
www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 4

ORIGINAL RESEARCH

Keeping the lines open: Exploring communication
around nurse education between academia and
clinical placement areas

Melissa Holland ∗1,2

1Pediatrics and PICU, Victoria General Hospital, Victoria, Canada
2School of Nursing, University of Victoria, Greater Victoria, Canada

Received: November 29, 2014 Accepted: January 23, 2015 Online Published: February 1, 2015
DOI: 10.5430/jnep.v5n4p90 URL: http://dx.doi.org/10.5430/jnep.v5n4p90

Abstract
It is recognized that there are two significant parts to the process of educating nurses: knowledge acquisition and applica-
tion. Even as much of the knowledge acquisition has formally transitioned to higher education institutions for many nursing
programmes, there is a continued need for strong clinical placements to support application of this knowledge into practice.
Competing priorities of service and education can make collaboration a challenge, and communication is frequently noted to
be a key factor in developing and sustaining effective partnerships. This study was undertaken to explore how communication
around nurse education takes place within the diverse partnerships found within nurse education. Semi-structured interviews
were done with participants involved in nurse education from both academic and clinical areas. Using a grounded theory ap-
proach, each interview was analyzed, compared and contrasted. This allowed four significant categories to emerge, including
Foundation (Purpose and Philosophy), Descriptors (Mode and Form), Variables (Concepts of Lack, Time and Relationship)
and Outcomes (Frustration, Ambiguity and Engagement). Communication is recognized as necessary for successful holistic
nurse education, and all involved and invested in educating nursing students can recognize the part they can have in addressing
personal and systemic communication processes.
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1 Introduction
1.1 The complexity of nurse education

Educating nurses is a time and resource intensive undertak-
ing, as the expanding role of nurses has meant increased
breadth and depth in nursing theory and research alongside
the imperative of developing clinical practice to ensure com-
petent and compassionate nurses.

Many concepts impact how nursing education has evolved
and is evolving: where nurse education takes place, how it
is undertaken, economic realities, emerging theoretical de-
velopment and changing philosophies that reflect what is at

the core of nursing practice. For there to be any progression
towards excellence or expertise in nursing practice within
this evolution, there remains the reality that there are two
parts to nurse education: knowledge acquisition and the ap-
plication of this knowledge.[1, 2] If these two parts are inde-
pendently evolving, with no communication between them,
there will be a loss realized to both sides as well as to the
greater whole.[1, 2]

1.2 Transitions in nurse education

From early times, the need for care has led individuals to
devote their time and energies to caring for those who were
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unable to care for themselves. Educating the next generation
of nurses was often done in a “learn as you go” manner, and
while this apprenticeship model was highly successful in en-
suring a strong hands-on approach, several societal changes
within Western nations pointed to the need for change in the
education of a nurse.[3]

There was a slow transition to independence for nurse edu-
cation, moving the responsibility for nursing students from
the hospital Matron to the Nursing Instructor, seeking pro-
tected time and space for teaching,[4] as well as establishing
coursework and fieldwork outside of the hospital.

Even as there were changes, the difficulty of competing pri-
orities of service and education had been recognized. These
competing priorities, along with a desire for standardization
in nurse education, led to the acceleration of nursing educa-
tion moving into the domain of higher education.[5]

As Gillet[6] notes, some felt this shift of nurse education into
higher education would bring greater opportunity for inde-
pendence with how nursing education developed. However,
this has not always become reality as the need for greater
collaboration with those in the clinical arena has become
increasingly evident.

Despite much planning and effort, there continues to be a
gap between theory and practice that can engender conflict
and confusion.[7] Some of this can be attributed to the “nor-
mal dimensions of human organizational life” of the ideal
versus the reality,[8] while other times it can be explained
by the lack of support for the nursing student simply from
the ambiguity that exists as to with whom the responsibility
lies for supporting the student while on their clinical place-
ment.[9]

1.3 Communication as key

Recorded successes and identified gaps have acknowledged
communication as a key factor with partnerships between
health and academic institutions in that interactions with
clinical staff can both support and hinder students’ profes-
sional development.[10–12] A true collaborative relationship
between partners is “only as effective as the communica-
tion between all entities”.[13] There is a need for interdepen-
dence with all those involved, to acknowledge the impera-
tive of working together towards mutually beneficial goals
of excellence in clinical care and education,[7] a commit-
ment that requires discernment and communication of the
common values and philosophy.[14]

The aim of this study was to explore the communication
that takes place around nurse education. The study exam-
ines both the perspectives of those who are involved in the
academic side of nurse education as well as those who are
involved in the clinical side of nurse education.

2 Methodology
2.1 Data collection

For this project, a qualitative design was chosen using semi-
structured interviews. Eleven interviews were undertaken
over four months with six participants from clinical ar-
eas within the South Island region of the Vancouver Is-
land Health Authority and five from Camosun College and
the University of Victoria, academic partners in the Bac-
calaureate of Science in Nursing programme in Victoria,
British Columbia. Ethical approval was received from both
the health authority and academic institutions. Participants
were recruited with an initial letter of invitation, and then
purposeful selection was undertaken to ensure there was a
variety of areas represented, as well as participants from dif-
ferent levels within the hierarchy of the health authority and
the academic institutions.

The interviews took place over a period of four months, with
each interview being audio-recorded then transcribed with
participant agreement. It was acknowledged and accepted
through consent forms that the expected sample size would
be relatively small, which could place limits on confiden-
tiality; however, all transcripts identified participants only
by number or letter, and any identifying personal or institu-
tional factors were removed.

2.2 Data analysis

Following the grounded theory method, also known as the
constant comparative method, the initial analysis process
was open coding, where the transcripts were analyzed line
by line to expose concepts that came to light. Several ana-
lytical tools were used in carrying out microanalysis on the
context and meaning of words within the text or the newly
generated codes. Thought was given to the language itself,
considering metaphors, similes and antonyms along with
looking at the situations, emotions and the structure of the
narrative to seek other possible layers of meaning.

Deeper probing gave insight into the dimensions and proper-
ties of the codes; this moved the code beyond a simple label
to a whole set of ideas that are captured in the single word or
phrase.[15] As comparison was undertaken with coding from
previous interviews, axial coding emerged. Memo writing
was undertaken around various codes, to gain clarity, defin-
ing and redefining the codes, which helped move from sim-
ply working with data to generating theory.

There was a continuous process of coming back to the data
to examine, compare, contrast, and conceptualize; the re-
search stayed grounded in the data, while theory began to
emerge. This emerging theory was examined in light of
current literature, acknowledging areas of agreement and
places for continued progress.

The final steps of analysis involved further querying, ensur-
ing that the connections in the data were captured through
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the broad categories and sub-themes that had been identi-
fied. The categories that had been built up were decon-
structed one last time, to ensure that all voices were heard
through the data.

3 Results
There were four broad categories that arose from the in-
terview data: Foundation, Descriptors, Variables and Out-
comes (see Table 1). While there was evident interplay be-
tween categories, they each developed their own properties
and dimensions, with multiple themes that emerged within
each category.

Table 1: Categories and Themes
 

 

 Foundation 

 Purpose of Communication Around Nurse Education 

 Philosophy of Nurse Education 

Descriptors 

 Mode of Communication 

 Form of Communication 

Variables 

 The Concept of “Lack” 

 The Concept of “Time” 

 The Concept of “Relationship” 

Outcomes 

 Frustration 

 Ambiguity 

 Engagement 

3.1 Foundation

Participants expressed the idea of Foundation often through
defining the purpose of their communication. Other times
they touched on the broader philosophy, giving understand-
ing to the roots underlying the realities of communication.

Overwhelmingly, most participants saw that a purpose for
communication was to clarify. Communication filled the
need to share or disseminate information to maintain consis-
tency and meet the needs of multiple groups. At times this
was seen in terms of coordinating logistics, but more often it
was in terms of communicating essential information, pol-
icy, expectations and intentions as well as actual realities of
nurse education.

A second widely noted purpose of communication within
nurse education was the intent to impact learning through
connecting, developing student relationships and supporting
practice. However, it was conversely recognized by many
that this communication appeared to be problem-driven, as
often the initiation of cross-site communication was to ad-
dress issues and concerns, rather than develop collaboration.

“And so it often comes from a problem that has

either taken place from the (academic institu-
tion’s) perspective or from (the clinical work-
site’s) perspective that then triggers some com-
munication . . . ” INTERVIEW A

Beyond purpose, respondents spoke about their personal in-
sights into the philosophy around nurse education as seen
in their organization. They understood that this underlying
philosophy was often the unspoken motivating factor as to
whether communication took place, why it took place and
who was responsible for initiating and maintaining the com-
munication.

For both academics and clinicians, there was a pervasive
feeling of nurse education being economics-driven. Com-
munication that showed this philosophy included emphasis
on budget and investment in growth.

“Um, I would say they value the product that it
produces.” INTERVIEW 1

“. . . which is very difficult because then you are
in this tug of war of constantly trying to fig-
ure out what the true values are of the orga-
nization. So, for example the PPO office, the
professional practice office, values nurse ed-
ucation and promotes nurses’ education, and
yet, um . . . the finance department or the cap-
ital equipment project process doesn’t support
it and that’s how we obtain our funding for any
sort of stuff, right?” INTERVIEW 7

However, when considering philosophy there was also men-
tion of vision for best practice that was communicated in a
way that inspired academic nurse educators in particular as
they saw their work to be all-encompassing of both mind
and spirit.

Acknowledgement of shared philosophical attributes did
happen, but perceived differences in values were also rec-
ognized.

“So there’s, it’s almost like a lack of respect for
each other’s perspective or maybe I think what
you said was even better, it’s just sort of like
they prioritize, like they weight the voices dif-
ferently.” INTERVIEW 8

3.2 Descriptors

The category of Descriptors reflects the participants’ ability
to describe the actual tools of communication. Two pre-
dominant themes were identified: mode, the mechanism by
which communication took place, and form, reflecting the
various formats through which mechanical modes of com-
munication could be delivered and received.
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Multiple tools, or modes of communication were noted,
some between colleagues, some inter-organizational and
some between students. E-mail was overwhelmingly the
mode of choice for all organizations. Positively, it was seen
as efficient, timely in dealing with issues beyond regular
working hours, and allowing for the ability to craft an ap-
propriate response.

“It’s always hard to get a lot of people together
to communicate in person but e-mail is a pretty
good way to do it so that seems yeah, that seems
probably the most realistic was of doing it any-
ways.” INTERVIEW 5

However, e-mail was often commented on negatively. It was
recognized to be inaccessible on busy days, insufficient to
communicate specific types of messages and so overwhelm-
ing in number as to render it useless.

“Okay, so e-mail is used predominantly. Most
things get really lost on the e-mail. People have
you know 800 e-mails coming in within three or
four days so e-mail is how things are communi-
cated but it’s not really effective.” INTERVIEW
6

Several participants noted that they gave significant consid-
eration to the mode of their communication, recognizing it
would impact their time in getting information out, as well
as impact the reception of the message.

In addition to noting the specific mode to be used, partici-
pants also recognized the variability of form they could use.
For example, feedback, a common tool to support evalua-
tion of educational process, could be canvassed through a
survey, via email, through a written form or face-to-face.

“. . . whereas when they’re more independent
the instructor might make a point of asking
how they are doing but usually the instructor
doesn’t, I haven’t found that they’ve engaged
very much with me so it’s not, it’s kind of, it’s
left up to sometimes like an evaluation form
that the student can get their nurse to like fill
out and give in, . . . ” INTERVIEW 1

Form extended beyond format of the communication to also
consider the formality or informality of the structure of com-
munication. Participants recognized that there were various
factors that would influence how communication was struc-
tured.

“And because of our size, we’ve restructured
into more of a hierarchal manner and the pro-
gram leaders and the chairs frankly make more

decisions because that’s our job and people who
used to be able to participate in that have been
excluded from that process and feel that’s not,
that’s not a good thing, but it’s hard to know
how else we would do that given our size now.”
INTERVIEW 3

Finally, communication that was neither verbal nor written
was also commented on, specifically in the context of in-
structor presence. From the clinical perspective, having an
instructor they ‘knew’ or who ‘was familiar with the unit’
demonstrated ability for ongoing dialogue between nurse
educator and clinical mentor. In contrast, it was recognized
when there was not an effort by instructors to gain familiar-
ity within an area.

3.3 Variables

This category encompassed three unique themes: Lack,
Time and Relationship, each signifying a variable that im-
pacted the perceived success of communication around
nurse education.

The concept of Lack was broad, as participants referred to
themselves and others lacking in knowledge and experience
around nurse education, communication skills and clinical
skills. They also noted lack in specific information around
clinical concepts, student levels and necessary contact infor-
mation. In addition, there was a lack of information around
process, with minimal orientation and updates or changes
not being communicated.

“There was a new (academic institution) in-
structor that communicated with (the manager)
who didn’t really pass things along, and so we
had students arrive on the unit with no orien-
tation to the unit, no preparation and we didn’t
even know they were coming.” INTERVIEW B

Closely related to the lack of information was the lack of
clarity. Information may have in fact been given, but done
in such a way that the information was not clear. For many,
it was noted that the clarity was never resolved as there was
a lack of follow-through as well. And finally, the other sig-
nificant lack that was perceived was that of consistency.

“If I wanted to provide any feedback I guess I
would just have to know when they were there,
when the instructor was there and I had the op-
portunity to speak face-to-face. They usually
do at the beginning of the semester... do they
usually? Oh dear I can’t remember if they actu-
ally give us information on who the instructors
are. Not anything consistently if they do. It’s, I
think it’s a case-by-case.” INTERVIEW 2
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The concept of Time was clearly identified by participants as
impacting the ability to have adequate communication. This
was seen as a variable with both written and verbal commu-
nication. It was recognized that nurse education took time,
and figuring out how you needed and wanted to make use of
the time you had meant that nurse education was not always
the priority.

“Probably a bit associated to time. When you
are an instructor of eight students it’s splitting
yourself in eight different ways and also on the
ward staff end of things, you want a coffee
break, you don’t want a conversation with the
instructor, . . . ” INTERVIEW 2

The final variable that emerged was the idea of Relation-
ship. Participants’ concept of how they communicated with
academic or clinical colleagues was significantly couched in
terms of how they related with those they made contact with
inter-organizationally. The variable of relationship was in-
frequently perceived as neutral, as it elicited a very personal
response from participants.

“I just feel ownership over this area. I feel loy-
alty and, and I’m used to this unit, so I can ad-
vocate for this unit when we go to placement
meetings and things. So I think that having a
instructor that’s assigned to the unit for a num-
ber of years is helpful and those personal rela-
tionships are very important.” INTERVIEW 6

3.4 Outcomes

The last overarching category that emerged was Outcomes:
participants’ impressions and actions as a result of their per-
ception of the communication process. Three themes be-
came apparent in this category: Frustration, Ambiguity and
Engagement.

When communication relating to nurse education did not
happen effectively, it was apparent there were feelings of
frustration. This was particularly evident when trying to im-
prove and attempts were made to communicate, but were not
heard or responded to.

“I think you get frustrated when you’re always
asked something and then they do the exact
opposite or whatever information you’ve pro-
vided is just shelved or put into a file, well then,
what’s the point?” INTERVIEW 9

Some of the frustration was noted from a place of physi-
cal exhaustion. Being tired, overwhelmed and ‘over-maxed’
often meant communication was not given careful consider-
ation before taking place. Reactive communication would

result with complaining, using an inappropriate tone when
conversing, being rude or placing blame on someone else.

Some clinicians recognized that frustration arose for them
when the lack of communication led to a feeling of be-
ing imposed upon or taken advantage of. Clinicians and
academics alike noted increased frustration arising from a
workload that included too many students.

Frustration did not just appear in the moment, however, as
many participants also noted longer-term effects such as a
consistent negative pattern of communication, passive resis-
tance and exclusion.

The second theme, Ambiguity, became evident when inter-
viewees from both the academic and clinical area noted feel-
ings of confusion, uncertainty, and unknowns. This was
very clear when asked specifically to define their under-
standing of communication around nurse education as they
currently understood it.

“Okay um...Not nearly sufficient.” INTER-
VIEW 3

“I don’t see that there’s really a system.” IN-
TERVIEW 5

One respondent noted she felt uncomfortable admitting to
the unknowns, to what she did not know about nurse educa-
tion, because she had been working with students for several
years. Participants also commented on not understanding
each other’s roles. Lack of awareness and understanding
was seen by one clinician as feeling separated from the pro-
cess, despite being the nurse who was “hands-on” mentoring
a student.

This lack of awareness and assumptions led other partici-
pants to recognize inappropriate expectations and an inabil-
ity to maintain trust.

“. . . and then I also don’t know to say who I can
rely on and who I can’t. Not that it gets your
back up but it puts you on guard all the time.“
INTERVIEW 4

Many simply noted the weight of not knowing either the ex-
pectations or the process. It created more work for them, as
they tried to work around the gaps in communication.

When communication was noted to be adequate or improv-
ing, there was a significantly different outcome shared by in-
terviewees: Engagement. Communication that worked was
noted to be open, transparent and honest. It was a dialogue
with an ongoing, consistent two-way flow, and listening was
as much a part of the communication as talking. Listening
meant others had a voice, and it was a place where others
were truly heard.
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“Like you can’t be defensive, I think you re-
ally have to hear what other people say, so if
other people say, this isn’t what we need, you
know this is what we need, at least be able to
engage in some sort of dialogue about it.” IN-
TERVIEW 8

There was a clear feeling of unity, both of purpose and in
process. Their roles were clarified and they spoke the same
language. This led to efforts around nurse education that
were coordinated and organized. Challenges around nurse
education were still present but participants felt they could
recognize the challenges openly, could identify solutions
and support colleagues’ commitment to improvement.

“Just that I think, I think that it’s always it’s al-
ways worth on all of our parts making the effort
to communicate better. And it’s always worth
if you’ve had something communicated to you
that you think is about a problem or an issue
it’s always worth going back to the individual
and clarifying you know this felt like we were
doing something wrong but can you talk more
about that and do I have it right.” INTERVIEW
3

4 Discussion
Communication is noted to be the study of human interac-
tion,[16] defined as a process of information exchange us-
ing common symbols or behavior. This study explored that
process of communication as it applied to academics and
clinicians, both of whom are invested and involved in nurse
education.

4.1 Gaps and successes

The four broad categories that emerged from participants’
interviews explored each step of the communication pro-
cess. Respondents were able to identify how they saw
nurse education valued in their organizations, and were also
perceptive in noting dissonance both intra-organizationally
and inter-organizationally when expectations were not com-
municated with clarity, and therefore, were not followed
through.

Participants recognized there were specific needs, motiva-
tions and values that served as the Foundation from which
communication arose. Organizations prioritize based on
their values, and differing values will lead to differing ac-
tions. Communicating those values in such a way that pro-
motes collaboration and action requires there to be trust be-
tween partners.[10, 17] O’Neil and Krauel[18] saw this as cre-
ating something new: both sides being willing to let go and
forge a new entity of what nurse education could be. The

authors also note that when partnerships are formed with-
out a clear understanding communicated, an environment is
created which is difficult to sustain and be successful.

Discussion around Descriptors of communication was often
done as a simple listing of modes of communication, but
quickly became a weighted perception of the effectiveness
of those tools. The needs of specific situations were recog-
nized as warranting appropriate forms of communication,
which participants from both areas acknowledged was often
lacking, while also recognizing their own personal respon-
sibility to put forethought and consideration into the com-
munication they were responsible for.

Of significant insight was the repeated recognition of com-
munication that was neither verbal nor written, and how this
“unspoken” communication in fact communicated volumes.
Karshmer[19] argued that with these unspoken and there-
fore unmet expectations, neither academics nor clinicians
are able to participate fully in the collaboration needed for
successful nurse education.

Variables were perceived by interviewees as the constructs
that most directly and consistently impacted their ability to
communicate. Often beyond individual control, the unique
aspect that emerged was that participants’ perception of
these variables could exacerbate or mitigate the weight of
the variables.

This certainly leads to the question, “Can one’s perception
be changed?” That may be difficult to answer, as despite the
objective fact of specific variables, the perceptions noted by
participants are often coming from a very personal view of
that objective data.

For example, if unable to contact an instructor because no
contact information has been made available in the clinical
area, that objective fact is seen as a lack of information. If
no effort is made to find the information, the objective fact
has become a barrier. However, if that lack is recognized,
and one is immediately aware of alternate avenues to gain
that contact information, the lack does not become a barrier
but merely a minor impediment as one recognizes ways to
continue communicating. In fact, seeking out a variety of
avenues could lead to a broader network of communication,
which would be seen as a success.

MacIntyre et al.[20] identified strategies for addressing
partnership dynamics that identified use of the words “re-
envision” and “re-conceptualize”; to truly address such is-
sues, they had to be seen in a different light.

Looking at Outcomes meant a careful consideration of the
impact that communication has on every aspect of nurse ed-
ucation. Certainly some of these outcomes could come with
a financial tag attached that would give a precise definition
of the cost of lost hours, resources and opportunities that
have resulted from communication issues, and equally the
increased productivity and resources gained from effective
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communication. However, that would simply be consider-
ing a monetary value. The real story from these outcomes
that emerged is the potential for what could have been for
nurse education. Outcomes of frustration and ambiguity do
not lead to progress; rather, they perpetuate a cycle of per-
ceived inadequacy and actual ineffectiveness. Engagement,
while acknowledging the true issues, allows for a sense of
hope with a commitment to broader understanding and bet-
ter practice.

It is interesting to note that all participants interviewed were
able to see clearly the outcomes of negative and positive
communication patterns. This indicates to the researcher
that there is alignment or common ground to build on. As
readily seen in the literature, acknowledging that alignment
allows colleagues from both areas to work collaboratively to
make changes.[11, 12, 21]

4.2 Limitations of the study

This study was done as an exploratory study to examine cur-
rent communication patterns within nurse education, and
was therefore limited to a single nursing programme with
clinical areas focused in one regional area. While the results
may not be immediately generalizable to all programmes
involved in nurse education, the findings may be a starting
point to examine where gaps and successes in communi-
cation are present in other programmes, and how they are

being addressed. Additionally, to those who are involved in
nurse education, it can serve as a reminder to consider their
personal involvement in each aspect of communication with
forethought and care.

5 Conclusion
Communication is a construct that is incredibly complex
when it is between humans, and even more so when try-
ing to decipher it on an organizational level. However, it is
a personal construct, and as the results of this study show,
many participants considered what their personal responsi-
bility was, both for their own communication, as well as for
their part in the broader systemic communication that hap-
pens around nurse education. As many participants voiced,
this could mean a consideration of changes in clinical or
academic positions to enable more thoughtful, thorough and
efficient communication.

While it is not a simple problem with a single solution, it
evidently impacts all those involved with nurse education,
and is therefore an important area to continue to examine
and improve.
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