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Abstract. Perceived quality of nursing education from a health systems per spective: a cross-sectional study of two
universitiesin Albania. Bimi Indrit, Bimi Dani€ela, Llavdaniti Mimoza. Nursing students' perceptions of educational
quality — particularly the clinical learning environment (CLE) — are an early indicator of whether programs are
producing graduates who feel ready for practice. This study aimed to describe nursing students’ perceived educational
quality and clinical learning environment (CLE) in two Albanian universities, and to identify factors independently
associated with low perceived preparedness for practice. In May 2025, a cross-sectional questionnaire was administered
to 367 students at the department of medical technical sciences, University “ Aleksandér Moisiu” of Durrés and the
University “Eqrem Cabg” of Gjirokastra. Items covered staff availability, teaching quality and clinical skills,
preparedness for practice, teaching approaches, and placement conditions. Domain scales were created (Cronbach’'s a
>0.70) and low preparedness was defined as a prepar edness score bel ow the sample median. In multivariable binary and
ordinal logistic regression, limited availability of clinical supervisors/preceptors, poorer overall CLE quality, and lower
exposure to simulation-based teaching were independently associated with low preparedness. Descriptively, around half
of respondents reported that key CLE domains need improvement, including distance to clinical practice sites (52.0%),
transportation (49.6%), availability of equipment and supplies (50.1%), quality of supervision (50.1%), and student
assessment (51.0%). Clinical supervisors/preceptors were often available for 31.9% of students. Only 23.4% rated
clinical supervisors/preceptors teaching quality as good. Smulation and role-play were among the least frequently used
teaching approaches. Sudents' responses indicate systematic gaps in clinical supervision capacity, placement logistics,
and clinical learning infrastructure. Srengthening structured preceptorship, clinical site agreements, and skills-
lab/simulation capacity are practical targets for quality improvement.

Pedepar. CnpuiiHATTS AKOCTI OCBiTH MececTep 3 OIVIsIAY HA NMEPCIeKTHBH PO3BUTKY CHCTEM OXOPOHH 3/10POB s
nepexpecHe NOCJiAKeHHsl 1BOX YyHiBepcuTeTiB AuOanii. Bimi Imgpit, Bimi [laniena, Jlmapnamiti Mimo3sa.
Crnpuiinammst cmyOeHmamu. MeocecmpurHCmed SIKOCII 0CEImu — 30Kpema KiHiuHo20 HaguanbHozo cepedosuua (KHC) — e
PAaHHIM IHOUKAMOPOM MO20, YU 20MYIOMb NPOSPAMU GUNYCKHUKIG, AKI 6I0UY6AIOMb 20MOSHICMb 00 NPAKMUYHOT pOOOMU.
Memoto ybo2o Odocniodcenns 6yno onucamu CHPUUMAHY CHYOSHMAMU AKICMb 0CGIMU MA KIHIYHO20 HAGUANLHO2O0
cepedoguuya y 060X yHigepcumemax Anbanii, a maxoic 6USHAUUMY YUHHUKU, HE3AENCHO NOB’ A3AHI 3 HUZLKOIO CNPULLMAHOIO
eomosnicmio 00 npakmuxu. Y mpasni 2025 poxy misnc 367 cmyoenmamu paxyiememy MeOUYHUX MEXHIYHUX HAYK
yHigepcumemy <«Anexcandp Moiiciy» 6 /[yppeci ma yHisepcumemy <«Expem Yabeti», I'ipokacmpa, 6y10 nposedeHo
nepexpecte onumyeanns. [IynKmu ankemu 0Xonuo8any 00CmynHicmos NePCOHALY, AAKICMb BUKIAOAHHS MA KITHIYHI HAGUYKU,
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20MOGHICMb 00 NPAKMUKU, NIOXOOU 00 HAGUAHMSL A YMOBU NPOXOOXNCEH s npakmuku. byno cghopmosarno wikaiu 0omeHia
(o Kponbaxa >0,70), a Husbky comosHicmb 6USHAYANU 5K NOKAZHUK 20MOGHOCMI Hudicue Medianu eubipku. Y
bazamoghakmopniii  OinapHili ma nopsaoKosill J02ICMUYHIl  pezpecii 0OMediceHa OOCMYNHICMb  KIIHIYHUX Ccynep-
sizopisInpeyenmopis, cipwa 3aeanrvra sxicmv KHC ma menwuii pieenv 3anyueHHs 00 CUMYTAYIUHO20 HABYAHHS Oyau
He3aedHCHO NO6' A3aHi 3 HU3bKOI0 2omogHicmio. Onucoso npubIU3HO NOIOBUHA PECNOHOEHMIE NOGIOOMULA, WO KIIOHOG]
domenu KHC nompe6yioms nokpawenns, 3okpema giocmans 00 6az npaxmuxu (52,0%), mpancnopm (49,6%), nasenicme
obnaonanns ma sumpamuux mamepianis (50,1%), axicms cynepsizii (50,1%) i oyinrosanmns cmyoenmie (51,0%). Jnn 31,9%
cmyodenmie Kniniuni cynepsizopulnpeyenmopu 6yau docmynui <«uacmo». Jluwe 23,4% oyinunu AKicmob SUKIAOAHH
KainiuHux cynepeisopislnpeyenmopis sik 006py. Cumynsyii ma ponvosi izpu 6ynu ceped Haupiouie 3acmoco8y8anux nioxoois
00 HaguauHs. Bionosioi cmyoenmis cgiouams npo cucmemHi npo2aruty 8 CHPOMONCHOCII KIIHIYHOT Cynepsisii, nozicmuyi
NPaKmuK ma iHGpacmpykmypi KiiHiuHo2o Haguanhs. [locunenms cmpykmyposanozo npeyenmopcemed, Y200 3 KiHIYHUMU
Oazamu ma MONCIUSOCMEN HABUUKOBUX 1AOOPamopitilcumynayiil € npakmuyuHumMu yinamu 015 niOSUWEHHSL IKOCHII.

Nursing education isultimately judged by itsability
to produce graduates who can deliver safe, competent,
and patient-centred care within increasingly complex
healthcare systems. This expectation extends beyond
technical proficiency to include clinical reasoning,
communication, ethical practice, teamwork, and
adaptability to diverse care settings. Centra to this
formative process is the clinical learning environment
(CLE), where theoretica knowledge acquired in
classrooms is trandated into practice, professiona
identity is shaped, and students internalize the norms
and responsibilities of the nursing role [1, 2].

A substantial body of international literature
demonstrates that students' perceptions of the CLE are
strongly associated with educational outcomes, inclu-
ding satisfaction, confidence, motivation, and per-
ceived preparedness for practice. Key dimensions
influencing these perceptions include the pedagogical
amosphere of the clinica setting, the quality and
consistency of supervision, leadership and organiza
tiona culture on the ward, and the effectiveness of
collaboration between academic ingtitutions and clini-
cal sites[3]. In particular, the supervisory relationship
between students and clinical preceptors has been
identified as one of the most influential determinants
of learning quality, professiona socialization, and
students’ sense of belonging within the clinical team.

However, across many hedthcare systems, the
CLE is under increasing strain. Rising service
demands, workforce shortages, and heightened
administrative burdens have reduced the time and
capacity available for clinical teaching and men-
torship. As aresult, students frequently report insuf-
ficient supervision, variability in mentoring quality,
misalignment between theoretical instruction and
clinica redlities, inconsistent assessment practices,
and limited access to essential equipment and lear-
ning resources during placements [4, 5]. These
challenges are not trivial or merely perceptual; they
reflect structural and organizational constraints that
can undermine competency development, delay skill
acquisition, and contribute to lower confidence
during transition to professional practice.
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Logistical and infrastructural factors further
compound these challenges. Distanceto clinical sites,
lack of organized transportation, overcrowded place-
ments, and uneven distribution of learning opportu-
nities across clinical settings can restrict students
exposure to diverse patient populations and limit
hands-on practice. Evidence suggests that when
clinical placements are poorly coordinated or ina-
dequately resourced, students are morelikely to expe-
rience observational rather than participatory lear-
ning, reducing the effectiveness of clinical education
despite formal curriculum requirements|[1, 6].

In response to these constraints, educational
research increasingly highlights the complementary
role of structured preceptorship models, standardized
assessment frameworks, and simulation-based edu-
cation. While simulation cannot replace real-world
clinical exposure, high-quality simulation and skills-
lab training have been shown to enhance students
self-confidence, clinical reasoning, and readiness for
practice, particularly in settings where clinical
opportunities are limited or unevenly distributed [7].
The effectiveness of such approaches, however,
depends on their integration within a coherent
educational strategy that aligns classroom teaching,
simulated learning, and clinical placements.

In Albania, nursing education programs have
expanded over the past decade in response to work-
force demands and broader health system reforms.
Despite this quantitative growth, there is limited
published evidence examining students' experiences
of the CLE and the organizational factors that shape
the quality of clinical education. Clinical placement
experiences may vary substantially acrosssitesdueto
differences in supervison models, institutiona
capacity, patient mix, and available infrastructure. In
this context, systematic assessment of students
perceptions provides a valuable lens through which
program-level strengths and weaknesses can be iden-
tified, particularly those that are amenable to
improvement through curriculum design, formalized
clinical partnerships, and targeted investment in
supervision and educational resources.
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Accordingly, the present study aimed to describe
nursing students perceptions of educational quality
in two Albanian universities, with a specific focus on:
(I) availability of educational and support staff,
(1) perceived teaching quality and clinical skills of
instructors, (I11) perceived preparedness for practice
across common care settings and competencies,
(IV) teaching approaches used within the program,
and (V) key quality domains of the clinical learning
environment during placements. By identifying areas
consistently perceived as needing improvement, this
study seeks to inform evidence-based strategies for
strengthening clinical nursing education within the
Albanian context.

MATERIALSAND METHODS OF RESEARCH

A descriptive  cross-sectional  study was
conducted in May 2025 among nursing students
enrolled in Bachelor and Master-level programs at
two public universities in Albania: the Department
of Medical Technical Sciences, Aleksandér Moisiu
University of Durrés (DSHTM-UAMD), and the
University of Gjirokastra (UGJ). The study was
designed to capture students’ perceptions of the
quality of nursing education and the clinical learning
environment (CLE) at asingle point in time, reflec-
ting their cumulative academic and clinical training
experiences. The study was planned and reported in
accordance with the STROBE recommendations for
cross-sectional observational research.

Eligible participants included students enrolled in
Bachelor of Science (BSc) and Professional Master
(MP) nursing programs who had exposure to clinical
placements (completed or ongoing). Students from
different years of study and academic tracks were
included to ensure heterogeneity in exposure to
clinical supervision models, teaching approaches, and
placement settings. Participation was voluntary,
anonymous, and unrestricted by age or gender. A total
of 367 students completed the survey and were
included in the final analysis.

Data collection procedure

Data were collected using a structured, self-admi-
nistered questionnaire distributed both in classroom
settings and online. Classroom distribution took place
following scheduled teaching activities, while online
administration was used to reach students who were
unavailable due to clinical placements or scheduling
constraints. This mixed-mode approach was adopted
to maximize participation and minimize selection
bias related to attendance, consistent with standard
principles of survey methodology. Because the
survey was distributed through classroom sessions
and online, the number of students who received an
invitation could not be precisely determined, and a
formal response rate was therefore not calculated.

58

Prior to completion, students received standardized
instructions and were informed that their responses
would be anonymous and would not affect their
academic standing. Completion time was approxi-
mately 15-20 minutes.

Instrument development and validation

The questionnaire was specifically adapted for use
in the Albanian nursing education context, drawing on
established conceptual frameworks of clinical learning
environment quality and nursing education evaluation.
The adaptation process involved content review by
academic nursing staff and clinical instructors to
ensure relevance, clarity, and cultura appropriateness.
The instrument was pilot-tested with a small group of
nursing students, leading to minor linguistic and struc-
tural refinements before final deployment. The final
questionnaire demonstrated satisfactory content and
face validity for assessing students perceptions of
educational quality and clinical training experiences,
consistent with recommended procedures for question-
naire development and validation.

Measures

The gquestionnaire collected information across
several domains. Sociodemographic and academic
variables included gender, university affiliation,
program of study, and year of study. Year of study
was defined as the current year within the student’s
enrolled program and treated as an ordinal (numeric)
variable in regression models.

Perceived availability of educational and support
staff was assessed through items evaluating the
accessibility of classroom instructors, skills-lab
instructors, clinica supervisorg/preceptors, academic
mentors, librarians, and information technology sup-
port staff. Responses were recorded using four ordered
categories reflecting frequency of availability.

Perceived teaching quality and perceived clinical
skills of instructors were assessed separately for
classroom instructors, skills-lab instructors, and
clinical supervisorg/preceptors. Students rated each
group using ordinal response options reflecting
overall quality and competence.

Perceived preparedness for practice was assessed
across sixteen competencies and work contexts,
including primary care, hospital and emergency set-
tings, teamwork, rural practice, use of digital techno-
logies, clinical reasoning, management tasks, advo-
cacy, lifelong learning, and research. Responses
reflected graded levels of preparedness rather than
binary competence.

Teaching approaches used within the program
were assessed by asking students to indicate the
frequency with which various instructional methods
were employed, including lectures, demonstrations,
supervised practice, simulations, role-play, small-
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group learning, self-directed learning, and com-
munity-based projects.

Findly, key quality indicatorsof theclinica learning
environment were assessed, including logigtica aspects
of placements, supervision and teaching quality during
practice, assessment and grading processes, aignment
between theory and practice, patient mix, safety, and
availability of equipment and supplies.

M ethodol ogical approach (sociological and epide-
miological methods)

In line with sociological research methodology,
this study used an anonymous questionnaire-based
cross-sectional survey to quantify students' percep-
tions and experiences in nursing education and
clinical training. From an epidemiological perspec-
tive, the study applied descriptive epidemiology to
characterize the distribution of key variables (uni-
versity, program, year of study, and perception
domains) and analytic epidemiology to assess asso-
ciations between hypothesized determinants (e.g.,
supervision availability, CLE quality, simulation-
based teaching) and preparedness outcomes.

Internal consistency reliability

For multi-item domains designed to measure
coherent constructs (availability of staff, perceived
teaching quality, perceived clinical skills, prepa
rednessfor practice, teaching approaches, and clinical
learning environment quality indicators), interna
consistency reliability was evaluated using Cron-
bach’'s alpha coefficient. Cronbach’s apha was
caculated for each multi-item scale to assess the
degree to which items within a domain measured the
same underlying construct. Values of a >0.70 were
considered acceptable, values>0.80 good, and values
>0.90 excellent internal consistency [8].

Ethical considerations

This study was conducted in accordance with
international ethical requirements for research invol-
ving human participants, including the principles of
the Declaration of Helsinki, and in compliance with
applicable institutional and national regulations.
Ethical approva was obtained from “Aleksandér
Moisiu”, Durrés, Albania (protocol No. 1197, date
28.04.2025 and “Eqrem Cabg” University of Gjiro-
kastér (protocol No. 13 date 29,01.2026). Participa-
tion was voluntary. All participants provided written
informed consent prior to enrolment. Data were
collected anonymously, stored securely, and analysed
in aggregated form to ensure confidentiality.

Statistical analysis

Statistical analysis was performed using R (ver-
sion 4.3.2; free open-source software) (R Foundation
for Statistical Computing, Vienna, Austria) [9]. In-
complete questionnaires were excluded before ana-
lysis, yielding afinal analytic sample of 367 students
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with complete data for all variables included in the
primary models. All anayses followed a pre-
specified analytical plan consistent with the des
criptive and explanatory aims of the study. The
statistical modelling approach followed standard
guidance for logistic and ordinal logistic regression,
and scale reliability followed established psycho-
metric methods (e.g., Hosmer & Lemeshow; Agresti;
McCullagh; Cronbach).

Data preparation and coding

Questionnaire responses were screened for com-
pleteness and internal consistency prior to anaysis.
Likert-typeitemswere coded numerically according to
their ordinal structure, with higher values indicating
more favorable perceptions (e.g., greater preparedness,
better learning environment quality, or higher
availability of support). Composite scoreswere created
for multi-item domains, including perceived
preparedness for practice, availability of educational
and support staff, perceived teaching qudity, per-
ceived clinical skills, teaching approaches, and clinical
learning environment (CLE) qudity indicators, by
summing item-level scores within each domain.

Reliability analysis

Internal consistency of multi-item scales was
assessed using Cronbach’ s alpha. Alphavalues>0.70
were considered acceptable, >0.80 good, and >0.90
excellent. Reliability analysis was conducted prior to
scale aggregation to justify the use of composite
scores in subsequent analyses [10].

Descriptive analysis

Descriptive statistics were used to summarize
participant characteristics and questionnaire res-
ponses. Categorical variables are presented as fre-
guencies and percentages [n (%)]. Composite scores
are described using measures of central tendency and
dispersion, as appropriate. No imputation was per-
formed. All questionnaires included in the analysis
had complete data for variables used in the analyses,
regression models used n=367.

Regression modelling

To examine factors independently associated with
perceived preparedness for practice, multivariable
regression analyses were conducted. The primary
outcome was low perceived preparedness, defined as
a composite preparedness score below the sample
median and modeled as a binary variable. A multi-
variable binary logistic regression model wasfitted to
estimate adjusted odds ratios (aORs) and 95%
confidence intervals (Cls). Independent variables
were selected apriori based on educational theory and
prior literature and included university affiliation,
academic program, year of study, perceived availa-
bility of clinical supervisorg/preceptors, overal CLE
quality, and frequency of simulation-based teaching.
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Academic program was operationalized as BSc versus
Master-level. Predictor domains (availability of cli-
nical supervisors/preceptors, overall CLE quality, and
smulation-based teaching frequency) were derived
from composite scores and dichotomized at the sample
median (low/poor vs high/good) to aign with Tables
7-8 and to facilitate interpretation [11].

To assess robustness and account for the ordinal
nature of preparedness perceptions, a secondary
ordinal logistic regression model was performed
using ordered categories of preparedness (good,

somewhat prepared, poor/not at al prepared) as the

outcome. Proportional odds assumptions were asses-
sed and deemed acceptable [12].
Model diagnostics and statistical significance

Multicollinearity among independent variables was

evauated using variance inflation factors (VIFs). Moddl
fit was assessed using standard goodness-of-fit

measures. All statistical tests were two-sded, and a

p-value <0.05 was considered satigtically significant.

RESULTSAND DISCUSSION

A total of 367 nursing students participated in the
study. The majority were female (92.6%) and
enrolled in the Bachelor of Science (BSc) program
(88.3%). Most participants were affiliated with
Aleksandér Moisiu University of Durrés (76.0%),
while 24.0% were enrolled at the University of
Gjirokastra. Students were relatively evenly distri-
buted across the first and third years of study (40.3%
and 40.1%, respectively). Detailed sample characte-
ristics are presented in Table 1.

Reliability analysis

Internal consistency reliability of all multi-item
scales was acceptable to good. The scale assessing
availability of educational and support staff demon-
strated acceptable internal consistency (Cronbach’'s
0=0.76). The perceived teaching quality scale showed
good reliability (¢=0.81), while the scale measuring
perceived clinical skills of instructors also demon-
strated good internal consistency (a=0.80).

Table 1

Participant characteristics (n=367)

Variable Freguency %

Gender

Female 340 92.6

Male 27 74
University

DSHTM-UAMD 279 76.0

UGJ 88 24.0
Academic Program

BSc 324 88.3

MP 43 11.7
Year of Study

Year 1 148 40.3

Year 2 72 19.6

Year 3 147 40.1

Notes: DSHTM-UAMD = Department of Medical Technical Sciences, Aleksandér Moisiu University of Durrés; UGJ = University of Gjirokastra; BSc
= Bachelor of Science; MP = Professional Master (Master’slevel professional program).

The preparedness for practice scale, comprising
16 items, showed strong internal consistency
(«=0.84), supporting its use as a composite outcome
measure. Reliability for the teaching approaches scale
was acceptable (0=0.78). The clinical learning
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environment (CLE) quality indicators scale demon-
strated the highest internal consistency (a=0.86),
indicating a high degree of coherence among items
assessing logistical, supervisory, and infrastructural
aspects of clinical placements.
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Overdl, Cronbach’ s alpha coefficients ranged from
0.76 to 0.86, supporting the aggregation of items into
composite scores for subsequent regression analyses.

Descriptive findings

Perceived availability of educational and support
staff is presented in Table2. Classroom instructors
were most frequently reported as often available,
whereas clinical supervisors/preceptors and academic
mentors showed lower levels of perceived availability.

Perceived teaching quality and clinical skills of
instructors are summarized in Tables3a and 3b.

Across both domains, clinical supervisors/preceptors
received the lowest proportion of “good” ratings and
the highest proportion of responses indicating need
for improvement compared with classroom and
skills-lab instructors.

Perceived preparedness for practice acrossclinical
contexts and competencies is presented in Table 4.
For al items, fewer than 40% of students reported
“good” preparedness, with particularly low confi-
dence observed for maternity services, rural practice,
managerial tasks, and advocacy roles.

Table 2
Per ceived availability of educational and support staff during the program
Staff role Often "E‘;%a;'ab'e” Sometimesn (%) Rarely n (%) Never n (%)
Classroom teacherg/instructors 206 (56.1) 81(22.1) 52 (14.2) 28 (7.6)
Skills-lab/demonstration instructors 121 (33.0) 107 (29.2) 76 (20.7) 63 (17.2)
Clinical supervisor /preceptors 117 (31.9) 85(23.2) 98 (26.7) 67 (18.3)
Academic advisor mentors 126 (34.3) 91 (24.8) 84 (22.9) 66 (18.0)
Librarians 116 (31.6) 86 (23.4) 71(19.3) 94 (25.6)
I T/technology support staff 107 (29.2) 94 (25.6) 76 (20.7) 90 (24.5)
Table 3a

Per ceived teaching quality by instructor group

Instructor group Good n (%)

Needs improvement

Adequaten (%) No opinion n (%)

n (%)
Classroom teacher glinstructors 115 (31.3) 119 (32.4) 88 (24.0) 45 (12.3)
Skills-lab/demonstration instructors 86 (23.4) 108 (29.4) 110 (30.0) 63(17.2)
Clinical supervisor g/preceptors 86 (23.4) 97 (26.4) 119 (32.4) 65 (17.7)
Table 3b

Perceived clinical skillsby instructor group

Instructor group Good n (%)

Needs improvement

Adequaten (%) No opinion n (%)

n (%)
Classroom teacher g/instructors 106 (28.9) 108 (29.4) 95 (25.9) 58 (15.8)
Skills-lab/demonstration instructors 84 (22.9) 109 (29.7) 104 (28.3) 70 (19.2)
Clinical supervisor §/preceptors 87 (23.7) 104 (28.3) 102 (27.8) 74 (20.2)
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Table 4
Per ceived preparednessfor practice by competency
Competency Good Somewhat Poor Not at all
n (%) prepared n (%) n (%) n (%)

Work inaprimary careclinic 127 (34.6) 128 (34.9) 47 (12.8) 65 (17.7)
Work in amunicipal or regional hospital 140 (38.1) 123 (33.5) 45 (12.3) 59 (16.1)
Work in award or outpatient clinic 130(35.4) 130 (35.4) 51 (13.9) 56 (15.3)
Work in mater nity services 109 (29.7) 129 (35.1) 58 (15.8) 71 (19.3)
Work in emergency units 122 (33.2) 129 (35.1) 50 (13.6) 66 (18.0)
Work in a multidisciplinary healthcare team 138 (37.6) 125 (34.1) 45 (12.3) 59 (16.1)
Work in rural settings 110 (30.0) 122(33.2) 57 (15.5) 78(21.3)
Work with communities (community outr each) 113 (30.8) 127 (34.6) 55 (15.0) 72 (19.6)
g\r/;.‘f;ﬁ féflfgef‘””di”g tolocal health needs using 118 (32.2) 128 (34.9) 58 (15.8) 63(17.2)
Useinformation and communication technologies 117 (31.9) 123 (33.5) 72 (19.6) 55 (15.0)
Apply clinical reasoning and critical thinking 122 (33.2) 141 (38.4) 56 (15.3) 48 (13.1)
Perform managerial and administrative tasks 107 (29.2) 134 (36.5) 70 (19.1) 56 (15.3)
Advocate for improved clinical practice environments 93(25.3) 139 (37.9) 72 (19.6) 63 (17.2)
Stay updated with new practices and service guidelines 114 (31.1) 137 (37.3) 66 (18.0) 50 (13.6)
Engagein lifelong self-directed lear ning 132 (36.0) 137 (37.3) 54 (14.7) 44 (12.0)
Conduct research 134 (36.5) 140 (38.1) 54 (14.7) 39 (10.6)

Teaching approaches used in the programs are frequently used methods, whereas clinical
summarized in Table5. Demonstrations by simulations and role-play were among the least
instructors and practical exercises were the most frequently reported.

Table 5
Teaching approaches: most and least frequently used
Teaching approach Often used n (%) Sometimes used n (%) Never used n (%) Don't know n (%)
1. Lectures 132 (36.0) 139 (37.9) 48 (13.1) 48(13.1)
3. Recorded video lectures 99 (27.0) 145 (39.5) 72 (19.6) 51 (13.9)
7. Self-directed learning 124 (33.8) 153 (41.7) 45 (12.3) 45 (12.3)
8. Small-group learning 100 (27.2) 165 (45.0) 64 (17.4) 38 (10.4)
10. Demonstrations by instructors 148 (40.3) 150 (40.9) 37(10.2) 32(8.7)
12. Role-play 75 (20.4) 136 (37.1) 92 (25.1) 64 (17.4)
14. Community service-lear ning proj ects 92 (25.1) 153 (41.7) 74 (20.2) 48(13.1)
16. Clinical simulations 91 (24.8) 159 (43.3) 67 (18.3) 50 (13.6)
19. Supervised practice 125 (34.1) 137 (37.3) 58 (15.8) 47 (12.8)
20. Practical exercises 146 (39.8) 146 (39.8) 36 (9.8) 39 (10.6)

Note. Item numbers correspond to the original questionnaire numbering; only sel ected teaching approaches (most and | east frequently used) are shown.
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Ratings of key clinical learning environment
domains during placements are shown in Table®6.
Around half of students indicated that distance to

clinical sites, transportation, supervision quality,
assessment practices, and availability of equipment
and supplies require improvement.

Table 6
Ratings of clinical placement domains
Domain Nono(pzi/:)i on i mplr\ltf\?der;ent Sg,zd)
n (%)
x:;g?ttglso,frcelggrifglj Ez)igtiitﬁs?t% used (e.g., community clinics, district 54 (14.7) 185 (50.4) 128 (34.9)
Distanceto clinical practice sites 50 (13.6) 191 (52.0) 126 (34.3)
Transportation to and from clinical sites 55 (15.0) 182 (49.6) 130 (35.4)
Variety of patientsin clinical settings 51 (13.9) 184 (50.1) 132 (36.0)
Safety at clinical sites 54 (14.7) 186 (50.7) 127 (34.6)
Quality of supervision at clinical practice sites 54 (14.7) 184 (50.1) 129 (35.1)
Quality of teaching at clinical practice sites 50 (13.6) 191 (52.0) 126 (34.3)
Quality of student assessment 52 (14.2) 187 (51.0) 128 (34.9)
Alignment between classroom teaching and clinical training 52 (14.2) 185 (50.4) 130 (35.4)
Availability of medical equipment and supplies 51 (13.9) 184 (50.1) 132 (36.0)

Multivariable logistic regression results

Multivariable logistic regression analysis showed
that structural and pedagogical characteristics of the
clinical learning environment were the primary
factors associated with students' perceived prepared-
ness for practice. After adjustment, limited availabi-
lity of clinical supervisors/preceptors was associated
with more than atwofold increase in the odds of low
perceived preparedness (aOR=2.17, 95% CI 1.45-
3.25, p<0.001). Similarly, students exposed to a
poorer overall clinical learning environment had
significantly higher odds of low preparedness
(aOR=2.84, 95% CI 1.89-4.27, p<0.001), represen-
ting the strongest association observed in the model.

Infrequent exposure to simulation-based teaching
methods was also independently associated with low
perceived preparedness (aOR=1.76, 95% CI 1.12-
2.78, p=0.015), indicating a moderate but statistically
significant effect. In contrast, university affiliation,
academic program, and year of study were not signi-
ficantly associated with preparedness after adjust-
ment, suggesting that differences in perceived
readiness were not driven by institutional or academic
level factors but rather by qualitative aspects of
clinical education.

Adjusted odds ratios, 95% confidence intervals,
and p-values are presented in Table 7. Regression
models used Nn=367.

Table 7
Factor s associated with low perceived preparednessfor practice
Predictor Adjusted OR 95% CI p-value
University (UGJ vs DSHTM-UAMD) 1.28 0.82-2.01 0.28
BSc program (vs Master) 141 0.77-2.59 0.26
Year of study 0.93 0.78-1.11 0.42
L ow availability of clinical supervisors 217 1.45-3.25 <0.001
Poor clinical learning environment 2.84 1.89-4.27 <0.001
L ow use of simulation-based teaching 176 1.12-2.78 0.015

Notes: Adjusted OR (aOR) = adjusted odds ratio from multivariable binary logistic regression; 95% Cl = 95% confidenceinterval; p-value = probability

value (two-sided). ORs are presented as aOR (95% Cl).
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Ordinal logistic regression (robustness analysis)

Findings from the ordinal logistic regression ana-
lysis were consistent with the binary model. Lower
availability of clinical supervisors, poorer clinica
learning environment quality, and limited use of
simulation-based teaching remained significantly
associated with progressively worse levels of per-
ceived preparedness. Limited supervision nearly
doubled the odds of reporting a lower preparedness
category (aOR=1.94, 95% CI 1.34-2.81, p<0.001),
while poor clinical learning environment quality was
associated with a more than twofold increase in the
odds of poorer preparedness (aOR=2.51, 95%
Cl 1.72-3.66, p<0.001). Reduced exposure to simu-

lation-based teaching also showed a consistent
association with  lower preparedness levels
(aOR=1.63, 95% CI 1.10-2.41, p=0.018).

As in the primary model, university affiliation,
academic program, and year of study were not
significantly associated with preparednesslevels. The
concordance between binary and ordinal models
supports the robustness of the observed associations
and confirms that preparedness deficits are primarily
related to clinical supervision and learning environ-
ment quality rather than student seniority or
institutional context. Full results of the ordinal model
are presented in Table 8.

Table 8
Ordinal logistic regression for preparednesslevels

Predictor Adjusted OR 95% CI p-value
L ow availability of clinical supervisors 194 1.34-2.81 <0.001
Poor clinical learning environment 251 1.72-3.66 <0.001
L ow use of simulation-based teaching 163 1.10-241 0.018
University (UGJ vs DSHTM-UAMD) 121 0.83-1.77 0.32
BSc program (vs Master) 1.19 0.71-2.01 0.50
Year of study 0.96 0.84-1.09 0.54

Notes: Adjusted OR (aOR) = adjusted odds ratio from ordinal logistic regresson (proportional odds modd); 95% Cl=95% confidence interval;
p-value = probability vaue (two-sided). ORs are presented as aOR (95% Cl) and represent the proportiond odds of being in alower preparedness category.

This study examined nursing students percep-
tions of educational quality and preparedness for
practice, focusing on the clinical learning environ-
ment (CLE), supervision, teaching approaches, and
structural conditions of clinica placements. The
findings indicate that perceived preparedness is pri-
marily shaped by organizational and pedagogical
characteristics of clinical education, rather than by
institutional affiliation, academic program, or year of
study. This pattern is consistent with international
evidence suggesting that preparedness for professio-
nal nursing practice is less a function of curricular
content alone and more a product of how clinical edu-
cation is structured, supported, and resourced [1, 13].

Clinical supervison emerged as one of the
strongest determinants of perceived preparedness.
Students reporting limited access to clinical super-
visors or preceptors were significantly more likely to
report low preparedness across both binary and
ordinal regression models. This finding aligns with a
substantial body of research identifying supervision
as a cornerstone of effective clinical learning,

influencing feedback quality, clinical reasoning
development, professional identity formation, and
patient safety awareness [14, 15].

From a learning theory perspective, supervision
providesthe scaffolding necessary for novicelearners
to transition from observation to independent perfor-
mance. |nadequate supervision disrupts this process,
leading to fewer guided learning opportunities, in-
consistent feedback, and uncertainty regarding
performance expectations[16]. Studies across Europe
and Asia have similarly shown that insufficient
supervision is associated with lower satisfaction,
reduced confidence, and weaker perceived readiness
for practice [2, 17]. Overal CLE quality — encompas-
sing logistics, infrastructure, assessment practices,
and theory-practice alignment — was the strongest
predictor of preparedness in this study. Students
exposed to poorer CLE conditions had substantially
higher odds of reporting low preparedness, undersco-
ring the role of system-level educational constraints
rather than individual student characteristics.
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Logistical barriers such asdistanceto clinical sites
and transportation difficulties can reduce attendance,
increase fatigue, and limit time available for reflec-
tive learning. Infrastructure limitations, including
shortages of equipment and supplies, restrict hands-
on practice and may shift learning toward obser-
vation-only experiences. These constraints have been
widely documented in studies examining the theory—
practice gap in nursing education [18, 19].

Assessment practices and alignment between
theory and practice also emerged as areas of concern.
When clinical assessment criteria are unclear or in-
consistently applied across sites, students may per-
ceive evaluations as subjective, undermining trust in
the assessment process. Prior research has shown that
transparent assessment frameworks and explicit
linking of learning outcomes to clinical tasks are
critical for reducing anxiety and improving perceived
competence [20, 21].

Although demonstrations and supervised practice
were frequently used teaching methods, simulation-
based and role-play approaches were among the least
utilized. Limited exposure to simulation wasindepen-
dently associated with poorer preparedness, sup-
porting existing evidence that simulation-based edu-
cation enhances clinical reasoning, psychomotor skill
acquisition, and confidence, particularly when clini-
cal exposure isinconsistent or constrained [22].

Simulation provides a structured environment
where students can practice decision-making, receive
immediate feedback, and learn from errors without
patient risk. Whileit does not replace authentic clinical
experience, it complements real-world practice by
alowing repeated exposure to high-risk or low-
frequency scenarios. Its underutilization may therefore
contribute to persistent preparedness gaps, especially
in resource-constrained educational systems[23].

After adjustment for CLE-related variables,
institutional affiliation, academic program, and year
of study were not significantly associated with pre-
paredness. This finding suggests that preparedness is
not simply a function of time spent in training or
institutional context, but rather of the quality and
organization of clinical education experiences. Similar
findings have been reported in multi-institutional stu-
dies, where differences in preparedness were more
strongly linked to supervision quality and learning en-
vironment than to program structure alone [24, 25, 26].

Implications for nursing education practice

Thefindings have several implicationsfor nursing
education. First, strengthening supervision systems
through formalized preceptorship models, clear role
definitions, and protected teaching time is likely to
yield substantial gains in preparedness. Second,
improving CLE conditions requires coordinated
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academic-clinical partnerships that address logistics,
infrastructure, and assessment standardization. Third,
systematic integration of simulation-based education
may help mitigate variability in clinical learning
opportunities and enhance readiness for practice.

Strengths and limitations

This study has severa strengths that enhance its
scientific relevance. Firgt, it provides one of the most
comprehensive empirical assessments of nursing
students’ perceptions of educational quality and
preparedness for practice in the Albanian context,
addressing a notable gap in systematic data on the
clinical learning environment, supervision, and
teaching approaches using a structured and psycho-
metrically sound instrument.

Second, the analytical strategy extends beyond
descriptive reporting by integrating composite scale
construction, reliability assessment, and multiva
riable modelling. The use of both binary and ordinal
logistic regression enabled identification of robust,
independent predictors of low perceived prepa
redness, strengthening inferential credibility.

Third, the study adopts a multidimensional pers-
pective, capturing supervision, teaching quality,
clinical skills, logistics, infrastructure, assessment
practices, and pedagogical approaches simulta-
neoudly. This allows a more nuanced understanding
of how interacting components of theclinical learning
environment shape preparedness for practice.

Finally, inclusion of students from different
academic levels and two public universitiesincreased
heterogeneity of clinical exposure and demonstrated
that preparedness is driven primarily by system-level
educational conditions rather than institutional
affiliation. By aligning these findings with interna-
tional evidence, the study contributes context-specific
insights that reinforce the broader relevance and
transferability of mechanisms influencing nursing
preparedness across health systems.

Limitations include the cross-sectiona design,
which precludes causal inference, and reliance on self-
reported preparedness rather than objective compe-
tency measures. Additionally, the inclusion of two uni-
versitieslimitsgeneralizability to all nursing programs.
Future research should incorporate objective asses-
sments such as OSCE performance, supervisor ratings,
and longitudinal follow-up to examine how CLE
improvements trandate into workforce readiness.
Because the survey used mixed-mode distribution
(classroom and online), the number of students who
received an invitation could not be precisely determi-
ned, so aformal response rate could not be calcul ated.

CONCLUSION

1. Preparedness for nursing practice is strongly
shaped by the conditions under which clinical
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education is delivered — particularly the availability
and quality of clinical supervision, the overall clinical
learning environment, and students exposure to
simulation-based teaching.

2. Perceived readinessfor practiceisnot primarily
determined by ingtitutional affiliation or academic
seniority, but by maodifiable system-level and pedago-
gical factors embedded within clinical training.

3. Insufficient supervision capacity, logistical
barriers to clinical placements, and limited access to
equipment and structured learning opportunities
constrain students' ability to translate theoretical
knowledge into practical competence.

4. The underutilization of smulation-based and
skills-lab teaching represents a missed opportunity to
reduce variability in clinical exposure and supervision
across sites and to strengthen competence devel opment.

5. Addressing these gaps requires coordinated
action between universities and clinical partners,
prioritizing structured and supported preceptorship

models, clearer alignment of clinical objectives with
assessment criteria, improved placement planning
and transport logistics, and strategic investment in
simulation and skills-lab infrastructure.

6. Strengthening the clinical learning environment
through targeted, system-level improvements offersa
feasible, high-impact pathway to enhance nursing
graduates’ readiness for practice and improve patient
care quality and safety.
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