‘Mind the Gap’ report (available here), which explored the characteris�cs of 
different genera�ons. The authors reported these genera�onal concepts require considera�on to 
enable the staff to appropriately support the individuals as they start their professional careers.    

An imaging services manager from Scotland noted that ‘we need to manage expectations and we 
should not be luring people into the profession with a false sense of what they will experience on a 
day to day basis. We do not expect our newly qualified Band 5s to graduate and be able to “do 
anything”.  It is like learning to drive a car, you pass your test and then you learn to drive a car’.  

https://recipeforworkforceplanning.hee.nhs.uk/Portals/0/HEWM_LinksAndResources/Mind-the-Gap-Report.pdf
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Section F: Preceptorship 

There is a paucity of contemporary preceptorship programmes in radiography, diagnos�c or 
therapeu�c. Many newly qualified radiographers spend their early career developing more clinical 
skills, rather than being fully supported through a preceptorship programme by an appropriately 
trained preceptor. In 2022 the HCPC launched its consulta�on on the principles for preceptorship 
modelled on the successful NMC approach to principles for preceptorship in nursing and midwifery 
which were influenced by the findings from RePAIR. In February 2023 the HCPC approved the 
principles for launch in the summer of 2023. For an update, please see the pdf here. 

Early on in WRAP it became very evident that there is a need for a robust preceptorship 
programme that specifically supports therapeu�c radiography early career prac��oners. The 
Educa�on and Training Team at the Chris�e NHS Founda�on Trust were approached about the 
possibility of designing and delivering a radiotherapy bespoke preceptorship programme for all 
newly qualified radiotherapy radiographers. This team has extensive experience in successfully 
delivering online programmes. They are currently leading the country’s digital placement offering, 
with 1000 placements happening next year.   

In December 2022 this development was shared with the TRAD Advisory Group. The Chris�e team 
explained that they will be working closely with the SoR even though preceptorships are not 
currently mandated for AHPs. 

The aim is that the preceptorship programme will support: 

• new novice workforce,
• staff in transitional roles,
• internationally recruited radiographers.

The programme will enable newly qualified prac��oners to translate knowledge into confidence in 
the clinical se�ng. Preceptorship programmes are not about ‘doing a skill’.  They are designed to 
allow �me to build confidence and capability, increase individual autonomy, support individuals to 
apply different contexts to different scenarios and hopefully be able to self-regulate.  

A newly qualified prac��oner may appear to be  under-performing in a skill, but it may actually be 
the case that they need to build their self-confidence. 

This preceptorship model will be aiming to keep final year students transi�oning into their first roles 
in the profession really excited about becoming a therapeu�c radiographer.  The team explained: 
‘We’re trying to assure competence, build confidence and support career plans right across the four 
pillars of practice and focused on the novice practitioner.’ The evidence from RePAIR is that if you 
have a robust preceptorship programme and the preceptee feels seen, heard and supported they are 
less likely to leave during their early career. 

The plan is to also devise, develop and implement a na�onal preceptorship programme, poten�ally 
signed off or accredited by CoR, that focuses on the preceptor.   
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This new na�onal therapeu�c radiography preceptorship programme should be in place by the end 
of 2023. Once it has been piloted and evaluated it is hoped that it will then be offered to diagnos�c 
radiographers. 

HEE’s  South West DRAD Workforce Ac�on Group established a Preceptorship Task and Finish Group. 
The output of their work is a preceptorship tree anima�on which can be seen on slide 12. The slide 
set about this project can be accessed here.  

Section G: Recommendations from Workstream 4 

1. A deep dive into why some HEIs have a better therapeutic radiography recruitment record
than others, should be undertaken.

2. A review of how Practice Educators, who support radiography students, are employed,
deployed, developed and supported should be undertaken.

3. The Society of Radiographers should work with HEIs to fully understand the impact of online
learning on student radiography retention.

4. The Society of Radiographers should undertake further study into why radiography students and
newly qualified radiography practitioners have a low level of confidence and a high level of
anxiety about knowing something and acting on it. 

5. Healthcare providers should work closely with neighbouring service provides and HEIs to
coordinate the timing of and approach to recruiting newly qualified practitioners.

6. The College of Radiographers should lead on the evaluation of the new Christie Therapeutic
Radiography Preceptorship model.

7. The College of Radiographers should ensure that a DRAD preceptorship model is developed,
based on the new HCPC principles of preceptorship; addresses all four pillars of practice;
supports the newly qualified practitioner, and recognises the preceptor role.
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Section H: Appendices 

Appendix 1: Focus of Workstream 4 

Workstream 4

The main focus is to ensure that students and newly qualified prac��oners are supported and as many as
possible are retained in the workforce.

This work will also be linked to workstream AHP 9:Extend the RePAIR work in partnership with Macmillan

Assess the current approach to ensuring job offers for Band 5 posts and the alignment with other healthcare
models

Evaluate confidence and anxiety of final year students and the newly qualified workforce
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Appendix 2: Example of DRAD case study site meeting where 
Workstream was considered  
 

 

 

 

Radiography Workforce Reform Priorities 

Nottingham University Hospitals NHS Trust 

Meeting 2 agenda 

Friday February 10th 11:00-12:30 

 

Time Item 

11:00 – 11:05 Welcome and apologies 

11:05 – 11:15 Notes and actions from 
meeting 1 

11:15 – 11:40 

 

Workstream 3 cont 

11:40 – 11:55 Workstream 4 

Band 5 recruitment  

Self-Confidence and Anxiety 
survey 

11:55 – 12:05 Workstream 8 

11:05-12:15 Workstream 9 

12:15-12:25 Other priorities for the 
Nottingham case study site 

12:25 Date of next meeting 
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Appendix 3: Examples of TRAD Advisory Group meetings where 
Workstream was considered  
   

WRAP TRAD Advisory Group 

Meeting 1 October 26th 13:30-15:30 

AGENDA 

 

Time Item Presented by Paper 
Reference 

13:30 Welcome and introduction to the SoR 
WRAP TRAD team 

Mary Lovegrove 
(CHAIR) 

 

13:40 Background to the WRAP TRAD 
programme 

Mary Lovegrove  Briefing 
paper and 
slides 
presented 

14:00 Workstream 3 Chair + all attendees Slide 
presented 

14:20 Workstream 4 Chair + all attendees Slide 
presented 

14:40 Workstream 7 Chair + all attendees Slide 
presented 

14:50 The Y&H ODN  Apprenticeship 
proposed model 

Hazel Rodger  

15:00 Discussion and next steps All  
15:25 Next Steps Chair  
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WRAP TRAD Advisory Group 

Meeting 2 December 6th 13:30-15:00 

AGENDA 

 

Time Item Presented by 
13:30 Welcome  Mary Lovegrove  
13:35 Apprenticeships in RT Jane Hadfield and Fay Lane 

HEE  
14:00 Discussion about apprenticeships in RT Chair + all attendees 
14:30 Preceptorship developments Alison Sanneh and Wesley 

Doherty, The Christie 
14:45 Priority for next meeting – Support 

Workforce  
Mary Lovegrove 

14:50 Discussion and next steps 
Next meeting January 17th 13:30-15:00 

Mary Lovegrove +All 
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Appendix 4: Student experience in practice placement setting 
during COVID-19 
 

Year I responses 
 

Survey statement DRAD 
Survey I 

% 
outstanding 

or good 

DRAD 
Survey II 

% 
outstanding 

or good 

TRAD 
Survey I 

% 
outstanding 

or good 

TRAD 
Survey II 

% 
outstanding 

or good 
Formal induction or introduction 
at the start of a placement or 
entered a new clinical 
environment 

77 57 76 73 

Overall supervision in the 
practice environment 88 68 69 79 

Discussion at the start of the 
clinical placement 78 52 61 76 

Range of learning opportunities 85 55 62 76 
Opportunities to learn from 
others 70 65 69 61 

Level of communication 
between staff and patients* 89  84  

Staff are friendly 59 65 54 82 
Support from academic staff, if 
needed, while in practice 93 75 100 94 

 %     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 
Good learning environment  93 91 76 97 
Supported in the practice 
environment  93 84 92 91 

Practice environment respected 
inclusion, equality and diversity 93 88 93 91 

Challenged by the amount and 
complexity of the clinical work 75 57 69 80 

Anxious about catching up with 
their academic studies 70 50 84 47 

Still felt like a student on a 
clinical programme 86 81 77 88 

Confident in clinical knowledge 
and skills**  69  77 

Anxious about clinical 
knowledge and skills*  49  56 

NB: * only asked in survey I ** only asked in survey II 
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Year 2 responses 

 
Survey statement DRAD 

Survey I 
% 

outstanding 
or good 

DRAD 
Survey II 

% 
outstanding 

or good 

TRAD 
Survey I 

% 
outstanding 

or good 

TRAD 
Survey II 

% 
outstanding 

or good 
Formal induction or 
introduction at the start of a 
placement or entered a new 
clinical environment 

65 61 50 49 

Overall supervision in the 
practice environment 70 72 78 56 

Discussion at the start of the 
clinical placement 69 60 57 49 

Range of learning 
opportunities 65 59 64 53 

Opportunities to learn from 
others 72 69 64 49 

Level of communication 
between staff and patients* 78  78  

Staff are friendly 71 66 50 64 
Support from academic staff, if 
needed, while in practice 92 69 100 87 

 %     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 
Good learning environment  91 91 78 87 
Supported in the practice 
environment  87 82 65 75 

Practice environment 
respected inclusion, equality 
and diversity 

91 88 85 82 

Challenged by the amount and 
complexity of the clinical work 53 71 85 65 

Anxious about catching up 
with their academic studies 62 62 57 72 

Still felt like a student on a 
clinical programme 82 78 64 75 

Confident in clinical knowledge 
and skills**   72  48 

Anxious about clinical 
knowledge and skills**  49  67 

NB: * only asked in survey I ** only asked in survey II 
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Year 3 responses 
 

Survey statement DRAD 
Survey I 

% 
outstanding 

or good 

DRAD 
Survey II 

% 
outstanding 

or good 

TRAD 
Survey I 

% 
outstanding 

or good 

TRAD 
Survey II 

% 
outstanding 

or good 
Formal induction or introduction 
at the start of a placement or 
entered a new clinical 
environment 

58 72 61 55 

Overall supervision in the 
practice environment 63 68 85 75 

Discussion at the start of the 
clinical placement 78 52 61 76 

Range of learning opportunities 60 68 77 70 
Opportunities to learn from 
others 69 63 77 65 

Level of communication* 83  92  
Staff are friendly 71 66 93 66 
Support from academic staff, if 
needed, while in practice 83 63 69 95 

 %     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 

%     
strongly 
agree or 

agree 
Good learning environment  87 93 100 80 
Supported in the practice 
environment  80 86 92 80 

Practice environment respected 
inclusion, equality and diversity 87 89 92 80 

Challenged by the amount and 
complexity of the clinical work 83 82 84 95 

Anxious about catching up with 
their academic studies 28 54 38 50 

Still felt like a student on a 
clinical programme 58 74 61 85 

Confident in clinical knowledge 
and skills**   81  85 

Anxious about clinical 
knowledge and skills**  48  40 

NB: * only asked in survey I ** only asked in survey II 
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Appendix 5: Student experience in academic setting during COVID-
19 

 
Year I responses 
 

Survey statement DRAD 
Survey I 

%     
strongly 
agree or 

agree 

DRAD 
Survey II 

%     
strongly 
agree or 

agree 

TRAD 
Survey I 

%     
strongly 
agree or 

agree 

TRAD 
Survey II 

%     
strongly 
agree or 

agree 
Provided with the information 
needed at the start of the 
pandemic 

53 84 63 93 

Online provision enables 
effective learning 54 50 71 61 

Online learning fulfils face to 
face contact 35 39 45 54 

Academic staff really helpful 
during the pandemic 83 75 95 82 

Regular feedback from the 
academic staff 54 42 82 50 

Struggled to complete learning 
outcomes with online delivery 69 67 64 53 

Confident in academic 
knowledge  57  60 

Anxious about academic 
knowledge**  55  47 

Anxious about catching up with 
clinical skills** 93 50 87 54 

Felt like a healthcare student 
during COVID. 44 82 58 86 

NB:  ** only asked in survey II 
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Year 2 responses 
 

Survey statement DRAD 
Survey I 

%     
strongly 
agree or 

agree 

DRAD 
Survey II 

%     
strongly 
agree or 

agree 

TRAD 
Survey I 

%     
strongly 
agree or 

agree 

TRAD 
Survey II 

%     
strongly 
agree or 

agree 
Provided with the information 
needed at the start of the 
pandemic 

54 66 68 80 

Online provision enables 
effective learning 64 45 90 31 

Online learning fulfils face to 
face contact 39 18 50 30 

Academic staff really helpful 
during the pandemic 79 63 82 76 

Regular feedback from the 
academic staff 56 40 72 50 

Struggled to complete learning 
outcomes with online delivery 69 66 82 65 

Confident in academic 
knowledge**  53  53 

Anxious about academic 
knowledge**  67  56 

Anxious about catching up with 
clinical skills 93 56 89 50 

Felt like a healthcare student 
during COVID. 57 82 47 73 

NB:  ** only asked in survey II 
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Year 3 responses 

Survey statement DRAD 
Survey I 

%   
strongly 
agree or 

agree 

DRAD 
Survey II 

%   
strongly 
agree or 

agree 

TRAD 
Survey I 

%   
strongly 
agree or 

agree 

TRAD 
Survey II 

%   
strongly 
agree or 

agree 
Provided with the information 
needed at the start of the 
pandemic 

60 48 64 31 

Online provision enables 
effective learning 69 29 78 53 

Online learning fulfils face to 
face contact 48 16 54 39 

Academic staff really helpful 
during the pandemic 73 68 86 69 

Regular feedback from the 
academic staff 49 39 78 54 

Struggled to complete learning 
outcomes with online delivery 59 57 50 61 

Confident in academic 
knowledge** 55 69 

Anxious about academic 
knowledge** 55 31 

Anxious about catching up with 
clinical skills 82 48 86 53 

Felt like a healthcare student 
during COVID. 55 61 54 84 

NB:  ** only asked in survey II 


	Background
	Section A: Student Retention and Progression Data
	Section B: Practice Educators
	Section C: Impact of COVID-19 on Radiography Students
	Section D: Levels of Confidence and Anxiety of Students and Newly Qualified Practitioners. 
	Section E: Recruitment of Newly Qualified Staff 
	Section F: Preceptorship
	Section G: Recommendations from Workstream 4
	Section H: Appendices
	Appendix 1: Focus of Workstream 4
	Appendix 2: Example of DRAD case study site meeting where Workstream was considered 
	Appendix 3: Examples of TRAD Advisory Group meetings where Workstream was considered 
	Appendix 4: Student experience in practice placement setting during COVID-19
	Appendix 5: Student experience in academic setting during COVID-19

	Word Bookmarks
	Backgroundcontents
	SectionAContents
	SectionBContents
	SectionCContents
	SectionDContents
	SectionEContents
	SectionFContents
	SectionGContents
	AppendicesContents





National AHP Preceptorship and Foundation Support Programme
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AHP Preceptorship Workforce Lead
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The Team


Helen Marriott


Midlands Regional Head 
of AHPs and National 


Lead for AHP 
Preceptorship & 


Foundation Support


Programme


Amanda Weaver


AHP Preceptorship 
Workforce Lead


Michael Pearce


AHP Preceptorship 
Workforce Fellow
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AHP Preceptorship and Foundation Support


Aim is for AHPs to have inclusive access 


to tailored support and development opportunities across a range 


of transitions


This will ensure that:


• We support AHPs as they transition into employment


• We recruit and retain our workforce,


• We maximise the potential of the AHP workforce,


• AHPs are supported to build their 4 pillars of practice (Clinical, 


Leadership, Research and Education) from the outset of their 


career,


• Employers are supported to deliver evidence-based preceptorship 


and foundation support and reduce variation in quality of offer to 


AHPs,


• Patients and service users have access to a more confident, 


competent and engaged AHP registered workforce.
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Outputs


Pre-preceptorship


✓ Step to Work (e-learning)


✓ Best Practice Guidance


✓ Recommendations for Pre-preceptorship 


considerations for protected characteristics and 


intersectionality


✓ Recommendations for Pre-preceptorship and 


Preceptorship profession specific considerations


Preceptorship
Foundation 


Support


Additional Outputs


✓ Growing Your AHP Career Resources


✓ Learning Hub


✓ Case Studies


✓ Monthly Newsletter


✓ HCPC Preceptorship Principles


✓ AHP Preceptorship Implementation Framework


✓ Multi-professional Preceptor eCompendium (e-


learning)


✓ Therapeutic Radiographers - National 


Preceptorship Program


✓ Recommendations for Preceptorship in Primary 


Care


✓ Recommendations on 


Support Worker delegation, 


supervision and 


accountability - collaborative 


project with support worker 


programme
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Step to Work (Pre-preceptorship)


Step to Work is an online programme hosted on e-learning for health (e-lfh). The aim 


of Step to Work is to provide an additional layer of support to ease the transition into 


employment for AHPs (pre-preceptorship).


3 National Launch Webinars 


Launched


22/11/22


https://www.e-


lfh.org.uk/programmes/ste


p-to-work/


Please click on the link 


or scan the QR code to 


access the step to work 


programme webpage


Future webinar dates:


• Mon 24th April (11:00 – 12:30)


Registration Form


Please click on the 


link or scan the QR 


code to register for 


future Step to Work 


Webinars. 



https://events.teams.microsoft.com/event/53bc7bdc-690e-4b9e-9249-db4fddf336e6@ffa7912b-b097-4131-9c0f-d0e80755b2ab
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HCPC Preceptorship Principles Consultation


• HEE and HCPC have co-produced Preceptorship Principles for all AHPs and wider 


HCPC registrants.


• These principles were formed from research into what works about AHP 


preceptorship, for whom, and in what contexts? The project then produced 


evidence-based statements of ‘what works’ which informed the first draft of 


preceptorship principles.


• Through pre-consultation engagement with stakeholders these evolved, and these 


Principles went out for consultation Oct-Dec 2022.


• HCPC Council have now approved the Preceptorship Principles for 


publication in Summer 2023
Consultation report Feb 2023:


Consultation on principles for preceptorship –


analysis and decisions



https://www.hcpc-uk.org/resources/consultation/2023/consultation-on-principles-for-preceptorship--analysis-and-decisions/

https://www.hcpc-uk.org/resources/consultation/2023/consultation-on-principles-for-preceptorship--analysis-and-decisions/
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AHP Preceptorship Implementation Framework


In January 2023, a 


commissioned project 


started on developing an 


implementation 


framework to support 


the HCPC Preceptorship 


Principles


1


2


3
4


5
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Multi-professional Preceptor eCompendium
Joanne Garside (Huddersfield University) commissioned as author to develop the national Preceptor eCompendium multi-


professional resource (on ELfH) for Nurses, Midwives, and Allied Health Professionals, to fully support and prepare aspiring 


Preceptors whilst also providing refresher resources for current and returning Preceptors.


Timeline:


- Unit's 1-2, pilot complete and now 


at final edits


- Unit's 3 at review stage


-Units 4 &5 – plan for scripting / 


further consultation webinar with 
preceptors to collaborate


Launch of Units 1 & 2 May 2023


Launch of Units 3-5 Summer 2023


Engagement to date


Preceptor subject matter expert group 


over past 12 months to identify core topic 


areas / share insights


2 well attended multi-


professional consultation webinars for 


preceptors to support content 


development of unit's 1 and 2


6x AHPs review of units 1 & 2


Unit 1: What is 


Preceptorship?


Unit 2: Leadership 
and Coaching


First 3 modules 
topics confirmed


Unit 3: Identifying and 


agreeing individual 


preceptee's learning and 


support needs
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Learning Hub
A digital platform providing centralised access to a wide range of resources to support the work of the Preceptorship and Foundation Support Programme in sharing 


resources / links / guidance and case studies to support individuals, professions and organisations and support development of tailored support for staff.


Future webinar dates:


Professional 


specific 


guidance


Creation time – We need you!  
This is about sharing and learning with each other.  What do you 


have that you could share?


Future webinar dates:


Evidence for early 


careers support


Policies key shared 


documents and 


resources


Links to online 


training and 


resources


Going Live end of March 2023 – Look out for the sharing of 


the link to the programme page shortly……


Preceptorship / 


Step to work 


implementation 


case studies


…. the more 


contributions, the 


more it grows


Access


https://learninghub.nhs.uk/catalogue/AHP-Preceptorship-Foundation


- e-LfH account


- OpenAthens (NHS 
England or NHS 
Scotland)


- an individual account 
can be set up by 
contacting the 
learning hub support 
team via this Link



https://learninghub.nhs.uk/

https://protect-eu.mimecast.com/s/OCOqC3yPRcZnZJQTgN5FE?domain=learninghub.nhs.uk

https://support.learninghub.nhs.uk/support/tickets/new
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Programme links with East of England


• Step to Work – West Hertfordshire Teaching hospitals NHS Trust
• Implementation Framework – Case study from Cambridgeshire and Peterborough NHS Foundation 


Trust and links with East of England Ambulance Service Trust (EEAST)
• Preceptor eCompendium – Band 5 OT from Suffolk part of review
• EEAST Case study
• Linked with Sara Ennew for update at Regional retention event March 2023


• Return to Practice – linked with Sushant Jeurkar  - East of England Clinical Fellow (Workforce) 
Sushant.jeurkar@hee.nhs.uk


• Links with RTP and pre-preceptorship and preceptorship
• Bespoke regional project with Coventry University
• Can people link in with Sushant regarding Preceptorship and RTP offer within organisations 



mailto:Sushant.jeurkar@hee.nhs.uk
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Thank you!


Email: ahp-preceptorship@hee.nhs.uk


Scan QR code for access to webpage 


Scan QR code to register for monthly newsletter



mailto:ahp-preceptorship@hee.nhs.uk
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a b s t r a c t


Introduction: The choice of career and speciality can be a complex process. It is unclear what influences
career decisions within undergraduate radiographers and whether the curriculum provides sufficient
support.
Methods: An online cross-sectional survey was undertaken. All undergraduate diagnostic radiography
students within one UK higher education institution were invited to participate. Questions were related
to anticipated career choice, motivational factors and influences.
Results: The response rate was 67.6% (90/133). The most popular specialist area for career preference was
general radiography. The top three motivational factors were work life balance, career development and
job satisfaction. The most influential factors on career choice were clinical placements, radiographers on
placements and formal teaching. Career guidance was predominantly sourced from the personal aca-
demic tutor and was informed by role models.
Conclusion: Radiography academic teams and clinical placement providers must work together to ensure
that students have access to high quality placements across specialities. The experiences received during
undergraduate training are important in specialty choice.
Implications for practice: Career guidance is essential and should begin as early as possible. Clinical and
academic radiographers need to appreciate the influence they have on students future career plans.


© 2021 The College of Radiographers. Published by Elsevier Ltd. All rights reserved.

Introduction


Diagnostic imaging continues to see increasing demands,
particularly to support cancer targets and other clinical priority
areas.1 The recruitment of students into the graduate workforce
and their long term retention in the profession is therefore critical,
even allowing for the use of skills mix to expand image acquisition
capacity.2 The need to develop radiographers who are committed
to a career in healthcare is essential, particularly with United
Kingdom (UK) vacancy rate reaching almost 10%.3 In the UK the
training of diagnostic radiographers comprises a BSc (Hons) degree,
or a pre-registration Master's level award, incorporating both aca-
demic and clinical placement learning. Higher Education In-
stitutions (HEIs) must deliver a curriculum to prepare students for
tasks associatedwith their first post which satisfy the requirements

ett).


lished by Elsevier Ltd. All rights re

of the regulator, the Health and Care Professions Council (HCPC)
and their Standards of Proficiency for Radiographers.4


Diagnostic radiography graduates have traditionally sought
their first post within general radiography before moving into other
areas after several years.5 As a result radiography curricula have
predominantly focussed on this career path.6 Clinical placements in
other specialist areas are included to broaden the understanding of
patient pathways and the profession, whilst also facilitating long
term career planning.5 However, the evolving nature of healthcare
practice, changes in technology and increased demands on ser-
vices7 has resulted in greater opportunities alongside potential for
role enhancement and advanced practice.3 This has led to some
radiographers now securing first post appointments outside of
general radiography and long term career decisions regarding
specialisation are being made earlier. Additionally, there is a need
to address recruitment to lower profile specialities such as
mammography and interventional radiology (IR) which often
struggle, in comparison to the high-profile areas of computed to-
mography (CT), magnetic resonance imaging (MRI) and ultrasound
(US). It is therefore essential that the contemporary radiography

served.
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Table 1
Response rate by sample and year group.


Year 1 Year 2 Year 3 Total


Student cohort (No.) 62 44 27 133
Respondents (No.) 29 40 21 90
Response rate (%) 46.7 90.9 77.7 67.6


K. Hizzett and B. Snaith Radiography 28 (2022) 162e167

curriculum reflects the future needs of the profession and health-
care services.5,8


There is limited information regarding the influences on the
career directions of radiography students,9 but it is known that
many variables can play a role including family, lifestyle, person-
ality, and gender.10 Further, decisions regarding career specialisa-
tion have been shown to be influenced by financial gain,11 prestige
and external perceptions.12 Specialty choices are also informed by
educational experiences,13 although it is unclear how radiography
programmes are influential and whether they guide students in
short or long-term career planning.


This project aimed to scope the influential factors in diagnostic
radiography students future career choices and to specifically
determine how the undergraduate programme contributes to
shaping the decisions.


Method


The study setting was a single HEI in northern England which
offers a three-year full-time undergraduate degree in diagnostic
radiography. The degree programme includes academic and clinical
practice placement within all three years and the students are each
hosted at a single NHS hospital Trust, with opportunity for an
external elective placement in the final year. Institutional ethical
approval for the study was provided (EC26159) prior to
commencement.


Following a review of the literature a cross-sectional survey was
developed using Online Surveys (Jisc, Bristol, UK). The initial survey
design was piloted on a small number of undergraduate students
prior to launch resulting in minor amendments. The final survey
(supplementary material) sought information regarding basic stu-
dent demographics, role aspirations and motivating factors. Re-
spondents were asked to rank a list of potential speciality areas
from 1 (first choice) to 10 (lowest). It was possible to allocate the
same value tomultiple specialities and therewas no requirement to
use all 10 values. Although the survey used predominantly closed
questions to maximise participant engagement a number of ques-
tions enabled free text comments to be added to provide further
information.


An electronic invitation to the survey was sent by email in
March 2021 and an explanatory video was posted on the uni-
versity virtual learning environment together with a link to the
survey. A participant information sheet explained the study
purpose, the ethical considerations and confirmed confidentiality
of responses with no specific identifiable data, beyond age
category, gender and year of study, being sought. The survey
remained open for eight weeks, with reminders posted at four
and six weeks.


Statistical analysis was undertaken in SPSS (v 27.0), speciality
choice values were reversed numerically for graphical representa-
tion (1 became 10, 2 became 9, etc.). Non-response bias was
assessed using Chi-square for responses in the first week (early)
and last week (late) of the survey data collection period.
ManneWhitney Uwas used for comparison of speciality ranking by
gender. Free text comments were collated and analysed themati-
cally through identification of emerging and common concepts
within and across the student cohorts.


Results


All 133 students enrolled in a diagnostic radiography pro-
gramme in a single HEI were invited to participate. In total, 90 re-
sponses were received across the three years of the programme, a
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response rate of 67.6%. The distribution of respondents per aca-
demic cohort is summarised in Table 1.


Analysis of the early (n ¼ 36) and late (n ¼ 21) questionnaire
responses demonstrated no significant difference in engagement
between the different year groups (X2 ¼ 2.6; p ¼ .269) or whether
the students knew the speciality they wished to pursue before
starting their degree (X2 ¼ 0.084; p ¼ .770).


The respondents were predominantly female (n ¼ 73/89;
82.0%), with one respondent not specifying their gender. The stu-
dent ages ranged from 18 to 54 years, with the majority below 25
years of age (n ¼ 55/90; 61.1%).


Overall, almost all respondents indicated that they were
intending to apply for registration, and work, as a radiographer
upon completion of their degree (n ¼ 87/90; 96.7%). The three re-
spondents who were undecided, or not intending to remain in the
profession, explained that the job was “boring and repetitive” (Year
1), that they “want to look at undergraduate medicine or starting my
own business” (Year 2), or “do not feel that this career option offers a
good work/life balance. As a single parent this is a very important
factor for me and perhaps wasn't something I had considered when
beginning the programme” (Year 3). Additionally, a further student
said they were considering a future move to Physician Associate
training.


When asked whether they were hoping to work at their clinical
placement site, 70.0% (n ¼ 63/90) confirmed they were. Of the
remainder, 17 (18.9%) were planning on remaining within the same
geographical region. Reasons for choosing to relocate after degree
completion included “Originally from outside of [region]” (Year 1),
“Closer hospitals to my home” (Year 2), “Willing to locate for the best
opportunity” (Year 2), “I want to explore the field in another country”
(Year 2) and “I don't live in [region] and the world is to be explored”
(Year 3).


Of the 11 motivational factors assessed for importance when
considering career decisions the most important areas to the stu-
dents were focussed on personal wellbeing and career opportu-
nities (Table 2). Variation was noted across the three year groups
suggesting that some factors may vary over the length of student
experience.


General radiography was the career speciality preference for
most respondents, followed by ultrasound and cross-sectional
imaging (Fig. 1). Five students (three Year 2 and two Year 3) pro-
vided an additional free text response identifying an additional
preference, all stating they would choose “reporting”. Of these, four
had identified general radiography as their first or second choice
with the other ranking ultrasound first followed bymammography.


A gender bias was observed in the choice of some specialities,
with a significantly greater number of females ranking ultrasound
(z¼ 2.83; p¼ .0046), mammography (z¼ 3.57; p < .01) and general
radiography (z ¼ 2.05; p ¼ .040) higher. Conversely, males were
more likely to rate PACS (z ¼ �2.25; p < .05) higher than females.
Given the higher number of female students in the sample (82.0%),
the gender speciality preferencesmay have had an influential factor
in the overall pattern.


Almost one third of respondents (n ¼ 29/90; 32.2%) had a clear
career direction planned at the start of their degree, of these 11







Table 2
Factors considered important when thinking about career choices.


Motivation Factor Year 1 No (%) Year 2 No (%) Year 3 No (%) Total No (%)


Work Life Balance 27 (93.1) 39 (97.5) 21 (100) 87 (96.6)
Career Development 27 (93.1) 39 (97.5) 21 (100) 87 (96.6)
Job Satisfaction 26 (89.7) 39 (97.5) 21 (100) 86 (95.5)
Income Potential 21 (89.7) 37 (95.0) 21 (100) 85 (94.4)
Work Environment 27 (93.1) 37 (92.5) 21 (100) 85 (94.4)
Intellectual Stimulation 25 (86.2) 37 (94.9)* 19 (90.5) 81 (91.0)*
Variety of Work 23 (79.3) 35 (87.5) 18 (85.7) 76 (84.4)
MDT Working 26 (89.7) 35 (87.5) 12 (57.1) 73 (81.1)
Ability to work autonomously 22 (75.9) 34 (87.2) 14 (66.7) 70 (77.8)
Research opportunities 20 (69.0) 16 (40.0) 6 (28.6)* 42 (47.7)*
Prestige 10 (34.5) 22 (55.0) 9 (42.9) 41 (45.6)


Note: *not all eligible students in the cohort answered this question. Percentage calculated from responses received.


Figure 1. Specialty preferences across the three cohorts (score reflects cumulative
ranking).
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(37.9%) stated their preferences had changed during their studies.
In terms of the influential factors in their choice of career path the
majority of students felt that their experience on clinical placement
had contributed the most to their decisions (Table 3). Some cited
influential role models in clinical practice, for example “A radiog-
rapher on placement who was very enthusiastic about her job and
spent lots of time explaining and demonstrating her role to me” (Year
2). Another student described “Certain people seem very passionate
about interventional [radiology] and have made it look and sound very
interesting and quite fulfilling as a job role!” (Year 2). Interestingly
the influence of others outside of the clinical setting, i.e. family,
appeared to reduce over the length of the course. The de-
mographics of the students also may reflect their radiography
career aspirations with one student stating that “As a mature

Table 3
Influencing Factors when making Career Choices.


Influencing Factor Year 1 No (%)


Clinical Placements 28 (96.6)
Other Radiographers on Placement 27 (93.1)
Formal Teaching 23 (79.3)
Medical Imaging Option Module 21 (72.4)
Prior Knowledge/Perception of Speciality 21 (72.4)
University Lecturers 20 (69.0)
Clinical Supervisor 20 (69.0)
Other Radiography Students 20 (69.0)
Family members 20 (71.4)


Note: *not all eligible students in the cohort answered this question. Percentage calcula
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student I would want to be able to develop my career and advance
quickly” (Year 2).


Importantly, some students felt that there had been limited
opportunities so far to consider their career planning.


“I'm only a first year we've not spent much time discussing careers
yet.” (Year 1)


“At the moment there does not seem to be any guidance particu-
larly on career choices and progression and the [university] careers
service does not seem to focus on healthcare careers.” (Year 2)


Further, respondents acknowledged a desire for dedicated
teaching on career opportunities, both from academic and clinical
staff, this was particularly for those in the second and third year of
their programme, including


“More career-based tutorials - what each modality entails in a day
to day working life” (Year 2)


“More radiography careers sessions where radiographers of
different modalities come to speak to us solely about the different
modalities career opportunities.” (Year 2)


“More lectures based on getting jobs and progression within the
field” (Year 3)


Some saw that an academic staff member would be an appro-
priate advisor


“Personal careers meetings with a lecturer that knows me well and
knows my strengths to advise me.” (Year 2)


“More one to one with PAT [personal academic tutor].” (Year 1)


Importantly, increased exposure to different imaging modalities
and areas was seen as an important factor in supporting student's

Year 2 No (%) Year 3 No (%) Total No (%)


39 (97.5) 21 (100) (97.7)
35 (87.5)* 20 (95.2) (91.1)
31 (77.5) 16 (76.2)* (77.7)
25 (65.7)* 18 (85.7) 64 (72.7)*
28 (70.0) 13 (61.9) 62 (68.8)
27 (67.5) 11 (52.4) 58 (64.4)
23 (59.0)* 11 (52.4) 54 (60.7)*
22 (55.0) 6 (28.6) 48 (53.3)
17 (42.5) 8 (38.1) 45 (50.6)*


ted from responses received.
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career decisions, particularly giving choice and being less
prescriptive


“More flexibility of time spent in students' modality of choice. If
given the choice to spend more time in area of particular interest,
students would be able to give further consideration to career op-
tions.” (Year 2)


“More time and different shifts spending in modalities” (Year 2)


“Whilst we are being exposed to modalities we are being trained to
start in band 5 X-ray and this feels like the default career option.”
(Year 2)


“Be given the choice of which modalities we would and wouldn't
like to experience in second year based on whether we see our-
selves progressing to that sector post qualification. Will give us the
chance to spend more time in preferred modalities.” (Year 3)


Other opportunities to gain information about different speci-
alities were identified. Rather than specifically hospital recruitment
events they suggested education around career pathways across
different specialist areas and organisations.


“Give more information on how you would actually progress to
specialising in different areas, as this still confuses me.” (Year 1)


“Have a dedicated day with people from different field talking
briefly of the work they do” (Year 2)


“Perhaps some kind of careers “event” specifically for radiography
students. I think this may currently be offered in the different Trust
hospitals but a student may only be aware of the events held by
their host Trust and therefore miss out on opportunities at other
sites.” (Year 3)


Discussion


The overall response rate for the study was reasonably high,
although there was lower engagement from year one students,
perhaps reflecting their limited knowledge of the profession at that
stage of their studies. Analysis of non-response bias confirmed that
those not responding would not have been likely to influence
overall outcomes. There were a greater proportion of female re-
spondents, however this matches the overall diagnostic radiogra-
pher profile with 74.1% of the 36,923 HCPC registrants14 being
female.


The key positive finding from the research is that upon
completion of the diagnostic radiography programme the over-
whelming majority of the participants were intending to work
within radiography. Students identified lifestyle factors, such as the
importance of work life balance, as a critical factor when consid-
ering career choices, in line with the published literature.15e19


Interestingly, this was of joint importance to career development
which has been recognised by others,23e25 and confirms that stu-
dents are ambitious but want job satisfaction. Prestige and the
opinion of others, including the media, have been shown to be
influential factors within the medical literature,18,20e22 whereas
this study suggests this is less relevant in radiography, perhaps
related to the lower profile of the profession.


Upon being asked if the students were planning on applying for
their first radiographic post at their clinical placement site, most
did, although some cited aspirations to work abroad or relocate for
the best opportunity, again confirming the desire for job satisfac-
tion and career development. This is similar to Williamson and
Mundy25 who found that 78.6% of the radiographers they surveyed
would move for career development opportunities.
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When ranking their current radiography career preference
general radiography was the first choice. This contradicts previous
research which suggests that cross sectional imaging is of greater
interest but may be influenced by potential for future enhanced
practice opportunities. This may be corroborated by the free text
responses which cited reporting as a career choice, and as seen in
the literature role extension opportunities are desirable to radiog-
raphy students.26,27 However, this also signifies a misunder-
standing amongst the students, as reporting is an enhanced and/or
advanced practice opportunity which can be undertaken in mul-
tiple speciality areas and this confusion may need to be chal-
lenged.6 Gender preferences are perhaps not unsurprising, with
technical areas, such as informatics, being identified by others26 as
more aligned with male interests, whereas softer skills such as
counselling, as required in ultrasound and mammography, being of
interest to females. It is also important to remember that
mammography remains a female only speciality. Research oppor-
tunities was one of the lowest scoring factors for career choice, in
contrast to the medical literature,17,21,28,29 but similar to other non-
medical career studies.9,30e32 This may reflect the low profile of
research in radiography, particularly the opportunities for clinical-
academic roles.33 It maybe also demonstrate a lack of under-
standing of the requirement for advanced and consultant practi-
tioners to be research active.


Sutton et al.17 explain that career speciality choices, within a
chosen profession, are often considered prior to commencing un-
dergraduate studies, however this study showed that 67.7% of the
students did not know which speciality they wanted to work in
prior to the programme. This may suggest that a lack of awareness
about radiography, and its different facets, within the general
population and particular amongst school leavers. Of the 29 stu-
dents who had a firm career choice prior to commencing their
studies, 11 of them had subsequently changed their mind, a phe-
nomenon that Sutton et al.17 also identified. Importantly, the un-
dergraduate degree does appear to help influence and guide
students with their decision making, in line with previous
studies,13,34,35 although there is more that can be done to guide pre-
registration students.


This study has established that speciality choice is strongly
influenced by the clinical and academic settings, with the most
significant factor being the experiences gained during clinical
placements, aligned with previously published studies.18,24,28,36


Limited opportunities to engage whilst on placement has been
shown to negatively influence the choice of that speciality on
graduation.24 Others have described the central role in which in-
dividual clinical staff play in shaping undergraduate student's at-
titudes.13,22,24,37 This was replicated in the results of the project,
with 91.1% strongly agreed that radiographers on clinical placement
influenced their career decisions, with several identifying positive
role models as an factor. Taylor at al24 also found that an academic
role model who was enthusiastic about their career was a critical
influence, in their case to choose mammography.


Interestingly, some students identified potential improvements
for how the course could better provide career advice. The students
perceived a strong bias within the curriculum towards preparing
them for general radiography, perhaps explaining why this was the
highest ranked speciality. Several of the comments from the stu-
dents confirmed that they desire increased exposure to all
specialist areas in order to inform their decision making, consistent
with the wider literature.26e30,38 With increasing first post ap-
pointments in a range of specialities and opportunities for
advancement in clinical practice not being limited to a single area,
ongoing review of the pre-registration curriculum is vital to pre-
pare and inform future radiography workforce planning.
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Limitations


It is important to note that the study was conducted during a
global pandemic. The sample comprised a single HEI and therefore
the generalisability of the findings is limited. Future larger scale
research is required to support long term workforce planning and
design of pre-registration radiography curricula. The influence of
family on career choices as a concept was based on the findings in
the literature review, whereaswider socio-cultural factors were not
considered, this is perhaps an oversight and should be considered
in future research.


Reporting (independent image interpretation) is acknowledged
to be a focus of clinical practice for many in UK advanced and
consultant radiographer roles. This was not considered to be a
standalone career choice in the questionnaire construction as it is a
task-related activity within many specialisations and only one of
many areas of role development. With hindsight the choice of PACS
as a career speciality should have been broadened to informatics,
particularly to reflect the future impact of artificial intelligence on
the radiography profession.39


Conclusions


The results from this evaluation conducted within a UK HEI
have shown that the most significant motivational factors when
considering diagnostic radiography career decisions were life-
style and career development. The findings also showed that the
three greatest influences on career choice are clinical placement
experience, clinical radiographers and formal teaching. The re-
sults have demonstrated the effects of experiences gained
whilst on clinical placement and it is therefore essential that
clinical staff understand their responsibilities and the opportu-
nities to support the recruitment of future generations of
radiographers.


The project has shown the importance of starting career guid-
ance early within the undergraduate curriculum. Importantly, ac-
ademic teaching and clinical placement opportunities need to
reflect the breadth of radiography specialisations, enabling them to
make appropriate optionality choices and decisions regarding their
future careers. It is important to note that the radiography aca-
demic team together with their clinical placement partners have a
responsibility to be responsive to service needs and to also ensure
that undergraduate radiography students are made aware all of
career opportunities that may exist.
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Anxiety and Self-confidence 
in clinical decision making 


Diagnostic radiography final year 
students (n-51) and newly qualified 


radiographers (n-22)


NASC-CDM©







Guide to presentation of 
the data


❑ This large data set is presented using 100% stacked bars.


❑ The 27 items for self-confidence and anxiety are presented using the three dimensions that Dr Krista White recommends:


❑ Using resources to gather information and listening fully


❑ Using information to see the big picture


❑ Knowing and Acting


❑ There are a six slides displaying the data, three self-confidence data sets and three anxiety data sets.


❑ The items are presented according to dimension and item number is noted in brackets e.g. Realise the need to talk with 
mentor/supervisor (22).
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  South West Region Diagnostic Radiography (DRAD) Preceptorship Project 


Introduction 


Supporting preceptorship and early career frameworks for new to role diagnostic radiographers 
(DRAD) was identified as priority by the SW DRAD Workforce Action Group and mirrored that of 
the national and regional Health Education England (HEE) Reducing Pre-registration Attrition and 
improving Retention (REPAIR) programme. Engagement with Allied Health Professions (AHP) 
and Clinical Imaging leads indicated variation in preceptorship offers for diagnostic radiographers 
across the region.  
 
The purpose of the project was to scope the current and future preceptorship provision for 
diagnostic radiographers and to codesign and coproduce support for new to role colleagues within 
the DRAD workforce in the south west region.  


 


Key Drivers/Need for the Project 
 


• Preceptorship programmes have been shown to be a key element of ensuring effective 
transition from student to registrant. 


• Retaining students in their final year and preventing attrition of a new registrant is key to 
ensuring financial sense and addressing the Department of Health and Social care 
mandate to Health Education England. 


• Recent research has recommended standardisation of preceptorship programmes for 
newly qualified practitioner (NQP) DRADs regarding content and delivery. The intention 
being to reduce variation in what is offered and to drive up quality. (An evaluation of 
current mentorship/preceptorship practices for newly qualified radiographers in Northern 
Ireland 2020).  


 
National documents / strategies / policy drivers linked to project: 
 


• NHS Long Term Plan v1.2 August 2019 


• NHS England » We are the NHS: People Plan for 2020/2021 – action for us all 


• The Department of Health and Social Care mandate to Health Education England: 2019 


to 2020 (publishing.service.gov.uk) 


• Health Education England - The ‘Impact of COVID-19 on Students’ Survey – Key 
Findings Reducing Pre-registration Attrition and Improving Retention | Health Education 
England (hee.nhs.uk) 


• HCPC Preparation for practice: The role of the HCPC’s standards of education and 


training in ensuring that newly qualified professionals are fit to practise preparation-for-


practice.pdf (hcpc-uk.org) 


• The Society of Radiographers Reducing Pre-registration Attrition and Improving 


Retention in Radiotherapy. (August 2021).  


 


 
 



https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf

https://www.england.nhs.uk/ournhspeople/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/815411/hee-mandate-2019-to-2020.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/815411/hee-mandate-2019-to-2020.pdf

https://www.hee.nhs.uk/our-work/reducing-pre-registration-attrition-improving-retention

https://www.hee.nhs.uk/our-work/reducing-pre-registration-attrition-improving-retention

https://www.hcpc-uk.org/globalassets/resources/reports/preparation-for-practice.pdf

https://www.hcpc-uk.org/globalassets/resources/reports/preparation-for-practice.pdf

https://www.sor.org/learning-advice/professional-body-guidance-and-publications/documents-and-publications/policy-guidance-document-library/reducing-pre-registration-attrition-and-improving

https://www.sor.org/learning-advice/professional-body-guidance-and-publications/documents-and-publications/policy-guidance-document-library/reducing-pre-registration-attrition-and-improving





  SW DRAD Preceptorship Project 


 


 3 


Key Outcomes 
 


• To strengthen the ‘flaky bridge’ taking targeted actions aligned to recommendation 11 of 
RePAIR: Levels of student confidence to address factors affecting students as they make 
the transition to newly qualified practitioner.  


• Delivery of a preceptorship model that will provide clear guidance to support those new 
to role as well as those responsible for providing personal and professional support. 


• Produce a pastoral “buddy” mentor training/leadership offer.  


• Be able to articulate the impact and benefits to Higher Education Institutions (HEIs), 
employers, preceptees, and people who use services.  


• To share learning via the HEE SW RePAIR programme and to promote the learning 
nationally for wider benefit via the Society of Radiographers.  


 


Preceptorship Definition 


For the purposes of this project preceptorship is defined as: 
 
A period of structured transition for the new to role practitioner. The preceptee will be 
supported/scaffolded to develop their confidence and consolidate their capabilities in a safe 
environment, as an autonomous practitioner/professional aligning to HCPC standards. 
The preceptorship programme will focus on personal and professional self-care, values, and 
behaviours, include reflective learning, and enable a sense of belonging to support continuous 
professional development and life-long learning. 
 


(DRAD workforce action group SW - August 2021) 
 


Methodology and Findings 


This project was divided into 2 task and finish groups:  
 
1) Preceptorship programme development, task, and finish (T&F) group 
 
2) Preceptorship ‘buddy’ scheme, task, and finish (T&F) group 
 
Each T&F group comprised of a group leader and key stakeholders from across the region 
including HEI representation, practice educators, preceptors, internationally recruited staff, pre-
registration DRAD students, representation from the NHS and private sector and the Society 
College of Radiographers as the professional body. Each T&F group was facilitated by a 
member of the HEE SW workforce team.  
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Task and Finish Group 1: Programme Development 
 
Aim  
To work on a preceptorship programme that will enable a sense of belonging for those new to 
role. 
 
Objectives 


• To develop and embed preceptorship into diagnostic radiography services across the 
SW. 


• To agree regional principles and practices to meet the needs of diagnostic radiography 
preceptees. 


• To co-produce an early clinical career delivery model inclusive of final year students, 
preceptees, preceptors and early career radiographers, with HEI and provider 
colleagues. 


• To facilitate HEIs working together in the SW region to introduce a standardised 
preceptorship programme commenced in the HEI setting.  


 
Method 
Three surveys were undertaken to address the objectives:  
 


1) A survey for operational service lead/manager to scope what exists and ideas for 
improvement and importance of preceptorship within team/service delivery. 


2) A survey to understand Preceptors and Preceptees perspectives of preceptorship.   
3) Survey final year students to understand what would be attractive/ what do they look for 


in a preceptorship offer. 
 


This was supported by international recruitment information from The Society of Radiographers 
and The International Recruitment of Radiographers and the Development of a Workplace 
Integration Support Package from Marjon University 
 
 
Findings 
 


1. Manager survey-13/15 respondents 
 


69% of respondents had an organisation preceptorship programme but only 25% had a DR 
specific preceptorship programme.  
 


88.9% of organisation programmes were aimed at newly qualified practitioners. 
 


Communication, management and leadership, teamwork and NHS values featured in most 
organisation preceptorship programmes. However, there were a wide variety of different 
areas that also featured.  
 


66.7% of respondents indicated there was protected time to undertake preceptorship but not 
protected time for preceptors to undertake preceptorship.  
 


There was an equal split in terms of how often a preceptee and preceptor were rota'd together 
that ranged from every shift to less than once a month. 
 



file:///C:/Users/Carrie.Biddle/Downloads/(https:/www.sor.org/getmedia/98860982-8044-4f6e-a1b8-bc985b8df06c/international_recruitment.pdf_2)

https://www.hee.nhs.uk/our-work/allied-health-professions/increase-capacity/supporting-international-recruitment-ahp%E2%80%99s/collaborative-approaches-ahp-international-recruitment

https://www.hee.nhs.uk/our-work/allied-health-professions/increase-capacity/supporting-international-recruitment-ahp%E2%80%99s/collaborative-approaches-ahp-international-recruitment
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Only 44% of organisations had preceptor training. This was mainly on-line training (60%) 
 


Where there was a department specific preceptorship programme, 71% had profession 
specific competences. 
 


57% had protected time for their preceptor to meet with their preceptee 
 


Where there was a department specific preceptorship programme, 71% had profession 
specific competences. 


• 57% had protected time for their preceptor to meet with their preceptee 
• 42.9% had protected time to develop the preceptorship programme 
• 42.9% of respondents were able to be rota'd with their preceptee at least once a 


fortnight 
• 71% of departments offer preceptor training and this is department specific 
• 92% of departments offer mentor support 


The majority of respondents preferred a mixed method delivery approach of on line and face 
to face 


 
Qualitative comments included: 
 
“To have an AHP/profession specific program. An easy way to record progress similar to the e-
appraisal process. More time allocated for preceptor training and time with preceptee” 
 
“Staff feel really supported” 
 
“Gives new starters or new to role staff the confidence that they have the skills to meet their 
scope of practice effectively and safely” 
 
 


2. Preceptor/preceptee survey- 33 respondents 
 


30% or respondents became aware of preceptorship in their final year 
 


63% had been offered preceptorship within their career 
 


The skills and attributes needed to be a good preceptor scored from 6-10 (10 being the most 
important) with communication skills, empathy, confidentiality and feedback and motivation 
ranking the highest 
 


Active listening, awareness of the preceptee's role, equity and diversity, and ability to give 
effective feedback scored the highest in terms of the most important training skills required 
 


66% of those that had undertaken a preceptorship programme undertook a dept specific 
programme 
 


The average length of time for a preceptorship programme was 6 months 
 


48% of respondents received no training to become a preceptor 
  


The majority of respondents wanted a combination of on-line and face to face preceptorship 
delivery 
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Qualitative comments included: 
 
“As a preceptor I was not offered a preceptorship when new in my role 10 years ago. It would 
have made me feel more supported and confident in my role” 
 
“We had full support from a mentor in the department who we could talk through any struggles 
with. We didn't work with students or do any out of hours so we could transition from student to 
radiographer” 
 
“It offered me a period of settling into the routine, practices and protocols of the department” 
 
“Having my line manager on board would have made a big difference” 
 


3. Student Survey- 9 respondents 


78% of respondents knew what the term preceptorship meant, with only one person not 
knowing. 


All of the respondents though that they would benefit from a structured preceptorship 
programme, and all but one though that they would feel more confident knowing that there 
was some standardisation nationally in what was offered 


In terms of how many years experience the respondents felt a preceptor should have, 44% 
felt that ‘a few years’ of experience would be preferable, and another 44% felt that it didn’t 
matter as long as the preceptors themselves are supported if needed.  Only 11% felt that a 
preceptor needed to have ‘many years’ experience. 
 


Other factors that students felt would be important in a preceptorship programme include: 
• One to one discussion to address any concerns: 44% 
• Able to approach preceptor openly and with no judgement: 78% 
• Feel valued: 56% 
• Feel included: 78% 
• Dedicated time: 56% 
• Constructive feedback: 78% 


 
One respondent also felt that clinical skills were important to avoid becoming deskilled 


The factors that respondents felt were most important in a preceptorship programme were 
the opportunity to learn best practice and become more autonomous.  They felt that become 
more confident in practice and refining skills were also important.  Only 22% felt that ‘refining 
values and behaviours’ was an important part of preceptorship.  All respondents felt that it 
was important that organisations adapt preceptorship to meet these needs. 
  


The students felt that it was important that the effects of the pandemic on their learning and 
transition into newly qualified roles was acknowledged.  This includes understanding of 
individual needs (78%), one to one sessions (89%) having a named buddy/mentor (67%) 
and being signposted to other available services such as counselling or occupational health 
(56%) 
 


Other comments suggestions for consideration in preceptorship programmes included: 
“Highlight and promote CPD days to encourage new starters to explore their field of interest” 
“Staff which are motivational and supportive and ultimately want to help, not staff that have 
been forced into the role” 
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The diagram below shows the desired triangulated model and approach to preceptorship 
codesigned by the task and finish workstream 1 group members between higher education 
institutions (HEIs) and provider organisations for newly qualified registrants.  


 


 


 
 
Task and Finish Group 2: Preceptorship Mentor Scheme 
 
Aim  
To work on a mentor “buddy” scheme to supplement and support the preceptorship programme.  
 
Objectives 


• To define the role descriptor of the buddy/mentor 


• To define the training requirements of the buddy/mentor 


• Develop mentor/buddy training resources 
 
Method 


• Review literature and agree on the role descriptor and training requirements of the 
mentor/buddy 


• Develop and survey to explore the role of the mentor/buddy 


• Collate training resources for Buddy/Mentor role 
 
A role descriptor for a ‘buddy’ role was developed to distinguish this from a preceptor.  To gain 
feedback on this role descriptor, a questionnaire was circulated to radiographers across the 
southwest. We wanted to know if we had got the role descriptor correct and whether 
radiographers would feel sufficiently trained and confident to undertake a buddy role.  
 
 
 
 







  SW DRAD Preceptorship Project 


 


 8 


Findings 
 


Mentor Questionnaire – 66 respondents 
 


Role Descriptor  
Overall, the feedback was that the buddy role descriptor was fit for purpose with the following 
suggestions to be added in:  


• How often to meet should be stated?  
• Buddy should be approachable. 
• Buddy should be a good team worker who can be relied upon to work hard.   
• Buddy should understand cultural differences to be able to support international 


recruits. 
 


There were points raised for further discussion due to some differences of opinion:  
• Don’t like the term buddy, prefer mentor. 
• Should a buddy be a recent graduate or a senior radiographer?  


Values and Behaviours of a Buddy  
The most important values and behaviours which would be seen as essential are:  


• Patient, Empathetic and Understanding  
• Supportive and Encouraging  
• Honest and Diplomatic  
• Excellent Communication Skills, including Active Listening  
• Maintains Confidentiality  


  
The less important values and behaviours which would be seen as desirable are:  


• Willing to positively share personal experience of own career and work area.  
• Able to empower others.  
• Good reflection skills to support preceptee and for self-reflection.  
• Organised and able to work independently.  


  
When asked for suggestions/comments on the proposed person specification the following 
points were made:  


• Buddies need training and support themselves.  
• Buddies should be technically proficient to prevent the spread of poor practice.  
• Work on experiences that the buddy has had before – both good and bad. 
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Training, Experience, and Knowledge required for a Buddy role  
The most important training, experience, and knowledge which would be seen as essential 
are:  


• Giving constructive feedback  
• Active listening skills  
• Awareness of own and organisational codes of conduct  
• Awareness of local wellbeing and support services  
• Inclusivity/equality and diversity training  


  
The less important training, experience and knowledge which could be seen as desirable are:  


• Experience of mentorship or peer support  
• Mental Health First Aid Training  
• Awareness of development opportunities within organisation/service  


  
When asked for suggestions of further training, or experience required for the role, the 
following points were made:  


• Experience of accessing IT systems  
• Knowledge of cultural differences  
• Knowledge of bus routes, banks, GP surgeries etc in local area  
• Resilience training  
• Preceptor and management training on ESR  
• Experience and the right personality are more important than training  
• Do not need all this knowledge themselves, but able to direct to someone who 


does  
• Awareness of HEE/HCPC return to practice pathway  


Knowledge/Training and Confidence to carry out buddy role:  
• 86% of respondents felt they had the knowledge and training required to carry out the 


buddy role effectively. 
• 82% of respondents felt confident to carry out the buddy role effectively.  
• When asked what training/help they would need to improve that the following 


comments were made:  
• Time to complete modules  
• A workshop to cover the main skills  
• Active listening skills training  
• How to deal with challenging situations  
• Training in constructive criticism  
• Mental Health First Aid training  
• Protected time  
• Less stress at work  
• Adequate support  


Barriers to an effective buddy scheme:  
• Time pressures  
• Staffing levels  
• Shift patterns  
• Workload/service pressures  
• No private space  
• Not able to be with the person regularly  
• Not prioritising support and self-care  
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• NHS in crisis!  
 


Possible solutions/suggestions to improve this:  
• Efficient organisation of rotas and pre-booked time to meet preceptee  
• Try to work together on a regular basis  
• Protected/dedicated time for meetings  
• Ensure the organisation is on board  
• More staff needed (not bank staff)  
• Allocated time is prioritised  
• Set up bi-monthly meetings to offer peer support to group of buddies  


 


 
Based on the feedback from this questionnaire, the role of the ‘buddy’ was changed to ‘mentor’.  
It was also agreed that due to high levels of knowledge and confidence to carry out the role of 
the buddy, we did not need to create new resources or training, but signpost mentors to those 
resources that already exist. 
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Principles and Practices 


Based on the findings from the surveys and consideration from the task and finish groups, 
definitions and job descriptors have been developed for: 


A. The Preceptor role  
B. The Mentor role 


These can be seen in Appendix 1 at the end of this document. 


In addition, the following principles and practice are recommended: 
 


1) The concept of preceptorship should be introduced prior to the preceptee commencing 
employment, in what is known as the pre-preceptorship period. For example, in the final 
year of study for those due to graduate or within the on-boarding process for those new 
to role.  


2) Close links between HEI’s and organisations can help facilitate the preceptorship 
process.  


3) Integrating the Step to Work e-learning for health programme is recommended as a first 
line resource that can be utilised by HEI’s and organisations as part of the initial on 
boarding preparation of new to role radiographers.   


4) Senior management support for preceptorship is considered critical to the success of any 
programme. 


1) Anticipated length of preceptorship programme when starting a new role is between 6 
and 12 months with completion leading onto an early careers’ pathway. For a 
preceptorship continuing beyond a year support through clinical supervision, wellbeing 
services and/or performance management should be considered. 


2) Protected time is needed for both preceptee and preceptor, and mentor and preceptee to 
meet. Although no optimum time was recommended, this should be agreed locally and in 
line with any organisation/national guidance.  


3) Training and line manager support for the preceptor and mentor recommended to ensure 
successful implementation of a preceptorship programme. Training can include such 
things as coaching (including career coaching), mental health first aid, unconscious bias 
as well as an understanding of education and career frameworks.  


4) The preceptorship process should contain a combination of face to face and online 
activities. 


5) There should be the opportunity for the preceptee to meet face to face with the preceptor 
and mentor at regular points in the process.  


6) There should be opportunity for the preceptee and preceptor to be rostered together 
during their preceptorship. 


7) There should be regular/real-time feedback given to the preceptee.  


8) There should be regular opportunities for preceptors to de-brief.  


9) Careers coaching and future professional development conversations should be included 
into the programme at the point of completing preceptorship so that the preceptee has a 
clear view of future development pathways and support.  


10) There should be opportunity for the preceptee to present any work/projects undertaken 
as part of their preceptorship programme to share their learning and development with 
others.  



https://www.e-lfh.org.uk/programmes/step-to-work/
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11) There should be opportunities for preceptees to come together to provide feedback on 
their experience of the preceptorship programme to support continuous evaluation and 
improvement of the preceptorship offer.  


12) There should be opportunities for preceptors to come together to provide feedback on 
their experience of the preceptorship programme to support continuous evaluation and 
improvement of the programme offer.  


13) There should be opportunities for mentors to come together to provide feedback on their 
experience of the preceptorship programme to support continuous evaluation and 
improvement of the programme offer.  
 
 


Sharing the resources and learning  


The T&F groups have created a short animation to support communication of the project findings. 
The concept of the ‘preceptorship tree’ was developed with the roots being the preparation during 
pre-preceptorship. The main tree trunk represents the core preceptorship topics/learning activities 
that need to be undertaken.  
 


              
 
 


              
                                                                                                        
 
The tree then branches out into individual learning topics/learning activities, aligned to the four 
pillars of professional practice before developing further into more specialised areas of 
knowledge, skills, and expertise.  The learning and support environment is considered essential 
for the tree to grow whilst being nurtured and cared for by the preceptor and mentor respectively. 
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Next Steps  


• For HEIs and provider organisations to adopt and implement the principles and practices 
in the year ahead. 


• To cross reference these regional principles and practices to the soon to be published 
HCPC principles for preceptorship due for publication in Spring 2023.   


• To review the success of implementation in 12-18months time.  To measure adoption of 
the principles and practices focusing on; how they are embedded within the delivery of 
local programmes, the impact this is having on workforce retention, the difference in the 
support, learning, and development experienced by those new to role, and to capture 
wider balancing measures. 
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For all up to date AHP Preceptorship guidance and frameworks, please refer to the 


National AHP Preceptorship and Foundation Support webpages. 


  



https://www.hee.nhs.uk/our-work/allied-health-professions/education-employment/national-ahp-preceptorship-foundation-support
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APPENDIX 1 
 
Outline of Preceptor Role 
 


This role will require dedicated time, with the preceptor having a good knowledge and 
understanding of the relevant area/service where the preceptee is working. This role can be 
undertaken by any suitably trained and experienced person, and it will be up to each 
profession/area to decide on the experience required for this preceptor post.  
 
Person Specification:   


• Patient  
• Empathetic and understanding  
• Supportive and encouraging  
• Honest and diplomatic  
• Excellent communication skills including active listening skills  
• Able to build a rapport and develop excellent working relationships   
• Coaching and mentoring skills   
• Able to give constructive and motivational feedback  
• Good reflection skills to support preceptee and for self-reflection  
• Ability to empower others   
• Good time management skills  
• Organised and able to work independently   
• Motivated and enthusiastic   
• Maintains confidentiality  
• Good leader and excellent role model  
• Willing to positively share personal experience of preceptorship and work area   
• Willing to learn and receive feedback as a preceptor  


  
Training/Experience:  


• Mentorship/coaching training  
• Peer support training  
• Mental health first aid training  
• Active listening skills training  
• Giving constructive feedback training  
• Awareness of own organisational and HCPC code of conduct  
• Awareness of local wellbeing and support services  
• Awareness of equality and diversity policies  
• Awareness of development opportunities within the relevant area/service.   
• Awareness of the requirements for a newly qualified registrant/return to practice or new 


international colleague in their area  
  
Role Requirements:  


• To take a lead role in the induction and orientation of the preceptee and guide them 
during their first year of practice, developing a nurturing professional relationship with 
them.  


• To give honest and constructive feedback and feedforward, celebrating achievements 
and agreeing/documenting areas for development with them after each meeting.  


• To be encouraging to the preceptee and promote learning, identifying their individual 
strengths and abilities to enable them to reach their full potential.  
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• To support the preceptee in their own department/service, enabling them to consolidate 
and embed their pre-registration learning into clinical practice, and help to problem solve 
any challenges they may be experiencing to improve their clinical confidence.  


• To report back to managers regularly on the progress of the preceptee, raising any 
concerns and highlighting any specific talents.  


• To support the preceptee in evidencing and documenting progress, in developing a 
personal development portfolio and establishing a framework for career development 
based on the four pillars of practice and in line with the HCPC audit requirements for 
continuing professional development. 
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Outline of the Mentor Role  


This role will require dedicated time, with the mentor having a good knowledge and 


understanding of working in the trust/organisation/service where the preceptee is based. This 


role can be undertaken by any grade with the mentor working alongside the preceptee as much 


as possible. It will be up to each organisation/line manager to decide on suitable experience 


required for this role, but the minimum recommended experience is 12 months. It will be up to 


the mentor and preceptee to agree the frequency of meetings to meet the preceptee’s individual 


needs, whilst ensuring priority is given to this. 


Person Specification 


• Patient and approachable 


• Empathetic and understanding 


• Supportive and encouraging 


• Honest and diplomatic 


• Excellent communication skills including active listening skills 


• Able to build a rapport and develop excellent working relationships 


• Motivated and enthusiastic  


• Maintains confidentiality  


• Excellent role model/team worker who can be relied on to work hard 


• Willing to openly discuss unacceptable behaviours and guide the preceptee to help the 


improve  


• Willing to learn and receive feedback as a mentor  


• Organised and able to work independently  


• Ability to empower others  


• Good reflection skills to support preceptee and for self-reflection 


• Willing to positively share personal experience of own career and work area 


Training/Experience 


• Mentorship training 


• Peer support training 


• Giving constructive feedback training 


• Active listening skills training 


• Awareness of own organisational and HCPC code of conduct 


• Awareness of local wellbeing and support services 


• Training in equality, diversity, and inclusion (EDI) 


• Awareness of local EDI policies and cultural differences  


• Experience of accessing IT systems 


• Previous experience of mentoring or peer support 


• Mental health first aid training (can refer on if needed) 


• Awareness of development opportunities within the relevant organisation/service.  


Role Requirements 


• To work alongside and meet with the preceptee regularly to offer support and pastoral 


care, signposting them to health and wellbeing services if needed. 


• To develop a nurturing professional relationship with the preceptee, as a friendly but 


professional guide/role model. 
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• To be encouraging to the preceptee and promote learning, identifying their individual 


strengths and abilities, as well as guiding them in how to improve their performance, to 


enable them to reach their full potential and maximise personal growth. 


• To demonstrate staff inclusion, promoting positive attitudes and behaviours, which align 


with organisational values. 


 








Impact of COVID-19 on 
Radiography Students


1







Background to the data


Health Education England (HEE) ran two national student surveys during the first 
and second wave of COVID-19, including radiography.


Diagnostic radiography (DRAD) students and therapeutic radiography (TRAD) 
students were invited, by their university, to complete the surveys. 


Number and percentage of respondents


Survey Number of respondents % of student population at 
the time of the survey


DRAD TRAD DRAD TRAD


I 461 134 13 17


II 267 102 8 13


HEE has kindly given permission for this data to form part of the WRAP report
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Profile of respondents


Professional 
group


Undergraduate Postgraduate pre-registration


Yr 1 Yr 2 Yr 3 Yr 1 Yr 2


DRAD 116 87 54 3 7


TRAD 41 36 21 0 4


Survey II number of respondents by course and year of study


Professional 
group


Undergraduate Postgraduate pre-registration


Yr 1 Yr 2 Yr 3 Yr 1 Yr 2


DRAD 144 197 108 5 7


TRAD 51 42 28 11 2


Survey I number of respondents by course and year of study
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Profile of respondents 
continued


Survey II age and gender of respondents


Professional 
group 18-20 21-25 26-30 31-40 41-50+ Did not 


disclose
Female Male Transgender Did not 


disclose


DRAD 165 151 35 62 31 17 350 94 0 17


TRAD 49 45 12 17 8 4 110 20 0 4


Survey I age and gender of respondents


Gender


Professional group


18-20 21-25 26-30 31-40 41-50+ Did not 
disclose


Female Male Transgender Did not 
disclose


DRAD 93 72 30 43 22 7 210 47 2 8


TRAD 32 29 9 15 10 7 77 19 0 6


Age GenderEthnicity


Survey I


Professional 
group


White BAME Did not 
disclose


255 183 23


72 54 8


GenderAge


Age


Professional 
group


White BAME Did not 
disclose


175 79 13


52 42 8


Ethnicity


Survey II
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Practice Placement Experience 


Respondents’ sample size


Slides 6-9 Year I students’ experience 


Slides 10-13 Year 2 students’ experience 


Slides 14-17 Year 3 undergraduate and Year 2 final six months postgraduate pre-
registration students’ experience


Please note that the relative percentage of responses by DRAD or TRAD samples has been shown rather than the number 
of responses. This enables comparisons to be made about the experience between the different student groups.


Year of study DRAD I DRAD II TRAD I TRAD II


Yr1 27 91 34 13


Yr 2 73 87 39 14


Yr 3 54 54 13 20
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Year 1 students’ placement experience 


❑ 77% of the DRAD I (DR I) sample; 76% of the TRAD I (TR I) sample; 73% of 
the TRAD II (TR II) sample; and  57% of DRAD II (DR II) sample; recorded as 


outstanding or good the formal induction or introduction they were 


given at the start of the placement or when they entered the new 


clinical environment (e.g., being shown around, being given a 


timetable, having their role explained to them).


❑ 88% of the DRAD I (DR I) sample; 79% of the TRAD II (TR II) sample; 69% of 
the TRAD I (TR I) sample; and 68% of DRAD II (DR II) sample; recorded as 


outstanding or good the overall supervision they received during the 


clinical placement/new clinical environment.


❑ 78% of the DRAD I (DR I) sample; 76% of the TRAD II (TR II) sample; 61% of 
the TRAD I (TR I) sample; and  52% of DRAD II (DR II) sample; recorded as 


outstanding or good discussion at the start of the clinical placement 


/new clinical environment of what they needed to get from the 


placement/new clinical environment and how to do this.


❑ 85% of the DRAD I (DR I) sample; 76% of the TRAD II (TR II) sample; 62% of 
the TRAD I (TR I) sample; and  55% of DRAD II (DR II) sample; recorded as 


outstanding or good the range of learning opportunities to meet the 


needs of their training programme or course.
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Year 1 students’ placement experience 


continued


❑ 70% of the DRAD I (DR I) sample; 69% of the TRAD I (TR I) sample; 


65% of DRAD II (DR II) sample and 61% of the TRAD II (TR II) sample; 


recorded as outstanding or good the opportunities to learn from others


❑ The question about communication between staff and patients, was only 


asked in the first survey. 89% of the DRAD I (DR I) sample; 84% of the 


TRAD I (TR I) sample recorded as outstanding or good the level of 


communication.


❑ 82% of the TRAD II (TR II) sample; 65% of DRAD II (DR II) sample; 59% 


of the DRAD I (DR I) sample and 54% of the TRAD I (TR I) sample 


recorded as outstanding or good that the staff are friendly towards them 


during the clinical placement/new clinical environment.
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Placement experience – Year 1 cont.
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Year 1 students’ placement experience 


continued


Note the different scale for these graphs 


❑ 100% of the TRAD I (TR I) sample; 94% of the TRAD II (TR II) sample; 


93% of the DRAD I (DR I) sample and 75% of DRAD II (DR II) sample, 


strongly agreed or agreed there was support and contact from the 


academic staff if needed. 


❑ 97% of the TRAD II (TR II) sample; 93% of the DRAD I (DR I) sample; 


91% of DRAD II (DR II) sample and 76% of the TRAD I (TR I) sample, 


strongly agreed or agreed that the clinical placement/clinical 


environment that I was placed in is of a high quality and a good 


learning environment.


❑ 93% of the DRAD I (DR I) sample; 92% of the TRAD I (TR I) sample; 


91% of the TRAD II (TR II) sample and 84% of DRAD II (DR II) sample, 


and strongly agreed or agreed that they were very supported in the 


clinical environment.


❑ 93% of the DRAD I (DR I) sample; 93% of the TRAD I (TR I) sample; 


91% of the TRAD II (TR II) sample and 88% of DRAD II (DR II) sample, 


strongly agreed or agreed that the clinical environment respected 


inclusion, equality and diversity practices for staff and students.
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❑ 80% of the TRAD II (TR II) sample; 75% of the DRAD I (DR I) sample; 69% of the TRAD I (TR 


I) sample and 57% of DRAD II (DR II) sample strongly agreed or agreed that they had been 


significantly challenged by the amount of clinical work and the complexity of the work.


❑ 84% of the TRAD I (TR I) sample; 70% of the DRAD I (DR I) sample; 50% of DRAD II (DR II) 


sample and 47% of the TRAD II (TR II) sample, strongly agreed or agreed that they were 


anxious about catching up with their academic studies.


❑ 88% of the TRAD II (TR II) sample; 86% of the DRAD I (DR I) sample; 81% of DRAD II (DR II) 


sample and 77% of the TRAD I (TR I) sample, strongly agreed or agreed that they still felt 


like a student on a clinical programme.
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❑ The questions about 


clinical knowledge and 


skills were only asked in 


survey II. 77% of the TRAD 


II (TR II) sample and  69% 


of the DRAD II (DR II) 


sample, strongly agreed or 


agreed that they were 


confident; 56% of the 


TRAD II (TR II) sample and  


49% of the DRAD II (DR II) 


sample that they were 


anxious.
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Placement experience – Year 2
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Year 2 students’ placement experience 


❑ 65% of the DRAD I (DR I) sample; 61% of DRAD II (DR II) sample; 50% of the 
TRAD I (TR I) sample; and 49% of the TRAD II (TR II) sample, recorded as 


outstanding or good the formal induction or introduction they were 


given at the start of the placement or when they entered the new 


clinical environment (e.g., being shown around, being given a 


timetable, having their role explained to them).


❑ 78% of the TRAD I (TR I) sample; 72% DRAD II (DR II) sample; 70% of the 
DRAD I (DR I) sample and 56% of the TRAD II (TR II) sample, recorded as 


outstanding or good the overall supervision they received during the 


clinical placement/new clinical environment.


❑ 69% of the DRAD I (DR I) sample; 60% of DRAD II (DR II) sample; 57% of the 
TRAD I (TR I) sample and 49% of the TRAD II (TR II) sample, recorded as 


outstanding or good discussion at the start of the clinical placement 


/new clinical environment of what they needed to get from the 


placement/new clinical environment and how to do this.


❑ 64% of the TRAD I (TR I) sample; 65% of the DRAD I (DR I) sample; 59% of 
DRAD II (DR II) sample and 53% of the TRAD II (TR II) sample, recorded as 


outstanding or good the range of learning opportunities to meet the 


needs of their training programme or course.
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Placement experience – Year 2 cont.
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Year 2 students’ placement experience 


continued


❑ 72% of the DRAD I (DR I) sample; 69% of DRAD II (DR II) sample; 64% 


of the TRAD I (TR I) sample and 49% of the TRAD II (TR II) sample, 


recorded as outstanding or good the opportunities to learn from 


others.


❑ The question about communication between staff and patients, was only 


asked in the first survey. The responses were the same. 78% of the 


DRAD I (DR I) sample and the TRAD I (TR I) sample recorded as 


outstanding or good the level of communication.


❑ 71% of the DRAD I (DR I) sample; 66% of DRAD II (DR II) sample; 64% 


of the TRAD II (TR II) sample, and 50% of the TRAD I (TR I) sample, 


recorded as outstanding or good that the staff are friendly towards them 


during the clinical placement/new clinical environment.
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Placement experience – Year 2 cont.
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Year 2 students’ placement experience 


continued


Note the different scale for these graphs 


❑ 100% of the TRAD I (TR I) sample; 92% of the DRAD I (DR I) sample; 


87% of the TRAD II (TR II) sample and 69% of DRAD II (DR II) sample, 


strongly agreed or agreed there was support and contact from the 


academic staff if needed. 


❑ 91% of the DRAD I (DR I) sample; 91% of DRAD II (DR II) sample; 87% 


of the TRAD II (TR II) sample and 78% of the TRAD I (TR I) sample, 


strongly agreed or agreed that the clinical placement/clinical 


environment that I was placed in is of a high quality and a good 


learning environment.


❑ 87% of the DRAD I (DR I) sample; 82% of DRAD II (DR II) sample; 75% 


of the TRAD II (TR II) sample and 65% of the TRAD I (TR I) sample,  


strongly agreed or agreed that they were very supported in the clinical 


environment.


❑ 91% of the DRAD I (DR I) sample; 88% of DRAD II (DR II) sample; 85% 


of the TRAD I (TR I) sample; 82% of the TRAD II (TR II) sample and 


strongly agreed or agreed that the clinical environment respected 


inclusion, equality and diversity practices for staff and students.
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Placement experience – Year 2 cont.
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❑ 85% of the TRAD I (TR I) sample; 71% of DRAD II (DR II) sample; 65% of the TRAD II (TR II) 


sample and 53% of the DRAD I (DR I) sample, strongly agreed or agreed that they had been 


significantly challenged by the amount of clinical work and the complexity of the work.


❑ 72% of the TRAD II (TR II) sample; 62% of the DRAD I (DR I) and DRAD II (DR II) samples 


and 57% of the TRAD I (TR I) sample, strongly agreed or agreed that they were anxious 


about catching up with their academic studies.


❑ 82% of the DRAD I (DR I) sample; 78% of DRAD II (DR II) sample; 75% of the TRAD II (TR II) 


sample and 64% of the TRAD I (TR I) sample, strongly agreed or agreed that they still felt 


like a student on a clinical programme.


❑ The questions about 


clinical knowledge and 


skills were only asked in 


survey II. 72% of the DRAD 


II (DR II) sample and only 


48% of the TRAD II (TR II) 


sample strongly agreed or 


agreed that they were 


confident; 67% of the 


TRAD II (TR II) sample and  


49% of the DRAD II (DR II) 


sample that they were 


anxious.
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Placement experience 
Year 3 undergraduate and Year 2 postgraduate 


pre-registration final six months 
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Year 3 students’ placement experience 


❑ 72% of DRAD II (DR II) sample; 61% of the TRAD I (TR I) sample; 58% of the 
DRAD I (DR I) sample; and 55% of the TRAD II (TR II) sample recorded as 


outstanding or good the formal induction or introduction they were 


given at the start of the placement or when they entered the new 


clinical environment (e.g., being shown around, being given a 


timetable, having their role explained to them).


❑ 85% of the TRAD I (TR I) sample; 75% of the TRAD II (TR II) sample; 68% of 
DRAD II (DR II) sample and 63% of the DRAD I (DR I) sample recorded as 


outstanding or good the overall supervision they received during the 


clinical placement/new clinical environment.


❑ 78% of the DRAD I (DR I) sample; 76% of the TRAD II (TR II) sample; 61% of 
the TRAD I (TR I) sample; and  52% of DRAD II (DR II) sample; recorded as 


outstanding or good discussion at the start of the clinical placement 


/new clinical environment of what they needed to get from the 


placement/new clinical environment and how to do this.


❑ 77% of the TRAD I (TR I) sample; 70% of the TRAD II (TR II) sample; 68% of 
DRAD II (DR II) sample and 60% of the DRAD I (DR I) sample, recorded as 


outstanding or good the range of learning opportunities to meet the 


needs of their training programme or course.
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Placement experience 
Year 3 undergraduate and Year 2 postgraduate pre-


registration final six months cont.
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Year 3 students’ placement experience 


continued


❑ 77% of the TRAD I (TR I) sample; 69% of the DRAD I (DR I) sample;  


65% of the TRAD II (TR II) sample and 63% of DRAD II (DR II) sample 


recorded as outstanding or good the opportunities to learn from 


others.


❑ The question about communication between staff and patients, was only 


asked in the first survey. 92% of the TRAD I (TR I) sample  and 83% of 


the DRAD I (DR I) sample recorded as outstanding or good the level of 


communication.


❑ 93% of the TRAD I (TR I) sample; 71% of the DRAD I (DR I) sample; 


66% of the TRAD II (TR II) sample and 66% of DRAD II (DR II) sample,   


recorded as outstanding or good that the staff are friendly towards them 


during the clinical placement/new clinical environment.
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Placement experience 
Year 3 undergraduate and Year 2 postgraduate pre-


registration final six months cont.
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Year 3 students’ placement experience 


continued


Note the different scale for these graphs 


❑ 95% of the TRAD II (TR II) sample; 83% of the DRAD I (DR I) sample; 


69% of the TRAD I (TR I) sample and 63% of DRAD II (DR II) sample, 


strongly agreed or agreed there was support and contact from the 


academic staff if needed. 


❑ 100% of the TRAD I (TR I) sample; 93% of DRAD II (DR II) sample; 87% 


of the DRAD I (DR I) sample and 80% of the TRAD II (TR II) sample,  


strongly agreed or agreed that the clinical placement/clinical 


environment that I was placed in is of a high quality and a good 


learning environment.


❑ 92% of the TRAD I (TR I) sample; 86% of DRAD II (DR II) sample; 80% 


of the DRAD I (DR I) sample and 80% of the TRAD II (TR II) sample  


strongly agreed or agreed that they were very supported in the clinical 


environment.


❑ 92% of the TRAD I (TR I) sample; 89% of DRAD II (DR II) sample, 87% 


of the DRAD I (DR I) sample and 80% of the TRAD II (TR II) sample and 


strongly agreed or agreed that the clinical environment respected 


inclusion, equality and diversity practices for staff and students.
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Placement experience 
Year 3 undergraduate and Year 2 postgraduate pre-


registration final six months cont.
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❑ 95% of the TRAD II (TR II) sample; 84% of the TRAD I (TR I) sample; 83% of the DRAD I (DR 


I) sample and 82% of DRAD II (DR II) sample strongly agreed or agreed that they had been 


significantly challenged by the amount of clinical work and the complexity of the work.


❑ 54% of DRAD II (DR II) sample; 50% of the TRAD II (TR II) sample; 38% of the TRAD I (TR I) 


sample and 28% of the DRAD I (DR I) sample; strongly agreed or agreed that they were 


anxious about catching up with their academic studies.


❑ 85% of the TRAD II (TR II) sample; 74% of DRAD II (DR II) sample; 61% of the TRAD I (TR I) 


sample and  58% of the DRAD I (DR I) sample strongly agreed or agreed that they still felt 


like a student on a clinical programme.


❑ The questions about 


clinical knowledge and 


skills were only asked in 


survey II. 85% of the TRAD 


II (TR II) sample and  81% 


of the DRAD II (DR II) 


sample, strongly agreed or 


agreed that they were 


confident; sample. 48% of 


the DRAD II (DR II) and 


40% of the TRAD II (TR II) 


sample that they were 


anxious.
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Academic Experience 


Respondents’ reported experience as follows:


• Year of study
• DRAD I


Slides 19-20 Year I students’ experience 


Slides 21-22 Year 2 students’ experience 


Slides 23-24 Year 3 undergraduate and Year 2 final six months postgraduate pre-
registration students’ experience 


Please note that the relative percentage of responses by DRAD or TRAD samples has been shown 
rather than the number of responses. This enables comparisons to be made about the experience 
between the different student groups.


Year of study DRAD I DRAD II TRAD I TRAD II


Yr1 114 95 38 28


Yr 2 121 55 28 34


Yr 3 65 31 28 13
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Year 1 students’ academic experience 
❑ 93% of the TRAD II (TR II) sample; 84% of DRAD II (DR II) sample; 63% of the TRAD 


I (TR I) sample and 53% of the DRAD I (DR I) sample strongly agreed or agreed that 


they were provided with the information they needed at the beginning of the COVID-


19 period 


❑ 71% of the TRAD I (TR I) sample; 61% of the TRAD II (TR II) sample; 54% of the 


DRAD I (DR I) sample and 50% of DRAD II (DR II) sample strongly agreed or agreed 


that online provision enables effective learning.


❑ Only 54% of the TRAD II (TR II) sample; 45% of the TRAD I (TR I) sample; 39% of 


DRAD II (DR II) sample and 35% of the DRAD I (DR I) sample strongly agreed or 


agreed that online learning fulfils face to face contact.


❑ 95% of the TRAD I (TR I) sample; 


83% of the DRAD I (DR I); 82% 


of the TRAD II (TR II) sample and 


75% of DRAD II (DR II) sample 


strongly agreed or agreed that 


the academic staff were really 


helpful during the COVID-19 


period 


❑ 82% of the TRAD I (TR I) sample; 


54% of the DRAD I (DR I) 


sample; 50% of the TRAD II (TR 


II) sample and 42% of DRAD II 


(DR II) sample strongly agreed or 


agreed that they had regular 


feedback from the academic 


staff during COVID-19.
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Academic experience – Year 1 


cont.
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Year 1 students’ academic experience 
❑ 69% of the DRAD I (DR I) sample; 67% of DRAD II (DR II) sample; 64% of the TRAD I 


(TR I) sample and 53% of the TRAD II (TR II) sample strongly agreed or agreed that 


they struggled to complete the learning outcomes with online delivery


❑ The questions about academic knowledge were only asked in survey II. 60% of the 


TRAD II (TR II) sample and  57% of the DRAD II (DR II) sample, strongly agreed or 


agreed that they were confident; 55% of the DRAD II (DR II) sample and 47% of the 


TRAD II (TR II) sample strongly agreed or agreed that they were anxious.


❑ 93% of the DRAD I (DR I) sample; 87% of the TRAD I (TR I) sample; 54% of the 


TRAD II (TR II) sample; 50% of DRAD II (DR II) sample and strongly agreed or agreed 


that  they were anxious about catching up with clinical skills.


❑ 86% of the TRAD II (TR II) sample; 82% of DRAD II (DR II) sample; 58% of the TRAD 


I (TR I) sample; and 44% of the DRAD I (DR I) sample strongly agreed or agreed that 


they still felt like a healthcare student during COVID.
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Academic experience – Year 2
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Year 2 students’ academic experience 
❑ 80% of the TRAD II (TR II) sample; 68% of the TRAD I (TR I) sample; 66% of DRAD II 


(DR II) sample and 54% of the DRAD I (DR I) sample strongly agreed or agreed that 


they were provided with the information they needed at the beginning of the COVID-


19 period 


❑ 90% of the TRAD I (TR I) sample; 64% of the DRAD I (DR I) sample; 45% of DRAD II 


(DR II) sample and 31% of the TRAD II (TR II) sample strongly agreed or agreed that 


online provision enables effective learning.


❑ Only 50% of the TRAD I (TR I) sample; 39% of the DRAD I (DR I) sample; 30% of the 


TRAD II (TR II) sample and 18% of DRAD II (DR II) sample strongly agreed or agreed 


that online learning fulfils face to face contact.


❑ 82% of the TRAD I (TR I) sample; 


79% of the DRAD I (DR I); 76% 


of the TRAD II (TR II) sample and 


63% of DRAD II (DR II) sample 


strongly agreed or agreed that 


the academic staff were really 


helpful during the COVID-19 


period 


❑ 72% of the TRAD I (TR I) sample; 


56% of the DRAD I (DR I) 


sample; 50% of the TRAD II (TR 


II) sample and 40% of DRAD II 


(DR II) sample strongly agreed or 


agreed that they had regular 


feedback from the academic 


staff during COVID-19.
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Academic experience – Year 2


cont.
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Year 2 students’ academic experience 
❑ 82% of the TRAD I (TR I) sample; 69% of the DRAD I (DR I) sample; 66% of DRAD II 


(DR II) sample and 65% of the TRAD II (TR II) sample strongly agreed or agreed that 


they struggled to complete the learning outcomes with online delivery


❑ The questions about academic knowledge were only asked in survey II. 53% of both 


DRAD II (DR II) sample and TRAD II (TR II) sample strongly agreed or agreed that 


they were confident. 67% of the DRAD II (DR II) sample and 56% of the TRAD II (TR 


II) sample strongly agreed or agreed that they were anxious.


❑ 93% of the DRAD I (DR I) sample; 89% of the TRAD I (TR I) sample; 56% of DRAD II 


(DR II) sample and 50% of the TRAD II (TR II) sample; strongly agreed or agreed that  


they were anxious about catching up with clinical skills.


❑ 82% of DRAD II (DR II) sample; 73% of the TRAD II (TR II) sample; 57% of the DRAD 


I (DR I) sample and 47% of the TRAD I (TR I) sample strongly agreed or agreed that 


they still felt like a healthcare student during COVID.
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Year 3 students’ academic experience 
❑ 64% of the TRAD I (TR I) sample and 60% of the DRAD I (DR I) sample; 48% of 


DRAD II (DR II) sample and only 31% of the TRAD II (TR II) sample strongly agreed 


or agreed that they were provided with the information they needed at the beginning 


of the COVID-19 period 


❑ 78% of the TRAD I (TR I) sample; 69% of the DRAD I (DR I) sample; 53% of the 


TRAD II (TR II) sample; and only 29% of DRAD II (DR II) sample strongly agreed or 


agreed that online provision enables effective learning.


❑ Only 54% of the TRAD I (TR I) sample; 48% of the DRAD I (DR I); 39% of the TRAD II 


(TR II) sample and worryingly 16% of DRAD II (DR II) sample strongly agreed or 


agreed that online learning fulfils face to face contact.


❑ 86% of the TRAD I (TR I) sample; 


73% of the DRAD I (DR I); 69% 


of the TRAD II (TR II) sample and 


68% of DRAD II (DR II) sample 


strongly agreed or agreed that 


the academic staff were really 


helpful during the COVID-19 


period 


❑ 78% of the TRAD I (TR I) sample; 


54% of the TRAD II (TR II) 


sample; 49% of the DRAD I (DR 


I) sample; and only 39% of DRAD 


II (DR II) sample strongly agreed 


or agreed that they had regular 


feedback from the academic 


staff during COVID-19.
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Academic experience – Year 3 


undergraduate and Year 2 postgraduate 


pre-registration final six months cont.
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Year 3 students’ academic experience 
❑ 61% of the TRAD II (TR II) sample; 59% of the DRAD I (DR I) sample; 57% of DRAD 


II (DR II) sample and 50% of the TRAD I (TR I) sample strongly agreed or agreed that 


they struggled to complete the learning outcomes with online delivery


❑ The questions about academic knowledge were only asked in survey II. 69% of the 


TRAD II (TR II) sample and  55% of the DRAD II (DR II) sample, strongly agreed or 


agreed that they were confident; 55% of the DRAD II (DR II) sample and 31% of the 


TRAD II (TR II) sample strongly agreed or agreed that they were anxious.


❑ 86% of the TRAD I (TR I) sample; 82% of the DRAD I (DR I) sample; 53% of the 


TRAD II (TR II) sample and 48% of DRAD II (DR II) sample strongly agreed or agreed 


that  they were anxious about catching up with clinical skills.


❑ 84% of the TRAD II (TR II) sample; 61% of DRAD II (DR II) sample; 55% of the DRAD 


I (DR I) sample; and  54% of the TRAD I (TR I) sample strongly agreed or agreed that 


they still felt like a healthcare student during COVID.
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Considered leaving -
diagnostic radiography students


Survey Number of 


respondents


Number 


considered 


leaving


% 


considered 


leaving


I 461 103 22.3


II 267 97 36.3


Survey 1 n-461


Yr 1
n-149


Yr 2
n-197


Yr 3
n-115


Considered leaving Considered leaving Considered leaving


No % No % No %


42 28.2 41 20.8 20 17.4


Survey II n-267


Yr 1
N-119


Yr 2
N-93


Yr 3
N-55


Considered leaving Considered leaving Considered leaving


No % No % No %


41 34.5 40 43 16 29.1


Number and percentage of diagnostic radiography students 
by year of study who have considered leaving


Number of students who consider 
leaving is an indicator of potential 
attrition


Number and percentage of diagnostic radiography students in 
each survey who have considered


The percentage of the diagnostic radiography 
student respondents to survey II, who have 
considered leaving, is higher for all years of 
study, when compared to survey I. It is 
important to note that this has doubled for 
Year 2.
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Considered leaving -
therapeutic radiography students


Survey Number of 


respondents


Number 


considered 


leaving


% 


considered 


leaving


I 134 41 30.6


II 102 42 41.2


Number and percentage of therapeutic radiography students, 
by year of study, who have considered leaving


Number of students who consider 
leaving is an indicator of potential 
attrition


Number and percentage of therapeutic radiography students 
in each survey who have considered


The percentage of the therapeutic radiography 
student respondents to survey II, who have 
considered leaving, is higher for all years of 
study, when compared to survey I. It is 
important to note the high percentage for Year 
2.


Survey 1 n-134


Yr 1
n-62


Yr 2
n-44


Yr 3
n-28


Considered leaving Considered leaving Considered leaving


No % No % No %


19 30.6 18 40.9 4 14.3


Survey II n-102


Yr 1
n-41


Yr 2
n-40


Yr 3
n-21


Considered leaving Considered leaving Considered leaving


No % No % No %


15 36.6 21 52.5 6 28.6
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Reasons diagnostic 
radiography students gave 
for considering leaving
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Diagnostic radiography students
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Important to note the main reasons diagnostic 


radiography students gave for considering leaving:


• 60% or more of both groups reported stress of the situation and 


being overwhelmed


• 50% or more of both groups reported academic concerns and lack 


of university support


• 45% of the respondents to survey II noted mental health 


challenges, much higher than the respondents to Survey I


• 54% of respondents to Survey I cited placement experience as a 


reason they had considered leaving
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Reasons therapeutic 
radiography students 
gave for considering 
leaving
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Important to note the higher percentage of 


therapeutic radiography students responses 


from Survey II in particular:


• 76% reported being stressed and overwhelmed by the 


situation 


• Over 50% reported having academic concerns and 


workload


• Over 40% noted lack of university support and reduced 


confidence in clinical decision making.


Respondents to Survey I noted financial concerns.
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Reasons diagnostic 
radiography students gave for 
NOT considering leaving
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Diagnostic radiography students
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Survey I


Survey I 355 diagnostic radiography students (77.7% of student 


sample) advised they had NOT considered leaving. They gave a total of 388 


reasons that were analysed against an analytical framework and clustered as 


shown on the graph. The main reasons were course drivers either academic 


or practice based; professional drivers and personal drivers. Twelve percent of 


the comments related to wanting to help others (either patients or staff) and 


9.5% of the comments were about the support they had received either from 


staff (HEI or service), family or f their friends.


Survey II 170 diagnostic radiography students (63.7% of student 


sample) advised they had NOT considered leaving. They gave a total of 228 


reasons that were analysed against an analytical framework and clustered as 


shown on the graph. The main reasons were course drivers either academic 


or practice based; professional drivers and personal drivers. Disappointingly, 


only 2.6% of this sample advised it was because they wanted to help others. 


NB:  Some respondents gave more 
than one reason
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Reasons therapeutic radiography 
students gave for NOT considering 
leaving
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Therapeutic radiography students


Survey II


Survey I


NB:  Some respondents gave more 


than one reason. 


Survey I 93 therapeutic radiography students (69.4% of student 


sample) advised they had NOT considered leaving. They gave a total of 119 


reasons that were analysed against an analytical framework and clustered as 


shown on the graph. The main reasons were course drivers either academic 


or practice based; professional drivers and personal drivers. 15.5 per cent 


were about the support they had received either from staff (HEI or service), 


from family or from their friends. Disappointingly only 6.7 per cent of the 


comments related to wanting to help others (either patients or staff). 


Survey II 60 therapeutic radiography students (58.8% of student 


sample) advised they had NOT considered leaving. They gave a total of 73 


reasons that were analysed against an analytical framework and clustered as 


shown on the graph. The main reasons were course drivers either academic 


or practice based; professional drivers and personal drivers. 9.6 per cent of 


the respondents noted it was the support they had received, but 


disappointingly, only 2.7% of this sample advised it was because they wanted 


to help others. 
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Health and wellbeing of 
radiography students


82% of the diagnostic radiography student sample and 86% of the therapeutic 
radiography student sample reported that there is a positive culture of care in the 
clinical departments.


73% of the diagnostic radiography student sample and 76% of the therapeutic 
radiography student sample advised that they were valued in the clinical setting.


81% of the diagnostic radiography student sample and 77% of the therapeutic 
radiography student sample noted that their contribution to patient care is 
recognised.
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Note:
Questions about health 
and wellbeing were only 
asked in survey II
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82% of the diagnostic radiography student sample and 76% of the therapeutic radiography student sample advised that they are confident in the 
support that they will get in their first post.


75% of the diagnostic radiography student sample and 71% of the therapeutic radiography student sample reported that the practice environment 
supports their lifestyle.


Health and wellbeing of 
radiography students 
cont.
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Key
Always: at least once a day
Sometimes: At least once a week


Concerned about the impact of 
COVID-19 on career


Unsurprisingly the 
respondents to survey I 
were more concerned 
about the impact of 
COVID-19 on their 
careers than the 
respondents to survey 
II
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Examples of reasons why diagnostic radiography students reported being concerned every day about the impact of COVID-19 on their career


‘I have not performed many X-ray procedures due to cancelled appointments, surgeries and clinics. Also, there are far too many students and broken rooms so most of my time I am stood around bored. I 
need repetition and guidance from staff but they fail everytime.  Yr 2


I wonder if I will always be marked as part of the covid cohort in a negative way. Yr 3


‘No face to face teaching but put in a covid infected hospital! Doesn't make sense! Doesn't seem like we are being cared about. Distressing.’ Yr 2


‘Missed out on a year of the same education as past years and unsure how much longer it will be impacted, feel I will be less experienced in the future.’ Yr 1


‘I have not had sufficient opportunities during placement and the time spent learning online was prerecorded videos which did not allow questioning.  I feel in the way in placement and radiographers 
have a lot of pressure without having to worry about students.’ Yr 1


Examples of reasons why therapeutic radiography students reported being concerned every day about the impact of COVID-19 on their career


‘Uni cut 15% of clinical time from out first two placements, and failed to follow clear guidance from SCoR April 2020  to consult us about changes. We've had poor value for money for our fees. Uni gave 
little consideration to the timing of assignments during placements. Several gifted students have considered quitting because of this. Uni  provided no academic input for us for the 6 first weeks of 
summer term 2020, even refusing to send Y2 reading lists. Yr 2


‘Stress of being behind clinical training and educational due to COVID and not being able to a trend laboratories at uni due to covid. Was unable to practice and participate with unscreened patients.  Yr 3


Reasons why students were concerned 
about the impact of COVID-19 on their career
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ABSTRACT
Clinical decision making (CDM) is a cornerstone skill 


for nurses. Self-confi dence and anxiety aff ect the learning 
and adeptness of CDM. This study aimed to develop and 
test a quantitative tool to assess undergraduate nursing 
students’ self-confi dence and anxiety during CDM. The 
27-item Nursing Anxiety and Self-Confi dence with Clinical 
Decision Making (NASC-CDM) scale is a 6-point, Likert-type 
tool with two subscales. Two samples of prelicensure as-
sociate and baccalaureate nursing students participated 
in the pilot (n = 303) and main testing (n = 242) phases of 
the study. Construct validity assessment, using exploratory 
factor analysis, produced a stable three-dimensional scale. 
Convergent validity assessment produced positive, moder-
ate, and statistically signifi cant correlations of the tool sub-
scales with two existing instruments. Internal consistency 
reliability was assessed for each subscale (self-confi dence, 
� = .97; anxiety, � = .96). The NASC-CDM scale may be a 
useful assessment tool for nurse educators to help novice 
clinicians improve CDM skills. [J Nurs Educ. 2013;52(x):xxx-
xxx.]  


Professional nurses make many important decisions daily. 
In fact, some authors argue effective clinical decision 
making (CDM) is one of the principal skills that distin-


guishes professional nursing from technical nursing (Hughes 
& Young, 1990). Bakalis and Watson (2005) and White (2003) 
noted that nurses who make effective clinical decisions provide 
safer, more competent nursing care and infl uence patient out-
comes. 


Because CDM is an important acquired skill for nurses, the 
process of learning it must be introduced and practiced through-
out prelicensure nursing education programs. Several infl uences 
impact the learning and adeptness of CDM. Self-confi dence and 
anxiety are affective infl uences (termed emotional barriers) to 
consider when teaching and learning the process of CDM (Bax-
ter & Rideout, 2006; Haffer & Raingruber, 1998). If nurse edu-
cators are more fully aware of the CDM process in students and 
what affective states infl uence CDM, they can foster students’ 
confi dence and lessen their anxiety (Itano, 1989). 


PROBLEM AND PURPOSE


After an extensive review of the literature, no instrument was 
found that measures the perceived levels of self-confi dence and 
anxiety in nursing students as they progress through the process 
of CDM. Although a surfeit of research related to CDM has 
been conducted using qualitative (Baxter & Boblin, 2008) and 
quantitative (Bakalis & Watson, 2005) methods, the instruments 
used for quantitative inquiry most often have had limited psy-
chometric testing. 


Because the development of the process of CDM is impera-
tive for novice nurses (Baxter & Boblin, 2008; O’Neill, Dluhy, 
& Chin, 2005) and because the emotional barriers of low self-
confi dence and high anxiety have been shown to affect decision 
making processes (Haffer & Raingruber, 1998), the purpose of 
this methodological research study was to test, validate, and 
establish psychometric properties for the Nursing Anxiety and 
Self-Confi dence with Clinical Decision Making (NASC-CDM) 
scale. The scale is a 6-point, Likert-type, norm-referenced, self-
report instrument (Polit & Beck, 2008; Waltz, Strickland, & 
Lenz, 2010), designed to measure the level of self-confi dence 
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CLINICAL DECISION MAKING TOOL


and level of anxiety experienced by undergraduate nursing stu-
dents as they progress through the CDM process. 


Two concepts of psychometric theory essential to instrument 
development are reliability and validity (Rust & Golombok, 
2009). Three research questions were addressed in the study: 
two related to the assessment of the scale’s validity and one 
related to the scale’s reliability. 


LITERATURE REVIEW


A domain-referenced approach (Gable & Wolf, 1993) was 
used to examine CDM literature, to ensure content validity, 
and to create an inclusive item pool for the NASC-CDM scale. 
Literature was also reviewed to understand the relationship 
between self-confi dence and anxiety and CDM. The extensive 
literature review resulted in the establishment of four content 
domains of CDM. Items on the initial draft of the scale were 
generated from these domains. 


Content Domain One: Investigating Information and 
Cues


Essential to this domain of the decision making process are 
such factors as attending to available patient cues and recog-
nizing problematic elements from these cues (Elstein, Kagan, 
Shulman, Hilliard, & Loupe, 1972; Kelly, 1964). Other impor-
tant factors such as patient chart information and a basic knowl-
edge base (called pre-encounter data) are foundational to CDM 
(Benner, Sutphen, Leonard, & Day, 2010; Standing, 2007). Ac-
tive listening, knowing the patients, connecting with them, and 
observing nonverbal cues (Baxter & Boblin, 2008; White, 2003) 
are identifi ed as crucial to CDM. Finally, intuition is validated 
as important in the CDM process (Rew, 2000; Tanner, 2006).


Content Domain Two: Interpreting Information and 
Meanings


Interpreting information and determining the relevancy or 
irrelevancy of information can be diffi cult for novice clinicians 
(Benner et al., 2010; O’Neill, Dluhy, Hansen, & Ryan, 2006). 
Elstein, Shulman, and Sprafka (1978) found that medical stu-
dents gather excessive data but then overinterpret, underinter-
pret, or misinterpret the information, whereas Kelly (1964) 
stated that inexperienced nurses often ignore highly relevant 
cues. Knowledge and experience are also leading infl uences 
on CDM (Benner, 2001; Itano, 1989). However, novice clini-
cians lack extensive nursing knowledge and widespread clini-
cal experiences. Students in a simulated learning environment 
admitted to anxiousness during the activity but also admitted to 
gaining experience about clinical judgment by observing their 
peers (Lasater, 2007). Increased exposure to clinical situations 
offers novice practitioners a chance to gain nursing knowledge 
and experience. 


Content Domain Three: Integrating Findings and 
Illuminating Options


Novice clinicians tend to be rule driven; they often have dif-
fi culty comprehending the full clinical picture and seeing pat-
terns among cues (Benner, 2001; Lauri & Salanterä, 1995). The 
accuracy of decision making improves when cues are clustered 


to see the complete clinical picture (Elstein et al., 1978; O’Neill 
et al., 2006). The assessment of the risks and benefi ts of deci-
sion options is important to CDM. O’Neill et al. (2005), as well 
as Baxter and Boblin (2008), indicated that nurses rank the de-
gree of risk of patient problems and interventions, then imple-
ment interventions to decrease the likelihood of the worst risk 
occurring. Using appropriate resources to aid the CDM process 
is crucial for novice clinicians. Such resources are described as 
staff nurses (Baxter & Boblin, 2008), clinical faculty members 
(Benner et al., 2010), and evidence-based literature (Lauri et 
al., 2001). 


Content Domain Four: Intervening and Refl ecting on 
the Decision Process


Action or intervention is elemental to CDM (Bakalis & Wat-
son, 2005; Tschikota, 1993). Refl ective practice is essential for 
gaining knowledge, improving clinical reasoning skills (Tanner, 
2006), and improving confi dence with decision making skills 
(Hoffman & Elwin, 2004). Professional accountability for deci-
sions made within one’s own clinical practice is also important 
(Muir, 2004). Seldomridge (1997) and Benner et al. (2010) ar-
gued that taking responsibility for ones’ decisions is stressful. 
Although students often seek support while making decisions, 
they need to be prepared to be accountable for their decisions 
(Baxter & Boblin, 2008). 


Emotional Barriers of Self-Confi dence and Anxiety
Expert and novice nurses differ regarding the cognitive pro-


cesses of CDM, but there are also affective infl uences that af-
fect CDM in the novice nurse. O’Neill (1996) found that the 
more confi dent the nurse, the better the ability to consider plau-
sible decision options. White (2003) indicated that when self-
confi dence was stronger, students were better able to focus on 
the patient, but when self-confi dence was diminished, students 
focused on their own anxiety. 


Most nurse educators would agree that prelicensure nurs-
ing students often experience anxiety and frequently lack con-
fi dence. Empirical research cannot fi rmly conclude whether 
lesser amounts of anxiety promote self-confi dence or whether 
higher amounts of self-confi dence curb anxiety. Various authors 
have argued that each is the case (Mellalieu, Neil, & Hanton, 
2006; White, 2009). Regardless, the reality is that emotional 
barriers strongly affect novice clinicians. Novice decision mak-
ers need a safe, supportive environment in which to practice 
this skill. 


THEORETICAL FRAMEWORKS


Research that advances the science of nursing is under-
pinned by theory (Gall, Gall, & Borg, 2007). The tenets of one 
learning theory and two embedded theoretical nursing models 
were foundational to the development, testing, and validation of 
the NASC-CDM scale. 


Social Cognitive Theory 
Social cognitive theory (SCT) comprises the concepts of 


cognition, regulation, reinforcement, self-effi cacy, and emo-
tional arousal (Bandura, 1977b, 1997). Self-reinforcement is a 
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means of regulating behavior and allows a person to self-correct 
as necessary (Bandura, 1977b) based on considerations of ef-
fort expenditure and expectancy. Effi cacy-expectancy (i.e., self-
effi cacy) refers to the belief that people can produce the effects 
they desire by their own actions (Bandura, 1997). To be effec-
tive decision makers, nursing students must believe they can be 
successful with the skill. 


Bandura (1977a) described emotional arousal as a source of 
self-effi cacy. Emotional arousal equates to the level of anxiety or 
physiological arousal a person experiences when confronted with 
threatening situations (Bandura, 1997). Control over anxiety is 
crucial. Nursing students must be able to realize and curb their 
level of emotional arousal to engage fully in the CDM process. 


Clinical Decision Making and Novice Clinical 
Reasoning Models


Two embedded models reveal the relationship between the 
emotional barriers and the development of CDM in novice cli-
nicians (O’Neill et al., 2005). The fi rst model highlights the 
multidimensional CDM process utilized by experienced nurses 
and notes the importance of working nursing knowledge. Nov-
ice clinicians have limited working nursing knowledge. Thus, 
O’Neill et al. conceived the second model, the novice clinical 
reasoning model (NCRM). This model highlights managing 
emotional barriers (i.e., high anxiety and diminished confi -
dence) and experiencing positive clinical situations as impera-
tive to foster CDM (O’Neill et al., 2005). 


Many authors have supported that more experiences pro-
mote more confi dence (Lindsey & Kleiner, 2005), successful 
outcomes enhance confi dence (Savitsky, Medvec, Charlton, 
& Gilovich, 1998), and higher confi dence promotes increased 
performance (Schunk & Pajares, 2005)—all of which diminish 
anxiety arousal. Hence, the design of the NASC-CDM scale’s 
items, as well as its primary intent, is fundamentally similar to 
the principals of the theoretical frameworks that grounded the 
current study. 


EARLY INSTRUMENT DEVELOPMENT 


Numerous a priori decisions are imperative when designing 
a new scale. During the early construction phase of the NASC-
CDM scale, choices were made based on literature from instru-
ment development experts. 


Initial Design, Item Pool, and Content Validity
First, a comprehensive concept analysis of self-confi dence 


was conducted (White, 2009). Second, the NASC-CDM scale 
was conceived as a hybrid scale because it examines the cogni-
tive process of clinical decision making, but its ultimate pur-
pose is to assess the affective domain (Gable & Wolf, 1993; 
Polit & Beck, 2008). Third, responses to items on the scale were 
designed as rank-ordered, Likert type, but summated raw scores 
are calculated. Therefore, the scale is considered as interval 
level for purposes of data analysis (Gall et al., 2007). 


A preliminary appraisal of content validity of the 82-item 
fi rst draft was performed by fi ve internationally known CDM 
experts to assess the scale for relevancy, clarity, and compre-
hensiveness (DeVellis, 2012). Both item content validity and 


scale content validity indices were calculated (Polit, Beck, & 
Owen, 2007). Based on feedback from the expert panel and the 
literature related to instrument development, a 6-point, forced-
choice response option format, ranging from 0 = not at all to 
6 = totally, was chosen. Six anchor points allow a wider ar-
ray of responses and better discrimination (DeVellis, 2012); a 
5-point to 7-point scale tends to be more reliable and ensures 
increased stability during factor analytic procedures (Comrey, 
1988; Gable & Wolf, 1993), and forced-choice formats tend to 
avoid ambiguity or neutrality and are able to gather more useful 
data (Coombs & Coombs, 1976). 


Item Reduction, Face Validity, and Pilot Version 
Items were reduced or revised based on expert panelist 


feedback and content validity indices. The second draft of the 
NASC-CDM scale was critiqued by RNs and undergraduate 
nursing students, including many with English as a second lan-
guage, to ensure item clarity and readability and to ensure face 
validity (DeVellis, 2012). After further revision and reduction 
of items, the scale was fi nalized into the 41-item draft used for 
pilot testing. 


INSTRUMENT TESTING PHASES


Two phases of testing were completed. To maintain constant 
conditions, similar sampling, recruitment, and data collection 
procedures were used during both phases of instrument testing 
(Rust & Golombok, 2009). 


Sampling
A convenience sampling framework was used for the study. 


Institutional review board approval was obtained from the uni-
versity where the author was affi liated and from 54 institutions 
of higher education (27 associate and 27 baccalaureate degree 
nursing programs that met the inclusion criteria) from four 
states in the northeast portion of the United States. One half of 
the 54 eligible programs were randomly chosen to participate 
in the pilot-testing phase during a fall academic semester. To 
minimize sampling bias, the remaining programs were invited 
to participate in the main-testing phase during the subsequent 
spring academic semester (Polit & Beck, 2008). After institu-
tional review board approval and Dean/Program Director of 
Nursing permission was secured, prelicensure nursing students 
within their fi nal two clinical semesters of completing their pro-
gram were recruited for the study. 


Data Collection Procedures 
Nursing faculty member liaisons from each program 


e-mailed information sent from the researcher (i.e., via recruit-
ment fl yer, survey package, and reminders) and forwarded that 
information onto students. The researcher established a rapport 
with the faculty member liaisons, made numerous face-to-face 
recruitment visits to nursing classes (Gable & Wolf, 1993), and 
sent two e-mail reminders about the study to students through 
their faculty liaison (Crawford, Couper, & Lamias, 2001) to 
maximize the response rate.


A secure encrypted electronic survey platform was used to 
deploy the survey package. Student participants voluntarily 
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completed the online survey package, which included the in-
formed consent, general directions, demographic questions, the 
NASC-CDM scale, a brief general self-effi cacy scale, and a 
brief general anxiety scale. Completion time took 15 to 20 min-
utes. The General Perceived Self-Effi cacy (GSE) scale (Schwar-
zer, Mueller, & Greenglass, 1999) and the Generalized Anxiety 
Disorder-7 (GAD-7) scale (Kroenke, Spitzer, Williams, Mona-


han, & Löwe, 2007) were used with permission and were com-
pleted by all student participants to assess convergent validity. 


Steps were taken to minimize social desirability bias (Rust 
& Golombok, 2009), which may be high in a student popula-
tion. Survey directions informed participants to answer honestly 
and choose the most accurate response because answers were 
neither right nor wrong. Students could skip a question and exit 


TABLE 1


Demographics From Pilot and Main Samples (N = 545)


Demographic Question


Pilot Sample 


(n = 303 [%])


Main Sample 


(n = 242 [%]) Statistic


Gender �2 = 0, p = 1


   Female 283 (93.4) 226 (93.4)


   Male 20 (6.6) 16 (6.6)


Age (mean � SD) 29.16 � 7.5 25.19 � 5.67 t = 6.71*


Ethnicitya LR = 11.64, p = 0.07


   African American 13 (4.3) 18 (7.4)


   American Indian 1 (0.3) 1 (0.4)


   Asian 13 (4.3) 7 (2.9)


   Caucasian 257 (84.8) 207 (85.5)


   East Indian 0 1 (0.4)


   Hispanic 13 (4.4) 5 (2.1)


   Other 3 (2.6) 3 (1.2)


Program type �2 = 57.89*


   Associate degree 192 (63.4) 74 (30.6)


   Baccalaureate degree 111 (36.6) 168 (69.4)


Program formata �2 = 128.28*


   Accelerated 18 (6) 13 (5.4)


   Evening/weekend 66 (21.8) 5 (2.1)


   Traditional, 2 semesters per academic year 141 (46.5) 219 (90.5)


   Year round, 3 semesters per academic year 77 (25.4) 5 (2.1)


   Other 0 0


Currently working as nursing assistanta �2 = 19.67*


   No 207 (68.3) 120 (49.6)


   Yes 95 (31.4) 121 (50)


College experience before nursing schoola �2 = 35.89*


   I started my nursing program right out of high school 45 (14.9) 74 (30.6)


   1 to 2 semesters 30 (10) 36 (14.9)


   3 to 4 semesters 53 (17.5) 51 (21.1)


   � 4 semesters 79 (26.1) 31 (12.8)


   I completed a college degree before starting my nursing
   program


92 (30.4) 49 (20.2)


Note. �2 = chi-square for independence; t = independent samples t test; LR = likelihood ratio.
a Some values are missing.
* Statistically signifi cant at p � 0.01 (two-tailed).
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the survey at any time. Confi dentiality and anonymity of all par-
ticipants was maintained throughout the study. 


Pilot testing of the tool (41 items) was completed to prelimi-
narily assess its reliability and validity (DeVon et al., 2007). The 
scale was revised and items were reduced based on data analy-
sis from this sample. Main testing of the revised tool (32 items) 
was completed by a second sample to assess its reliability and 
validity. 


DATA ANALYSIS AND RESULTS


SPSS® version 17.0.0 with GradPack software was used for 
all data analysis procedures. Similar data analytic procedures 
were used for both fi rst and second sample data to make appro-
priate comparisons. The self-confi dence and anxiety subscales 
are two similar but separate scales; therefore, data analysis was 
completed independently for each. Statistical assumptions were 
tested prior to data analysis. 


Approximately 9.5% of data from each sample were noted 
as missing-not-at-random after analysis by SPSS Missing Val-
ues Analysis software (i.e., participants may have completed 
demographic information only). These participants were ex-
cluded from data analysis. Subsequently, the use of modal re-
placement for missing values (Munro, 2005) replaced less than 
1% of survey package data. Univariate outliers were replaced 
with the largest data value, which was not an outlier. Multivari-
ate outliers were identifi ed using linear regression and locating 
the maximum value for Mahalanobis distance; this determined 
the number of cases to be excluded from factor analytic proce-
dures (Tabachnick & Fidell, 2007). 


Descriptive Analysis
Six associate and six baccalaureate nursing programs par-


ticipated in the pilot-testing phase (n = 303), for a response 
rate of 30.6%. Six associate and eight baccalaureate nursing 
programs participated in the main-testing phase (n = 242), for 
a response rate of 24.5%. Response rates exceeded the esti-
mated 20% cited as usual for electronic surveys (Cantrell & 
Lupinacci, 2007). 


The two samples differed statistically on most demographic 
variables. Groups were statistically similar on gender and eth-
nicity. Table 1 presents a comparison of the two samples. De-
spite the two samples being statistically different on several 
demographic variables data analysis, results were strikingly 
similar among both samples. Therefore, the statistical results 
presented are reported from data analysis from the second sam-
ple only (main-testing phase). 


Measures of central tendency and variability were calcu-
lated for the composite scores on the NASC-CDM subscales, 
the GSE scale, and the GAD-7 scale. Scores on both subscales 
of the NASC-CDM scale (a 6-point Likert scale) ranged from 
32 to 192. The mean score on the NASC-CDM self-confi dence 
subscale was 126.88 (SD � 27.40); the mean score on the 
NASC-CDM anxiety subscale was 78.48 (SD � 23.01). The 
GSE is a 10-item, 4-point Likert scale (range, 10 to 40). The 
mean score on the GSE was 31.70 (SD � 3.48). The GAD-7 is 
a 7-item, 4-point Likert scale (range, 0 to 21). The mean score 
on the GAD-7 was 8.13 (SD � 5.31). 


Construct Validity
Exploratory factor analysis (EFA) is commonly used dur-


ing instrument development (Comrey, 1988). Sample sizes 
achieved during the pilot-testing (n = 303) and main-testing (n = 
242) phases of the study were consistent with recommendations 
of instrument development experts, from 100 participants (Sap-
nas & Zeller, 2002) to 500 participants (Comrey & Lee, 1992). 


Principal component analysis with varimax (orthogonal) 
rotation was used for the initial factor analysis run for both 
subscales (Comrey & Lee, 1992; Tabachnick & Fidell, 2007). 
Using Kaiser’s criterion (Kaiser, 1958) three factors for the 
NASC-CDM self-confi dence subscale and the NASC-CDM 
anxiety subscale achieved eigenvalues exceeding 1 and ex-
plained 69.51% and 63.39% of total variance, respectively. 


Inter-item and item-total correlations were conducted to 
reveal the relationship of items within the scale. The well-
accepted criterion of item correlations between 0.30 and 0.70 
was used to review and reduce several items that were weak or 
redundant (Gable & Wolf, 1993). Factor loadings were exam-
ined using the cut-off value of less than 0.40 to warrant review, 
reduction, or revision of items (Ellenbecker & Byleckie, 2005). 
Because of the considerable overlap among factor loadings, in-
termingled points on the factor plots, and the fl uid process of 
decision making, items within the factor solutions were deter-
mined to be related. Alpha factoring maximizes the alpha reli-
ability of factors and is appropriate during the process of scale 
development; oblique rotation is suitable when factor solutions 
are interrelated (Tabachnick & Fidell, 2007). 


Therefore, the fi nal run used alpha factoring with promax 
(oblique) rotation. A stable three-factor solution was achieved 
for both subscales. Table 2 provides the alpha factoring with 
promax rotation results from both subscales. Item analysis was 
again conducted using �0.30 and �0.70 as indicators for weak 
or redundant items, respectively. Items with secondary loadings 
were reviewed.


Nine items were reduced from the 41-item pilot version 
(fi rst sample data) of the scale based on EFA and item analy-
sis results. An additional four items were rephrased slightly for 
grammatical and clarifi cation purposes only. Five items were 
reduced from the 32-item revised version (second sample data) 
of the scale based on EFA and item analysis results. 


The researcher and a panel of fi ve doctorally prepared 
nurse educators independently reviewed factor structures and 
assigned labels. Final labels that thematically summarized 
each factor were ultimately assigned by the researcher: Fac-
tor I, using resources to gather information and listening fully 
(13 items); Factor II, using information to see the big picture 
(7 items); and Factor III, knowing and acting (7 items). The fac-
tor structure fl ows similarly to the steps of the nursing process. 
Table 3 presents sample items and describes the factors. 


Convergent Validity
A correlation of scores on the psychometrically sound 


GSE and GAD-7 scales with scores on the respective NASC-
CDM subscales provided an assessment of convergent validity 
(DeVon et al., 2007). A positive Pearson r correlation coeffi -
cient of approximately 0.50 is acceptable for a newly designed 
scale (Waltz et al., 2010). A statistically signifi cant, moderate-


Journal of Nursing Education •  Vol. 52, No. X, 2013 5







CLINICAL DECISION MAKING TOOL


TABLE 2


Alpha Factoring with Promax Rotation for the 32-Item Self-Confi dence and Anxiety Subscales


Factor Loadings for Self-Confi dence Subscalea,b,c Factor Loadings for Anxiety Subscalea,b,c


Question on the NASC-CDM Scale I II III I II III


Q13 0.88 0.24 –0.35 0.65 0.07 –0.06


Q32 0.86 0.02 –0.04 0.86 –0.13 0.01


Q35 0.80 –0.32 0.32 0.72 –0.20 0.26


Q24 0.75 0.02 0.09 0.79 0.03 –0.01


Q14 0.73 0.15 0.00 0.88 0.03 –0.14


Q22 0.55 0.21 0.11 0.44 0.21 0.13


Q17 0.52 0.23 0.13 0.71 0.22 –0.10


Q16 0.50 0.14 0.16 0.45 0.25 0.04


Q34 0.48 –0.02 0.35 0.65 0.08 0.10


Q15 0.44 0.20 0.25 0.69 0.25 –0.10


Q36 0.40 –0.13 0.51 0.68 –0.05 0.21


Q38 0.40 –0.08 0.56 0.65 –0.14 0.33


Q1d 0.40 0.39 0.01 No loading �0.40 on any factor


Q27d No loading �0.40 on any factor 0.46 0.44 –0.05


Q40d No loading �0.40 on any factor No loading �0.40 on any factor


Q7 0.06 0.83 –0.12 0.03 0.72 –0.01


Q5 –0.03 0.79 0.09 0.10 0.62 0.12


Q4 0.06 0.74 0.02 0.07 0.71 0.06


Q18 0.14 0.73 –0.04 0.20 0.57 –0.01


Q10 0.08 0.72 0.05 0.03 0.71 0.11


Q9 –0.08 0.69 0.23 –0.05 0.36 0.52


Q3 0.05 0.63 0.17 –0.12 0.68 0.22


Q2d –0.07 0.57 0.33 0.12 0.43 0.49


Q23 –0.08 0.56 0.35 –0.08 0.25 0.65


Q11 0.22 0.53 0.11 0.17 0.64 0.02


Q6d No loading �0.40 on any factor 0.51 0.33 –0.01


Q39 –0.16 0.13 0.73 0.02 0.04 0.71


Q19 –0.06 0.27 0.67 0.13 –0.06 0.68


Q20 0.13 0.19 0.62 0.21 0.02 0.62


Q30 0.19 0.12 0.54 0.02 0.08 0.70


Q31 0.07 0.28 0.51 –0.04 0.49 0.40


Q29 0.30 0.12 0.47 0.53 0.12 0.15


Initial eigenvalue 19.70 1.5 1.04 17.38 1.08 1.83


Rotation sums of squared loadingse 16.40 16.55 15.97 14.77 13.07 14.28


Note. NASC-CDM = Nursing Anxiety and Self-Confi dence with Clinical Decision Making. Q8, Q12, Q21, Q25, Q26, Q28, Q33, Q37, and Q41 were removed after analysis from 
the pilot sample; thus, they do not appear within this table. Self-confi dence subscale rotation converged in 10 iterations. Anxiety subscale rotation converged in 9 iterations. 
a Factor labels: (I) using resources to gather information and listening fully; (II) using information to see the big picture; (III) knowing and acting.
b Substantial loading is �0.40.
c Bold font indicates substantial loading on corresponding factor.
d Italicized questions were reduced from the revised version of the scale.
e When factors are correlated, sums of squared loadings cannot be added to obtain a total variance.
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positive correlation was noted between the variables NASC-
CDM self-confi dence subscale and GSE (r = 0.62, p � 0.001, 
n = 242), indicating a stronger relationship than was found with 
the fi rst sample (r = 0.54). A statistically signifi cant, low-posi-
tive correlation was noted between the variables NASC-CDM 
anxiety subscale and GAD-7 (r = 0.38, p � 0.001, n = 241), 
indicating a weaker relationship than was found with the fi rst 
sample (r = 0.52). Reliability coeffi cients were computed for 
the two comparison scales (GSE: � = 0.84, n = 242; GAD-7: 
� = 0.91, n = 241).


Commonly, an inverse relationship exists between self-
confi dence and anxiety. Therefore, Pearson r was examined 
based on scores on the subscales. A statistically signifi cant, 
strong-negative correlation was noted between the variables 
NASC-CDM self-confi dence subscale and NASC-CDM anxi-
ety subscale (r = –0.75, p � 0.001, n = 242), indicating a stron-
ger negative relationship than was found during the pilot phase 
of the study (r = –0.67). Results indicated that undergraduate 
nursing students with higher levels of self-confi dence during 
the process of CDM had lower levels of anxiety during the pro-
cess and vice versa.


Reliability
Cronbach’s alpha internal consistency reliability coeffi cient 


(Cronbach, 1951) was used to compute the reliability for the 
self-confi dence and anxiety subscales of the 32-item NASC-
CDM scale. An alpha of 0.70 is respectable for a newly designed 
affective scale (DeVellis, 2012; Rust & Golombok, 2009). Re-
sults indicated the NASC-CDM self-confi dence subscale � = 
0.98 and the NASC-CDM anxiety subscale � = 0.97. Examina-
tion of the item-total statistics for both subscales revealed no 
substantial infl uence on alpha if any item was deleted. 


CONCLUSIONS RELATED TO THE RESEARCH 
QUESTIONS AND THEORETICAL FRAMEWORKS


The purpose of this study was to develop and test a newly 
designed quantitative self-report tool, the NASC-CDM scale. 
Despite similar sampling, recruitment, and data collection tech-
niques, the two samples were statistically different on most 
demographic variables. Data analysis results regarding scale 
validity and reliability were comparable across both testing 
phases; this may enhance the strength of the study and increase 
generalizability. 


Each of three research questions was asked and answered 
by the study. Research question one addressed construct valid-
ity. The 41-item pilot version of the scale structured content 
domains in sequential fashion from the acquisition of cues, 
through intervention, and, fi nally, to refl ection. A primary te-
net of factor analytic procedures is that items should correlate 
strongly with similar ones and weakly with those that are dis-
similar. Therefore, the resultant factors emerged as thematic 
rather than sequential (Comrey, 1988; Munro, 2005). Factor 
analytic results indicated the NASC-CDM scale is a stable 
multidimensional, three-factor scale. Items on the NASC-CDM 
subscales did not remain in their original content domains after 
stable factor structures were achieved; this was not entirely un-
expected. Comparable EFA results between two heterogeneous 
samples and stable factor solutions over two testing semesters 
provided evidential support that the two NASC-CDM subscales 
are construct valid.


Research question two addressed convergent validity. Stu-
dents with higher amounts of self-confi dence on the NASC-
CDM self-confi dence subscale showed higher levels of gen-
eral self-confi dence on the GSE scale. This was an anticipated 


TABLE 3


Factor Description and Sample Items from the Nursing Anxiety and Self-Confi dence with Clinical Decision Making Scale


Factor Number and Label Factor Description Sample Items


I: Using resources to gather 
information and listening fully 
(13 items on full scale)


Items include: using instructor, family, shift report, 
protocols, and literature as resources for information 
gathering; listening actively; assessing nonverbal 
cues; and focusing assessment to gathering more 
information


I am ___ self-confi dent and ___ anxious in my ability 
to recognize the need to talk with my clinical nursing 
instructor to help sort out client assessment fi ndings. 
I am ___ self-confi dent and ___ anxious in my ability 
to assess the client’s nonverbal cues. 


II: Using information to see 
the big picture (7 items on full 
scale)


Items include: seeing patterns and relevance of 
information; recalling past information learned (i.e., 
labs, anatomy and physiology) to help interpret 
information; seeing the full clinical picture


I am ___ self-confi dent and ___ anxious in my ability 
to identify which pieces of clinical information I 
gathered are related to the client’s current problem. 
I am ___ self-confi dent and ___ anxious in my ability 
to easily see important patterns in the information I 
gathered from the client.


III: Knowing and acting 
(7 items on full scale)


Items include: analyzing risks versus benefi ts of 
decision options; implementing the “best” option for 
the situation; using intuition for decision making


I am ___ self-confi dent and ___ anxious in my ability 
to act on at least one intervention I considered based 
on my gut feeling or intuition. 
I am ___ self-confi dent and ___ anxious in my ability 
to INDEPENDENTLY make a clinical decision to solve 
the client’s problem.


Note. The complete Nursing Anxiety and Self-Confi dence with Clinical Decision Making scale is available from the author upon request.
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fi nding and provided evidence to support the convergent valid-
ity of the self-confi dence subscale. The relationship between 
the NASC-CDM anxiety subscale and the GAD-7 scale re-
vealed a weaker, less positive correlation from the fi rst to the 
second sample. Pearson r was, nonetheless, statistically sig-
nifi cant and did fl ow in a positive direction. Although the de-
cline in correlation was not substantial, it was not anticipated. 
Reasons for the correlation decline were considered carefully 
without considerable success. Because the word anxious can 
have two meanings (uneasy or eager), participants may have 
been confused by the phrasing of items, ultimately infl uencing 
the results. This lower correlation was an unexpected fi nding 
and provided incomplete support for the convergent validity of 
the anxiety subscale.


Research question three examined the new scale’s reliability. 
High alpha coeffi cients for both subscales indicated variance in 
scores was attributed to the measurement of true score and not 
the measurement of error (Rust & Golombok, 2009). Such fi nd-
ings lend support to a high degree of internal consistency and 
suggest the two subscales do in fact measure the constructs of 
self-confi dence and anxiety during the process of CDM. It is ac-
knowledged that a large sample size and large number of items 
on the scale may infl ate the alpha (Gall et al., 2007).


Both theoretical frameworks that undergirded the study 
(Bandura, 1997; O’Neill et al., 2005) suggest an inverse rela-
tionship between self-confi dence and anxiety arousal; such was 
the case with the results of this study. However, the fact that stu-
dents perceived higher levels of self-confi dence and lower lev-
els of anxiety during the process of CDM was an unanticipated 
fi nding. CDM literature related to novice practitioners supports 
that the opposite is true (Bakalis & Watson, 2005; O’Neill et 
al., 2005; Standing, 2007). Explanations for the unanticipated 
results may include that respondents have been provided a safe 
nurturing clinical environment in which to practice their CDM 
skills (Baxter & Rideout, 2006), that they have effectively uti-
lized a variety of resources to assist their CDM skills (Lauri 
& Salanterä, 2002), or that these students have experienced 
enough real-life patient encounters to foster their CDM skills 
(Benner et al., 2010; O’Neill, Dluhy, Fortier, & Michel, 2004). 


Levels of self-confi dence and anxiety varied among demo-
graphic variables, although results were not statistically signifi -
cant. Male participants had higher levels of confi dence and less 
anxiety with CDM. Associate degree students had higher levels 
of confi dence and less anxiety with CDM than their baccalaure-
ate counterparts. Age was not a determinant in scores on the two 
subscales. The only statistically signifi cant comparison was that 
those students who participated in an extern program had higher 
levels of confi dence and lower levels of anxiety. 


LIMITATIONS


Limitations are intrinsic in any empirical study. The use of 
convenience sampling created selection bias and inherently 
limits the generalizability of fi ndings. Although numerous nurs-
ing classes were visited for recruitment purposes, not all of the 
nursing classes were visited. The ambiguity in the word anxious 
might have confused participants. Students self-selected their 
participation in the study. Response set bias occurred if respon-


dents provided socially acceptable or extreme response answers 
to items (Gable & Wolf, 1993; Polit & Beck, 2008). 


IMPLICATIONS FOR NURSING EDUCATION


The NASC-CDM scale was designed for a number of in-
tended uses. It was written deliberately in a generic manner to 
allow for use among different program types, different levels 
of students, and varied clinical situations. The scale may be 
useful to evaluate changes in self-confi dence and anxiety with 
CDM when used longitudinally. It could be used in a forma-
tive or summative fashion around real-life or simulated patient 
encounters. The NASC-CDM scale may also have utility in a 
pretest and posttest design surrounding clinical experiences. 
Although the purpose of the scale relates to a variety of uses, 
confi rmation of its merit will come only from its actual usage 
in these situations. Results of studies that use the NASC-CDM 
scale will indicate its performance in a variety of situations 
across a variety of populations. 


Making strong confi dent clinical decisions is a corner-
stone skill for professional nurses. The NASC-CDM scale is 
important to nursing. When nurse educators can successfully 
evaluate where students’ levels of self-confi dence and anxi-
ety lie, they can intervene with appropriate teaching–learning 
strategies. The NASC-CDM scale is merely in its infancy of 
development and establishment of sound psychometrics. Cur-
rently, the scale is being used in three quantitative doctoral 
dissertation studies related to nursing education in the United 
States and abroad. 


REFERENCES
Bakalis, N.A., & Watson, R. (2005). Nurses’ decision-making in clinical 


practice. Nursing Standard, 19(23), 33-39. 
Bandura, A. (1977a). Self-effi cacy: Toward a unifying theory of behav-


ioral change. Psychological Review, 84, 191-215. doi:10.1037/0033-
295x.84.2.191


Bandura, A. (1977b). Social learning theory. Englewood Cliffs, NJ: Pren-
tice Hall.


Bandura, A. (1997). Self-effi cacy: The exercise of control. New York, NY: 
WH Freeman/Times Books/Henry Holt & Co.


Baxter, P., & Rideout, E. (2006). Second-year baccalaureate nursing stu-
dents’ decision making in the clinical setting. Journal of Nursing Edu-
cation, 45, 121-127. 


Baxter, P.E., & Boblin, S. (2008). Decision making by baccalaureate nurs-
ing students in the clinical setting. Journal of Nursing Education, 47, 
345-350. 


Benner, P. (2001). From novice to expert: Excellence and power in clini-
cal nursing practice (Commemorative ed.). Upper Saddle River, NJ: 
Prentice Hall.


Benner, P., Sutphen, M., Leonard, V., & Day, L. (2010). Educating nurses: 
A call for radical transformation. San Francisco, CA: Jossey-Bass.


Cantrell, M.A., & Lupinacci, P. (2007). Methodological issues in online 
data collection. Journal of Advanced Nursing, 60, 544-549. 


Comrey, A.L. (1988). Factor-analytic methods of scale development in per-
sonality and clinical psychology. Journal of Consulting and Clinical 
Psychology, 56, 754-761. doi:10.1037/0022-006x.56.5.754


Comrey, A.L., & Lee, H.B. (1992). A fi rst course in factor analysis (2nd ed.). 
Hillsdale, NJ: Lawrence Erlbaum Associates.


Coombs, C.H., & Coombs, L.C. (1976). “Don’t know”: Item ambiguity or 
respondent uncertainty? The Public Opinion Quarterly, 40, 497-514. 


Crawford, S.D., Couper, M.P., & Lamias, M.J. (2001). Web surveys: Per-
ceptions of burden. Social Science Computer Review, 19, 146-162. 
doi:10.1177/089443930101900202


8 Copyright © SLACK Incorporated







WHITE


Cronbach, L.J. (1951). Coeffi cient alpha and the internal structure of tests. 
Psychometrika, 16, 297-334. doi:10.1007/bf02310555


DeVellis, R.F. (2012). Scale development: Theory and applications (3rd 
ed.). Newbury, CA: Sage.


DeVon, H.A., Block, M.E., Moyle-Wright, P., Ernst, D.M., Hayden, S.J., 
Lazzara, D.J., . . . Kostas-Polton, E. (2007). A psychometric toolbox 
for testing validity and reliability. Journal of Nursing Scholarship, 39, 
155-164. 


Ellenbecker, C.H., & Byleckie, J.J. (2005). Home healthcare nurses’ job 
satisfaction scale: Refi nement and psychometric testing. Journal of Ad-
vanced Nursing, 52, 70-78. 


Elstein, A.S., Kagan, N., Shulman, L.S., Hilliard, J., & Loupe, M.J. (1972). 
Methods and theory in the study of medical inquiry. Journal of Medical 
Education, 47, 85-92. 


Elstein, A.S., Shulman, L.S., & Sprafka, S.A. (1978). Medical problem 
solving: An analysis of clinical reasoning. Cambridge, MA: Harvard 
University Press.


Gable, R.K., & Wolf, M.B. (1993). Instrument development in the affective 
domain: Measuring attitudes and values in corporate and school set-
tings (2nd ed.). Boston, MA: Kluwer Academic.


Gall, M.D., Gall, J.P., & Borg, W.R. (2007). Educational research: An intro-
duction (8th ed.). Boston, MA: Pearson Education.


Haffer, A.G., & Raingruber, B.J. (1998). Discovering confi dence in clinical 
reasoning and critical thinking development in baccalaureate nursing 
students. Journal of Nursing Education, 37, 61-70. 


Hoffman, K., & Elwin, C.J. (2004). The relationship between critical think-
ing and confi dence in decision-making. Australian Journal of Advanced 
Nursing, 22(1), 8-12. 


Hughes, K.K., & Young, W.B. (1990). The relationship between task 
complexity and decision-making consistency. Research in Nursing & 
Health, 13, 189-197. 


Itano, J.K. (1989). A comparison of the clinical judgment process in expe-
rienced registered nurses and student nurses. Journal of Nursing Educa-
tion, 28, 120-126. 


Kaiser, H.F. (1958). The varimax criterion for analytic rotation in factor 
analysis. Psychometrika, 23, 187-200. 


Kelly, K. (1964). An approach to the study of clinical inference in nursing: 
Part I. Introduction to the study of clinical inference in nursing. Nursing 
Research, 13, 314-315.


Kroenke, K., Spitzer, R.L., Williams, J.B., Monahan, P.O., & Löwe, B. 
(2007). Anxiety disorders in primary care: Prevalence, impairment, co-
morbidity, and detection. Annals of Internal Medicine, 146, 317-325. 


Lasater, K. (2007). High-fi delity simulation and the development of clini-
cal judgment: Students’ experiences. Journal of Nursing Education, 46, 
269-276. 


Lauri, S., & Salanterä, S. (1995). Decision-making models of Finnish nurs-
es and public health nurses. Journal of Advanced Nursing, 21, 520-527. 


Lauri, S., & Salanterä, S. (2002). Developing an instrument to measure and 
describe clinical decision making in different nursing fi elds. Journal of 
Professional Nursing, 18, 93-100. 


Lauri, S., Salanterä, S., Chalmers, K., Ekman, S.-L., Kim, S., Käppeli, S., & 
MacLeod, M. (2001). An exploratory study of clinical decision-making 
in fi ve countries. Journal of Nursing Scholarship, 33, 83-90. 


Lindsey, G., & Kleiner, B. (2005). Nurse residency program: An effective 
tool for recruitment and retention. Journal of Health Care Finance, 
31(3), 25-32. 


Mellalieu, S.D., Neil, R., & Hanton, S. (2006). Self-confi dence as a medi-


ator of the relationship between competitive anxiety intensity and in-
terpretation. Research Quarterly for Exercise and Sport, 77, 263-270. 


Muir, N. (2004). Clinical decision-making: Theory and practice. Nursing 
Standard, 18(36), 47-52. 


Munro, B.H. (2005). Statistical methods for health care research (5th ed.). 
Philadelphia, PA: Lippincott Williams & Wilkins.


O’Neill, E. (1996). An exploratory study of clinical decision making in 
home healthcare nursing. Home Healthcare Nurse, 14, 362-368. 


O’Neill, E.S., Dluhy, N.M., & Chin, E. (2005). Modelling novice clinical 
reasoning for a computerized decision support system. Journal of Ad-
vanced Nursing, 49, 68-77. 


O’Neill, E.S., Dluhy, N.M., Fortier, P.J., & Michel, H. (2004). The 
N-CODES project: The fi rst year. Computers Informatics, Nursing, 22, 
345-350. 


O’Neill, E.S., Dluhy, N.M., Hansen, A.S., & Ryan, J.R. (2006). Coupling 
the N-CODES system with actual nurse decision-making. Computers, 
Informatics, Nursing, 24, 28-34. 


Polit, D.F., & Beck, C.T. (2008). Nursing research: Generating and assess-
ing evidence for nursing practice (8th ed.). Philadelphia, PA: Lippincott 
Williams & Wilkins.


Polit, D.F., Beck, C.T., & Owen, S.V. (2007). Is the CVI an acceptable indi-
cator of content validity? Appraisal and recommendations. Research in 
Nursing & Health, 30, 459-467. 


Rew, L. (2000). Acknowledging intuition in clinical decision making. Jour-
nal of Holistic Nursing, 18, 94-113. 


Rust, J., & Golombok, S. (2009). Modern psychometrics: The science of 
psychological assessment (3rd ed.). London, England: Routledge.


Sapnas, K.G., & Zeller, R.A. (2002). Minimizing sample size when using 
exploratory factor analysis for measurement. Journal of Nursing Mea-
surement, 10, 135-154. doi:10.1891/jnum.10.2.135.52552


Savitsky, K., Medvec, V.H., Charlton, A.E., & Gilovich, T. (1998). ‘What, 
me worry?’ Arousal, misattribution and the effect of temporal distance 
on confi dence. Personality and Social Psychology Bulletin, 24, 529-
536. doi:10.1177/0146167298245008


Schunk, D.H., & Pajares, F. (2005). Competence perceptions and academic 
functioning. In A.J. Elliot & C.S. Dweck (Eds.), Handbook of compe-
tence and motivation (pp. 85-104). New York, NY: Guilford Press.


Schwarzer, R., Mueller, J., & Greenglass, E. (1999). Assessment of per-
ceived general self-effi cacy on the internet: Data collection in cyber-
space. Anxiety, Stress & Coping, 12, 145-161. 


Seldomridge, E.A. (1997). Faculty and student confi dence in their clinical 
judgment. Nurse Educator, 22(5), 6-8.


Standing, M. (2007). Clinical decision-making skills on the developmental 
journey from student to registered nurse: A longitudinal inquiry. Journal 
of Advanced Nursing, 60, 257-269. 


Tabachnick, B.G., & Fidell, L.S. (2007). Using multivariate statistics (5th 
ed.). Boston, MA: Pearson Education.


Tanner, C.A. (2006). Thinking like a nurse: A research-based model of clin-
ical judgment in nursing. Journal of Nursing Education, 45, 204-211. 


Tschikota, S. (1993). The clinical decision-making processes of student 
nurses. Journal of Nursing Education, 32, 389-398. 


Waltz, C.F., Strickland, O.L., & Lenz, E.R. (2010). Measurement in nursing 
and health research (4th ed.). New York, NY: Springer.


White, A.H. (2003). Clinical decision making among fourth-year nursing stu-
dents: An interpretive study. Journal of Nursing Education, 42, 113-120. 


White, K.A. (2009). Self-confi dence: A concept analysis. Nursing Forum, 
44, 103-114.


Journal of Nursing Education •  Vol. 52, No. X, 2013 9








RePAIR
Executive  
Summary


Reducing Pre-registration Attrition and Improving Retention







2


RePAIR (Reducing Pre-registration Attrition and Improving Retention)


Executive Summary


Contents


Background  3


Aims of RePAIR 3


Approach 4


Key messages 4


Key findings 5


 Understanding indicators of attrition 5


 Insight into stakeholders’ experience 5


Recommendations from RePAIR 6


 Standardisation of indicators of attrition 6


 Costs of interventions to improve retention 6


 Financial pressures 6


 Wrong career choice 6


 Buddy schemes 6


 ‘Year 2’ students 6


 Placement allocation and associated costs 6


 National model of support for students in the clinical department 6


 Students’ role in the clinical department 6


 Standardised approach to clinical assessment 6


 Levels of student confidence 7


 Preceptorship model as an aid to recruitment and retention 7


 Recruitment of newly qualified practitioners 7


 Impact of culture of care and early career choices 7


 Application of RePAIR to new models of pre-registration education and training 8


Next Steps 8


RePAIR resources 8







3
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Background
The RePAIR (Reducing Pre-registration Attrition and Improving 
Retention) project commenced in the autumn of 2015 in 
response to the Department of Health’s refreshed mandate 
2015 -2016, paragraph 6.9: ‘Unnecessary attrition from training 
programmes can result in significant cost and impact on the 
health and wellbeing of students. Health Education England’s 
(HEE) objective is to reduce avoidable attrition from training 
programmes by 50% by 2017’.


Student attrition from pre-registration clinical education 
programmes is a long-standing challenge. It is well understood 
that the factors that affect attrition are complex and are 
influenced by institutional, political, professional and societal 
issues, as well as personal factors. At the beginning of the 
project it was decided to extend the scope of RePAIR to include 
approaches to improving retention during the first two years of 
employment, as newly qualified practitioner turnover rates tend 
to be high during this period.


The programmes in scope of RePAIR were the four fields of 
nursing, midwifery and therapeutic radiography. Currently the 
national picture is that there is a 35.1 per cent overall reduction 
in the number of applicants for nursing and 35 per cent 
reduction for midwifery. Furthermore, to deliver the National 
Cancer Workforce plan the number of therapeutic radiographers 
will need to increase by 18 per cent by 2021.


Aims of 
RePAIR


In order to better understand what 
the sector can do to reduce attrition 


across the four ‘Steps’ of RePAIR, 
from pre-enrolment to early clinical 


career, this project sought to address 
five overarching aims (figure 1).


Figure 1:  RePAIR project aims, Steps and framework


Project aims
• Provide a standard definition for attrition and establish a baseline. 


• Establish a detailed understanding of the multi-factorial aspects of 
attrition and retention in pre-registration education and training. 


• Identify best practice and isolate the factors that are in place for 
retention to be optimised. 


• Promote spread of identified best practice across England. 


• Agree a sustainable national approach to improving  
pre-registration retention. 


Steps of RePAIR


RePAIR commitment framework


Pre-
enrolment


Duration of 
the Course


Flaky 
bridge


Early Clinical 
Career


HEI 
commitment


Student 
commitment


HCP 
commitment
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Approach
Initially the RePAIR tripartite model of commitment (student, 
Higher Education Institutions (HEI) and Healthcare Providers 
(HCP)) (figure 1) was developed, to enable a clearer 
understanding of factors that affect retention for these six 
professional groups, across the four ‘Steps’ of RePAIR (figure 1). 


The approach to collecting the data was pragmatic and based 
on the premise that the findings would add to the existing 
knowledge base. Data was collected from three different sources 
(figure 2): 


• data available from HEIs which provided the national baseline 
attrition data;


• data available from stakeholders including the student survey, 
focus groups and discussions;


• evidence from the 16 RePAIR case study sites formed from 
local partner organisations that agreed to work together to 
advise and inform the project.


Key messages
• This large scale national project with a unique data set has 


reminded the HCPs and HEIs that it is the responsibility of all 
stakeholders to seek ways to reduce attrition and improve 
retention. It has also enabled them to rekindle the discussion 
about attrition, and highlighted that they can, and should, do 
better to improve retention. 


•  RePAIR further evidences that the solutions to improving 
retention are influenced by many factors and are mostly 
achievable, so long as there is the tripartite commitment  
to do so.


•  RePAIR has consistently captured evidence of how important 
the clinical component of the course is to students. The 
student experience, their desire to stay on the course, or 
indeed to consider applying to work in a service, is heavily 
influenced by the clinical supervisor (or mentor) and the 
culture in that clinical setting.


Understanding 
indicators of 
attrition
• Definitions


• National baseline attrition data


• Completion trends


Insight into the 
stakeholders’ 
experience
• National student survey (3447)


• Focus groups with students 
(155) and newly qualified 
practitioners (25)


• Discussions with academics (67) 
and clinical educators (63)


In-depth enquiry into 
improving retention
• Case study sites


Figure 2: Data collection sources used in the project
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Key findings 
Understanding indicators of attrition 
There is no single nationally agreed method of measuring 
attrition. In the absence of a standard definition of attrition, HEE 
established the new and separate definition of pure attrition, 
solely for the purpose of the RePAIR baseline. 


Pure attrition is the number of students who did not complete on 
time using the standard pathway for that programme, i.e. Non-
completers/starters x 100.  


HEE calculated an aggregated percentage of those completing in 
years 2013/14 and 2014/15. The overall percentage who did not 
complete on time for these two years was 33.4 per cent. 


Post the 2015 Spending Review and Autumn Statement, 
monitoring of programmes now sits with the Office for Students 
(formerly Higher Education Funding Council for England).


Given that HEE no longer has a formal remit to undertake 
follow-up national data collections for professions affected by 
this reform, it undertook analysis of student attrition data, held 
by HESA (Higher Education Statistics Agency), using the observed 
expected attrition metric. According to this data set, the attrition 
in year one for all programmes in the scope of RePAIR, is higher 
than in years two or three of programme. Accepting variation 
across programmes, and individual years of study, these indicators 
reveal that percentage change improvements overall, in years 
two and three of programme for the period 2009/10 to 2016/17, 
were broadly in the region of 50 per cent.


Evidence from the RePAIR case study sites, and feedback from 
members of the Council of Deans of Health, is that most students 
who experience an interruption, complete their studies within a 
further 24 months of the standard pathway. 


Insight into stakeholders’ experience 
• The findings from the student survey are mostly positive, in 


that the students advise they intend to pursue a career in their 
chosen profession and had made the correct decision to enrol 
on the course. However, financial pressures are a challenge, 
particularly the fear of getting into increasing amounts of 
debt. A high proportion, an average of 41per cent, have 
considered leaving the course.


• It is important for the HEIs to understand and manage 
students’ expectations about the course, from initial enquiry 
to successful completion. 


• It is important that prospective students are afforded an 
opportunity to visit clinical services to help inform their career 
choice.


• Second year students receive relatively less support than either 
first or third year students.


• Students commented on service pressures, the difference 
in the culture of care, the staff’s attitudes to them and the 
variation in supervisor/mentor support. However, they pointed 
out that the ‘student-mentor’ relationship is central to the 
success of their clinical learning outcomes.


• Students urged HEIs and HCPs to seek ways to improve: the 
communication between them; allocation of placements, and 
standardisation of practice assessment documentation.


• Students reported a rollercoaster experience, in their levels of 
confidence, as they prepare for transition from being a final 
year student to a newly qualified practitioner (RePAIR’s flaky 
bridge). Consequently, they prefer to know where they are 
going to work before the middle of the last year of study. 


• Many final year students select their first post based on the 
reputation of the preceptorship programme and the level of 
support they are going to receive. 


• HCPs do not routinely record details of students who gain 
clinical experience in their organisations and then go on to 
work for them. 


• Very few HCPs design their preceptorship programmes with 
their partner HEIs. This leads to a perception, by students, that 
they have to repeat evidence of competency.


Financial  
pressures are 
a challenge, 


particularly the 
fear of getting into 
increasing amounts 


of debt.
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Recommendations 
from RePAIR 
The following 14 recommendations are drawn from the 
data collected during RePAIR. The first two are general 
recommendations, the remainder are listed according to the 
four steps of RePAIR. The order of the recommendations 
does not indicate any relative significance.


Standardisation of indicators of attrition
Recommendation 1


National bodies should work together to review the current range 
of definitions of attrition, and model(s) for measuring this metric, 
to ensure that the output data is meaningful to all parts of the 
sector, in particular HCPs. 


Costs of interventions to improve 
retention
Recommendation 2


HEIs and HCPs should work in partnership to acquire a better 
understanding of the cost effectiveness of interventions that are 
designed to improve retention.


Step 1 - Pre-enrolment


Step 2 - Duration of the Course


Financial pressures
Recommendation 3


HEE should seek ways to make hardship funds available to 
encourage more prospective students, particularly mature 
students, to embark on a career in nursing, midwifery or 
therapeutic radiography.


Wrong career choice
Recommendation 4


HEIs should ensure clinical staff are actively involved 
in recruitment and that prospective students really do 
understand the career they have chosen to enter and the 
demands of the course. 


Buddy schemes
Recommendation 5


HEIs should review, in partnership with their students, the 
institution’s approach to buddy schemes for healthcare 
students. 


‘Year 2’ students
Recommendation 6


HEIs and HCPs should work together to develop specific 
programmes of support for second year students.


Placement allocation and associated 
costs
Recommendation 7


HEIs should work more closely with their HCP partners and 
map out detailed placement allocations for all the students, 
throughout the duration of their course. They should also 
review processes relating to placement costs and ensure 
students are reimbursed in an efficient and timely way. 


National model of support for 
students in the clinical department
Recommendation 8


HEE should work with HCPs and HEIs to ensure that its’ 
national strategy, to support students in clinical practice and 
their supervisors/mentors, is implemented.


Students’ role in the clinical 
department
Recommendation 9


HCPs and HEIs should work together to resolve the 
dissonance that exists concerning some students’ 
understanding of their role in the service and the 
interpretation of students’ supernumerary status, 
particularly for third year students.


Standardised approach to clinical 
assessment
Recommendation 10


HEIs should work together to agree a national standardised 
approach to assessing students’ clinical competence, 
including a simple process of recording students’ prior 
clinical experience. 
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Step 3 - Flaky Bridge


Levels of student confidence
Recommendation 11


HEIs should develop a clearer understanding of factors that 
affect student confidence levels, particularly at the point of 
progressing from student to newly qualified practitioner.


Step 4 - Early Clinical Career


Preceptorship model as an aid to 
recruitment and retention
Recommendation 12


HCPs should review their preceptorship programmes, 
ideally in partnership with HEIs, to improve recruitment 
and retention of their newly qualified staff and ensure the 
preceptors are appropriately trained.


Recruitment of newly qualified 
practitioners
Recommendation 13


Neighbouring HCPs should work together, and with their 
local education providers, to agree a shared model of 
recruiting newly qualified practitioners.


Impact of culture of care and early 
career choices
Recommendation 14


HCPs should gather data about the culture of care in the 
clinical environments, in which the students are training, to 
understand the impact of that culture on the students and 
their early career decisions.


HCPs should  
review their 
preceptorship 
programmes, ideally 
in partnership with 
HEIs, to improve 
recruitment and 
retention of their 
newly qualified  
staff.
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Application of RePAIR to new models of  
pre-registration education and training 
RePAIR is part of an ongoing journey and since the start of 
RePAIR there have been two very significant national initiatives 
concerning pre-registration health and social care education and 
training: the introduction of the Nursing Associate role and the 
development of pre-registration apprenticeship programmes in 
health and social care.


The extent to which the findings from RePAIR can be read 
directly across to these additional new models of education and 
training was not in scope of RePAIR. However, throughout RePAIR 
consideration has been given to the wider application of the 
findings and recommendations of this large project. 


Recommendation 15


HEE should seek to understand the relevance of the 
findings of RePAIR to the new models of pre-registration 
education and training that are being implemented in 
health and social care. 


Next Steps
It is important that the RePAIR conversations continue nationally, 
regionally and locally, and organisations should consider how they 
address the recommendations.


RePAIR outputs
In addition to this RePAIR Executive Summary there are a number 
of other RePAIR resources:


RePAIR Report access here ›


RePAIR Cost Calculator access here ›


RePAIR Toolkit access here ›


RePAIR examples 
of best practice access here ›



https://healtheducationengland.sharepoint.com/:b:/g/Comms/Digital/EeNMV6yMRllLgk3zKaV8nlMBi78dT-8MUwvJXJ8uAMyfCg?e=Mi88vm

https://healtheducationengland.sharepoint.com/:x:/g/Comms/Digital/EQNwRXMDF9tFp72zEGNCkTABzeKEgMuRKpjpN_LjgrYSBA?e=wVLN06

https://healtheducationengland.sharepoint.com/:b:/g/Comms/Digital/Ee4yfmT7jsVLsXrsd0zVoVcB4Wp-dd1EQl_dB3BHmkrwxg?e=w2APXb

https://healtheducationengland.sharepoint.com/:b:/g/Comms/Digital/Ee4yfmT7jsVLsXrsd0zVoVcB4Wp-dd1EQl_dB3BHmkrwxg?e=w2APXb
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