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CHAPTER ONE: INTRODUCTION

Imagine you recently immigrated to a new country. There are many obstacles
ahead of you. You must find answers to questions like: Where will you live? How will
you learn the language? And, most of all, how will you pay your bills? Finding a job
much less a career is difficult when you are an immigrant in a new country. You must
compete against native speakers for jobs that require college degrees and cultural
understanding. It would help to know that the job opportunities in your chosen field are
excellent, that there is even a shortage of qualified people, and that employers are looking
for people with a second language. In the United States, this elusive career is nursing.
Nursing and Non-native English Speakers
There are hundreds of thousands of job openings for nurses. In hospitals, home
health care, employment services, physicians’ offices, and nursing care facilities, the
number of job opportunities in nursing is rising (U.S. Department of Labor, 2012).
Immigrant and refugees can help meet this increasing demand, and they are catching on
quickly. Since the start of the new millennium, there has been an increase in the number
of foreign-born nurses working in the United States. In fact, from 2001 to 2008, one
third of the new nurses (155,000/476,000) were born in a country other than the United
States (Buerhaus, Auerbach, & Staiger, 2009). Immigrants and refugees are attracted to
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the high average salary ($64,690 annually), the chance to help people, and the possibility
of continuing work as a nurse in their home country (United States Department of Labor,
2012).
When I worked at an Adult Basic Education center in Minnesota, I collected 500
student surveys in an attempt to learn more about student needs. I was amazed by how
many immigrant and refugee students responded that their goal was to work as a nurse or
nursing assistant. Maybe the large sign taped on the plaster walls outside a classroom
had inspired them. It said Great Career Choices, and in the first spot was Healthcare.
Healthcare careers were a common goal for the students and one of the main reasons that
many students enrolled in English classes. I discussed this trend with a fellow colleague.
I was curious why so many students who were still working to improve their English
language skills were also seeking careers in nursing. My colleague did not seem
surprised by my question. She said, “A lot of our students want to be nurses. It’s a very
practical goal for them.” I believed her at the time.
Now, I tutor English for Academic Purposes at a community college in
Minnesota. As a part of my job, I talk with students about their goals and the classes they
are taking. I am no longer surprised when a student tells me she or he is pursuing a
degree in nursing. Many of them have already found work as a nursing assistant or as a
home health aide. While I believe that many of these students are genuinely interested in
health care, I also believe that some students enroll in nursing degree programs because
they simply do not know what else to do, and they had heard that there were jobs in
nursing. It would be interesting to explore in future research what motivates non-native
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English speakers1 to enroll in nursing programs. Considering the high level of English
proficiency needed to be successful, it seems that another career path would be more
feasible for a new immigrant or refugee.
Nonetheless, the drive is there. In 2010, approximately 2% of the students taking
the National Council Licensure Examination (NCLEX) for registered nursing said they
spoke a language other than English at home, and 3.7% spoke English in addition to
another language (Annual Nursing Education Report, 2010). That statistic represents the
number of students who successfully completed either an associate degree or a
baccalaureate degree in nursing and were applying to work in the state of Minnesota.
However, faculty and staff at the community college where I work have told me that
some NNSs drop out of the program before completion. The fast pace of the program
and the language demands sometimes prove too much for them. I thought about my
colleague at the ABE center. If nursing is supposed to be a practical and realistic career
choice, shouldn’t students complete the required schooling with grace and ease?
College Nursing Programs
A Minnesota nursing license is required to practice as a licensed practical nurse
(LPN) or as a registered nurse (RN). Students who wish to become RNs in Minnesota
must go through an approved professional nursing program, apply to the Minnesota
Board of Nursing, and pass the NCLEX. Students may choose to pursue an associate
degree in nursing, a baccalaureate degree in nursing, a post baccalaureate certificate, or a
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  In this study, non-native English speakers are referred to as NNSs.	
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master of nursing degree (Minnesota Board of Nursing, 2012). The focus of this research
is an associate degree in nursing at a two-year college.
Like many other nursing programs across the world, this two-year college
struggles with how to best support its NNSs population. This is especially a concern for
the associate degree in nursing since the program demands such high levels of English
proficiency. All college programs require a sophisticated command of writing and
reading in order to pass the classes; yet, the nursing program requires not only advanced
writing and reading skills, but also highly developed speaking and listening skills.
Students in other programs may be able to graduate without speaking much in their
classes and can rely more heavily on their reading and writing; however, this is not the
case with the nursing degree program. Nursing students are expected to complete an
experiential side to their education during which they are evaluated based on their
communication skills along with their ability to practice in a professional and ethical
manner. During their first and second years, the nursing students participate in a clinical
lab, which relies heavily on students’ ability to interact safely and effectively with native
English speakers, many of whom are elderly patients in nursing homes. If students’
language skills or nursing skills are not strong, they might be considered unsafe to work
with patients. Therefore, it can be concluded that without sufficient speaking and
listening skills, students will not be successful in the nursing degree.
The issue is not necessarily that the NNSs are not good students, which is
supported by Donnely, McKiel, and Hwang’s (2008) research about the challenges for
English as an Additional Language (EAL) students in a college nursing degree program.
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The nursing instructors in their study described the EAL students as hard-workers in class
but said they struggled when it came to communicating with patients and colleagues in a
clinical setting (Donnely, et al., 2008). I have heard the same explanation from a staff
member at the community college where I work. She said the NNSs in the nursing
program worked hard to get to that point. They were high achievers and had traditionally
done well in school. However, some were not successful in the nursing degree. It may
be that their accent was unintelligible or maybe they did not understand what their
instructors or patients told them. The staff member was not sure what caused the
problem, but she was sure that students’ understanding of course material did not have a
one-to-one correlation with how well they performed interacting with patients.
This two-year college has made attempts at supporting the language development
of its many NNSs. It offers a Speaking and Listening class for students wishing to
improve their communication skills in English and a pronunciation class through
Continuing Education. Both programs are optional and dependent on students’
motivation to enroll in an extra class. While the existence of these programs
demonstrates the college’s commitment to supporting NNSs in general, it is not yet clear
how the Associate in Science Degree in Nursing matches the skills students can learn in
these classes. Learning a language is a complicated process and involves skills in many
different areas. If the college does not understand exactly what language issues might
cause students to struggle in the nursing program, it will not be able to adequately support
these students in preparation for their nursing career.
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Communicative Competence
This study seeks to understand the language demands of an associate degree in
nursing by comparing an underlying theoretical framework of communicative
competence with student performance and faculty expectations. Communicative
competence presents itself differently depending on the required language task
(Pawlikowska-Smith, 2002). Some components will be more important in a certain
communicative environment than will others. In fact, some components of
communicative competence might not even be necessary in a given context. Each
communicative situation demands its own combination of the communicative
competencies.
The purpose of this research is to apply a communicative competence theoretical
framework to an associate degree in nursing at a two-year college, to determine which
aspects are perceived as most important for skills labs, simulation, and clinical labs, and
to determine which speaking and listening tasks NNSs appear to struggle with most when
interacting with instructors, patients, and colleagues. In order to answer these three
questions, I set out to perform an in-depth qualitative study at a two-year college. I used
three methods: a focus group with nursing instructors, participant observation of firstyear nursing students in skills labs, simulations, and clinical labs, and interviews with
instructors in the program. These research methods are further discussed in the Methods
chapter. The results of this study help to describe communicative competence in an
associate degree in nursing.
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Guiding Questions
In carrying out this research, I hoped to answer the following questions: 1) How do
the five components of communicative competence as described by the Centre for
Canadian Language Benchmarks (linguistic competence, textual competence, functional
competence, socio-cultural competence, and strategic competence) apply to an associate
degree in nursing? 2) Which components are perceived as the most important for the
speaking and listening tasks in clinical labs, simulation, and skills labs? 3) Which aspects
of communicative competence do non-native nursing students appear to struggle with
most when speaking with instructors, patients, and colleagues?
Chapter Summary
This chapter introduced the research site and purpose of the research. The
remaining chapters of this thesis will discuss the evolution of communicative competence
theoretical frameworks, previous research on NNSs in nursing, my data collection
methods, a discussion of the results, and pedagogical implications. At the end of this
study, it will be clearer how the five components of communicative competence apply to
an associate degree in nursing. While it was not my intention to present results that can
be generalized, this research will hopefully inspire further research into communicative
competence in the context of nursing education and careers.
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CHAPTER TWO: LITERATURE REVIEW

This chapter will outline the major research in communicative competence and
present its varying frameworks. It will also describe the framework that this study uses to
examine NNSs in a nursing degree program, including a detailed description of the five
components of communicative competence: linguistic competence, textual competence,
functional competence, socio-cultural competence, and strategic competence. This
research study seeks to determine how each of these components applies to a nursing
degree program, which components are perceived as most important when speaking with
instructors, patients, and colleagues, and which components NNSs appear to struggle
with most.
Communicative Competence
More Than Just Grammar
The ability to communicate effectively in a foreign language is not a single
comprehensive skill. While language instruction is often viewed as the teaching of
grammar, many researchers believe that language proficiency is much more than the
ability to correctly produce forms. Moreover, some would even argue that mild mistakes
in grammatical form do not weigh heavily on comprehensibility (Savignon, 1985).
Savignon (1976) explains that the “linguistic code” of a language, meaning its grammar,
syntax, and pronunciation, do not adequately describe language and that language
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learners can achieve communicative competence without ever achieving accuracy in
them. Effective communication relies on more than grammatical knowledge; it also
includes the ways in which speakers interact and what choices they make within such
interactions (Chun, 1988).
This is not to say that grammar instruction should be excluded from language
education altogether (Canale & Swain, 1980; Celce-Murcia, 1991; Savignon, 1991;
Savignon, 1976). Celce-Murcia (1991) says that language teachers should consider
learners’ age, proficiency level, and educational background when deciding how much to
focus on language form in class instruction. She says explicit language instruction may
be more appropriate for well-educated learners at an intermediate or advanced
proficiency level along with learners who are inclined towards analytical thinking (CelceMurcia, 1991). Grammar does have a place in language instruction because
understanding the surface forms of language is part of knowing how to communicate
effectively; however, it is not everything (Savignon, 1976). Language is a complex
system of interwoven parts that learners must know in order to communicate in any given
situation (Canale, 1983). Researchers dub this knowledge communicative competence.
The Evolution of Communicative Competence
The term communicative competence has been used differently over time. In 1965,
Chomsky divided communication into two parts: “linguistic competence,” the knowledge
of linguistic rules, and “linguistic performance,” the ability to adequately use language
(as cited in Canale, 1980, p. 3). However, Chomsky’s description of language use was
controversial, especially among sociolinguists. Chomsky was concerned with cognitive
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linguistics and so his description of linguistic performance was based primarily on a
speaker’s ability to produce grammatically correct sentences by using his or her
preexisting knowledge of grammatical systems (Paulston, 2003). Hymes reacted to
Chomsky’s description of linguistic competence and linguistic performance with his
description of communicative competence in 1971 (as cited in Savignon, 1991). Hymes
was an anthropological linguist interested in expression within speech communities and
the interaction between social norms and communication (as cited in Savignon, 1991).
While also acknowledging linguistic competence within his description of
communicative competence, he said that communication was more than speakers’
regurgitations of grammar (as cited in Paulston, 2003). He explains, “how something is
said is part of what is said” (Hymes, 1986, p. 41). In other words, speakers must have
more than simply linguistic competence in order to successfully and appropriately
communicate in any given situation: what exactly that is has been the subject of much
research.
Linguists often emphasize different components in their description of
communicative competence. Savignon (1976) defines communicative competence as the
knowledge a native speaker has which allows him or her to successfully interact with
other speakers. She was also one of the early proponents of communicative language
teaching and has published numerous articles and books on the subject since the 1970s.
Since then, communicative language teaching has become a buzzword in the field of
applied linguistics; however, researchers are not unified in their understanding of it or its
applications. For example, Savignon (1991) states that negotiation of meaning and
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interpretation are the hallmarks of communication, while Celce-Murcia (1991) focused
much of her research on the inclusion of grammar in communicative language teaching,
and Chun (1988) called for more research into intonation and interaction. As linguists
and applied linguists reflected on communicative language teaching, several researchers
sought to harmonize the disarray of opinions by outlining the dimensions of
communicative competence in theoretical frameworks.
Theoretical Frameworks of Communicative Competence
Researchers have determined that the ability to communicate effectively can be
divided into several distinct yet interwoven components and sub-components (Bachman,
1990; Canale & Swain, 1980; Celce-Murcia, Dörnyei, & Thurrel, 1995; PawlikowskaSmith, 2002). Theoretical frameworks of communicative competence describe these
components and their sub-components in great detail. While not meant to serve as a
method of teaching or a curriculum, theoretical frameworks do shed light on what
communicative competence includes (Pawlikowska-Smith, 2002). Communicative
competence may be observable in communicative performance; therefore, a framework
may be useful for educators considering what to include in testing or syllabus design
(Canale & Swain, 1980). This section explores the evolution of several theoretical
frameworks of communicative competence.
Canale and Swain (1980), Canale (1983). Canale and Swain (1980) developed one of
the first theoretical frameworks of communicative competence after reasoning that it was
possible to abstract components of language from performance and to study each
independently. Their initial framework was proposed in 1980 and included three main
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components:
1) Grammatical competence: sentence-level semantics, morphology, syntax, and
phonology
2) Sociolinguistic competence: socio-cultural rules of use, such as politeness and
appropriateness, and rules of discourse including cohesion and coherence
3) Strategic competence: the verbal and non-verbal communicative strategies a
speaker uses to achieve a desired end result (Canale & Swain, 1980, pp. 29 – 30)
Canale (as cited in Celce-Murcia, et al., 1995) later revised this framework in 1983 by
breaking sociolinguistic competence into two separate components: sociolinguistic
competence (appropriateness of register, vocabulary and politeness norms) and discourse
competence (cohesion and coherence). Their framework has since inspired other
communicative competence theoretical frameworks.
Bachman (1990), Bachman and Palmer (1996). Bachman proposed a theoretical
framework for what he called “communicative language ability” in 1990. This
framework included the following three components, each with several hierarchical
subcomponents:
1) Language competence
a. Organizational Competence
i. Grammatical competence: vocabulary, morphology, syntax,
phonology/graphology
ii. Textual competence: cohesion, rhetorical organization
b. Pragmatic competence
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i. Illocutionary competence: using and interpreting speech acts for
specific functions (ideational functions, manipulative functions,
heuristic functions, and imaginative functions)
ii. Sociolinguistic competence: sensitivity to dialect or variety,
sensitivity to register, sensitivity to naturalness, cultural references
and figures of speech
2) Strategic competence: assessment, planning, and execution
3) Psychophysiological mechanisms: neurological and physiological processes of
language (Bachman, 1990, pp. 87 – 108)
The addition of illocutionary competence distinguishes Bachman’s framework (1990)
from that of Canale and Swain (1980). Bachman wished to separate the form of language
(grammatical competence) from its function (illocutionary competence) since speakers
often intend a different meaning from their speech than what can be understood by the
syntax and vocabulary alone. For example, Bachman (1990) posed the following three
utterances, each with their illocutionary meaning in parentheses:
A. It’s nearly midnight! (Please leave.)
B. (No, I won’t leave because) it’s raining cats and dogs.
C. Thanks a lot (for nothing)! (p. 92)
These examples are typical for speakers who want to avoid being direct; however, the
less directly a person communicates, the more the interlocutor has to rely on context to
interpret the meaning (Bachman, 1990). Clearly, the form of these three phrases alone
does not hint at the full force of what is meant by them.
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Bachman (1990) further categorized illocutionary functions into four macrofunctions: ideational, manipulative, heuristic, and imaginative. First, the ideational
function of language is to express personal knowledge, feelings, and emotions with
others. Sharing feelings of nervousness over an upcoming interview is one example of
an ideational function. Second, manipulative functions are utterances whose intent is to
cause someone else to do something. For instance, requests, commands, and threats are
all manipulative functions. Interaction is also included as a manipulative function. This
includes interpersonal conversation like greetings or making small talk about the
weather. Third, teaching and learning in both academic and informal settings are
heuristic functions. Using language to solve problems, memorize information, and learn
a language are all examples of heuristic functions of language. Finally, the imaginative
function of language is to create and enjoy figurative language, humor, stories, or other
creative works where speakers and listeners get pleasure from the way the language is
used. These four macro-functions, while it is useful to describe them separately,
interweave in actual language use (Bachman, 1990).
The different competencies also rely on each other. For example, using and
understanding figures of speech rely on several components. Primarily, figures of
speech depend on sociolinguistic competence; however, the enjoyment of figurative
language is an imaginative function of language. To further complicate things, one
needs grammatical competence to understand the referential meaning of a figure of
speech. So where does the line get drawn? Bachman (1990) explains:
Although individuals from different cultural backgrounds will, no doubt, be able to
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attach meaning to figures of speech, the conventions governing the use of figurative
language, as well as the specific meanings and images that are evoked are deeply
rooted in the culture of a given society or speech community, which is why I have
included them as part of sociolinguistic competence (p. 98).
This is just one example of why it is sometimes difficult to discern what is an example of
one competence as opposed to another competence. However, Bachman (1990) stressed
that while the competencies do interact, especially in strategic competence, the division
of language use based on the communicative task is preferred to the common way of
understanding language as four separate skills: speaking, listening, reading, and writing
skills. Bachman argued that language tasks can vary greatly in any of these skills
depending on the context and communicative goals. For this reason, it is more
appropriate to describe language use as dependent on the situation and a convergence of
language ability and cognitive strategies.
First introduced by Canale and Swain (1980), another competency that received
considerable attention from Bachman (1990) is strategic competence. Bachman’s (1990)
strategic competence included three steps: assessment, planning, and execution. First,
speakers assess what information is important to communicate in a given situation, what
language will most effectively communicate that information, what knowledge or
abilities are shared between the speaker and the interlocutor, and, after communicating,
if the communication goal was met. Next, during the planning stage, the speaker plans
how he or she will deliver a message according to the communicative goal and what the
other speaker said in the conversation. The speaker must then plan his or her speech to
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try to bridge the gap between what was said and what information was needed. In the
third step, the speaker executes the plan of communication. A speaker uses strategic
competence in determining the most effective way to communicate based on the context
and other speaker involved in the conversation (Bachman, 1990).
In 1996, Bachman and Palmer revised this framework slightly (as cited in CelceMurcia, et al., 1995). For example, the steps included in strategic competence changed
to goal setting, assessment, and planning although the description of each was quite
similar to Bachman (1990). Furthermore, illocutionary competence was called
functional competence although it included the same macro-functions of ideational,
manipulative, heuristic, and imaginative functions. Bachman (1990) and, later, Bachman
and Palmer’s (1996) hierarchical framework of communicative competence, or
communicative language ability, was a progressive step towards understanding language
use.
Celce-Murcia, Dörnyei, and Thurell (1995). In 1995, Celce-Murcia, Dörnyei, and
Thurell also developed a detailed outline of communicative competence. Their
framework, which was meant to inform syllabus design in communicative language
teaching, included five competencies:
1) Discourse competence: cohesion, deixis, coherence, generic structure, and
conversational structure
2) Linguistic competence: syntax, morphology, lexical knowledge, and
phonological and orthographic systems
3) Actional competence: knowledge of language functions (e.g. expressing and
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finding out feelings, suasion, asking for and giving information, complaining,
greeting and leaving, etc.) and knowledge of speech act sets
4) Sociocultural competence: appropriateness in social context, cultural awareness,
style, and non-verbal communication
5) Strategic competence: linguistic strategies such as avoidance or reduction
strategies, achievement or compensatory strategies, stalling strategies, selfmonitoring strategies, and interactional strategies (Celce-Murcia, et al., 1995,
pp. 11-28)
The framework of Celce-Murcia, et al. was very similar to the competencies proposed by
Bachman (1990) with some revision of strategic competence (Celce-Murcia, et al., 1995).
Their framework also used the term linguistic competence in a similar manner as Canale
and Swain (1980) did. However, Celce-Murcia, et al. (1995) avoided using the term
grammatical competence because they believed it overlooked the addition of lexical and
phonological knowledge as basic building blocks of communicative competence.
Celce-Murcia, et al. described strategic competence differently than Bachman
(1990). While Bachman (1990) focused on goal setting, planning, and assessment,
Celce-Murcia, et al. focused on language strategies to use when there are communication
problems or difficulties. These include: avoiding or abandoning topics, compensating for
linguistic difficulty by using other vocabulary or sentence structure, time-gaining
strategies like fillers or repetition, repairing or rephrasing unclear messages, and
negotiation strategies. The negotiation strategies are listed under interactional strategies
because they are the cooperative methods of repairing communication. Some negotiation
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strategies include comprehension checks, requesting clarification or repetition, expressing
non-understanding, and direct or indirect appeals for help. This explanation of strategic
competence is different than that of Bachman (1990) because it has less emphasis on
cognitive strategies and more on linguistic strategies to ensure effectiveness of
communication (Celce-Murcia, et al., 1995).
Another development was their considerable attention to discourse competence.
Celce-Murcia, et al. (1995) define discourse competence as “the selection, sequencing,
and arrangement of words, structures, sentences and utterances to achieve a unified
spoken or written text” (p. 13). They believed that discourse competence is the point
where the micro-level understanding of grammar, syntax, vocabulary, etc. and the macrolevel understanding of social context and intentions intersect. Deixis is one component of
discourse competence and includes the use of pronouns, spatial references, temporal
references, and textual references. Conjunctions, parallel structure, and substitution are
also components of discourse competence. Turn taking lends to the conversational
structure of oral communication. Turn taking is used to establish and change the topic of
conversation, interrupt, hold and relinquish the floor, and collaborate with other speakers
(Celce-Murcia, et al., 1995). It also involves adjacency pairs, which are preferred
responses to relatively set phrases, like “What’s up?” and “Not much.” These adjacency
pairs also rely on actional competence. Skilled conversationalists are experts at discourse
competence. Celce-Murcia, et al. (1995) believe that discourse competence, especially
the conversational structure of language, is vital to conversation and so is important to
include when designing language syllabi.
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Pawlikowska-Smith (2002). The Centre for Canadian Language developed an in-depth
and operational model that synthesized previous research (Bachman, 1990; Bachman &
Palmer, 1996; Canale & Swain, 1980; Canale, 1983; Celce-Murcia, et al., 1995) and
highlighted specific language functions in detail. For this reason, it is the model that is
used in this research of communicative competence in a college nursing degree program.
The framework from the Centre for Canadian Language Benchmarks (2002) broke
down communicative competence into five distinct competencies, which look very
similar to the competencies laid out earlier by Celce-Murcia, et al. (1995):
1) Linguistic competence: syntax, morphology, phonology, orthography, and the
lexicon
2) Textual competence: cohesion, coherence, deixis, genre structure, and
conversational structures
3) Functional competence: humor, using language for a specific purpose (e.g.
teaching, warning, self-expression, persuading, etc.)
4) Socio-cultural competence: rules of appropriateness and politeness, idioms and
figurative language, non-verbal communication, cultural knowledge and
references, knowledge of social contexts and relationships
5) Strategic competence: planning for effective communication in a given situation,
avoiding difficulties in communication, and recovering from communication
breakdowns (Pawlikowska-Smith, 2002, pp. 8 – 23)
The Centre for Canadian Language published their benchmarks as a companion to an
earlier publication: Canadian Language Benchmarks 2000: English as a Second
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Language for Adults. The theoretical framework published in 2002 included more
information about the competencies than the previous publication along with a glossary
of relevant terms and a set of performance tasks that demonstrate each competency. The
Centre for Canadian Language used the term benchmark because the framework also
included levels of performance that students must meet in order to be considered
“satisfactory” or “adequate” in any of the competencies (Pawlikowska-Smith, 2002, p.
26).
Through examining the ways in which the frameworks have evolved, one can see
that certain aspects of communicative competence, like linguistic competence, have been
accepted components of language use since the earliest research into communicative
competence. Meanwhile, the understanding of other competencies, like functional
competence and strategic competence, has changed with time. By comparing this
framework with earlier proposals, one can see how the framework from the Centre for
Canadian Language Benchmarks has synthesized and further developed previous
proposals.
One notable difference is that Canale and Swain’s 1980 communicative
competence framework did not include functional competence as a unique competency;
instead, it was placed under the broader notion of sociolinguistic competence. Using
language for a specific purpose is often the focus in communicative language teaching
and more recent frameworks have included it as a unique competency (Celce-Murcia, et
al., 1995; Pawlikowska-Smith, 2002). Functional competence demonstrates the ability to
understand not only what a speaker is literally saying but also what he or she is intending
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by the utterance (Pawlikowska-Smith, 2002). Simply put, functional competence is the
ability to use language for a specific purpose that may not be apparent in the syntax or
semantics alone. Functional competence is similar to what Yates refers to as the
“pragmalinguistic aspects of communication” which are the intended meanings (2004, p.
4). She pointed out that just because a particular function, or device, exists in one
language does not mean that it will be present in another language. Moreover, even if the
speech function does exist in both languages, one cannot assume that the result of the
device will be the same (Yates, 2004).
As Pawlikowska-Smith (2002) states, scripts often guide social expectations
regarding the role that participants play and how events are sequenced. Yates refers to
these scripts as “the secret rules of language” (2004, p. 3). These rules are difficult for
students from other cultures because native speakers are socialized into cultural
conventions at a young age and are often not even aware of their existence (Yates, 2004).
For this reason, this competency is arguably one of the last to develop in language
learners since it requires living in the target language culture for a long period of time.
Functional competence, however, is a common component in communicative language
teaching (Pawlikowska-Smith, 2002). It is also important for communicating in nursing.
Functional competence, along with all of the other competencies, depends on the context;
therefore, when examining language use in a specific context, one must consider not
necessarily the speaking, listening, reading, and writing skills that NNSs must learn, but
rather the language tasks they will be expected to perform (Bachman & Palmer, 1996).
In this research study, I used the framework published in the Centre for Canadian
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Language Benchmarks in 2002 to describe communicative competence in a college
nursing degree program. There has been much research on defining communicative
competence in the broad sense, but little to no research has attempted to examine
communicative competence within a single context. In this study, we will see how
communicative competence is described in the context of a nursing degree program.
Given the fact that communicative competence and its five competencies are necessarily
dependent on context, it is important to examine each of the competencies through the
lens of the nursing degree program in order to evaluate why students are struggling.
Communicative Competence in Nursing
This study seeks to analyze the speaking and listening tasks of non-native nursing
students when communicating with instructors, peers, and patients in a nursing degree
program at a two-year college in Minnesota. While there are hundreds of articles on
language barriers in health care, very few of these articles seem to focus on
communication between non-native nurses and English speaking patients; instead, the
focus of most research in intercultural nursing has been on how English speaking
healthcare workers can best serve patients whose first language is not English.
For example, an annotated bibliography of 137 articles “on the prevalence, role and
effects of language barriers in health care” was compiled and published by the California
Endowment (Hm Chen, 2003, p.1). However, in this collection of articles about language
barriers in health care, there is no mention of how patients, doctors, and other staff
respond to non-native nurses (Hm Chen, 2003). It seems reasonable to presume that if
bridging language barriers in healthcare is of interest to the nursing community, then
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educating nurses from a variety of language backgrounds would be valuable to improving
the workforce. Furthermore, ensuring that nurses have the abilities in English sufficient
to communicate successfully with patients and a health care team is a primary concern.
This research study seeks to connect the research of two seemingly disparate fields:
applied linguistics and nursing education. It attempts to fill the gap and to contribute to
the work that has been done thus far on communication in college nursing degree
programs.
Communication Between Nursing Students and Patients
Clinical opportunities are one way for nursing students to apply the skills they learn
in class to real experiences. They also may serve as an assessment tool (Krautscheid,
2008). The work of Kotecki (2002) is valuable when considering how nursing students
communicate with patients in a clinical setting and which aspects of communication
students struggle with most. Kotecki (2002) spent time with nursing students at a fouryear college in order to learn about nursing students’ experiences communicating with
patients in clinical labs. Through interviewing 22 third-year and fourth-year nursing
students and observing 14 of these students in the clinical setting at a hospital, Kotecki
identified the students’ main communication problem and the process they used to
surmount this problem. According to Kotecki, “saying the right things to patients” was
the students’ primary concern (2002, p. 63).
The students perceived this problem to be the most important as they transitioned to
their role of the new nurse. Even though they had learned the correct things to say to
theoretical patients in their classes, the students in her study struggled with applying this
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knowledge to actual nurse-patient communication (Kotecki, 2002). They may have
lacked the practical knowledge needed to decide “when, what and how” to effectively
communicate with patients (Krautscheid, 2008, p. 1). Perhaps for this reason, the
students in Kotecki’s research study said that in their nursing courses they had learned
more clinical skills than actual communication skills (2002).
When the students started working with patients in clinical labs, they developed a
“personal communication repertoire” that allowed them to overcome their worry about
saying the wrong thing to patients (Kotecki, 2002, p. 63). Kotecki identified four stages
that the students passed through when communicating with patients in the clinical setting:
1) Affirming the self: anticipating communication, engaging in self-reflection and
self-validation
2) Engaging the patient: playing the role of nurse, communicating with patients,
looking good for the instructor
3) Experiencing communication breakdown: losing control of the communication,
dealing with difficult or unpredictable patients, unclear boundaries
4) Refining the repertoire: resolving communication breakdowns, regaining control of
the communication (2002, pp. 63 – 64)
During the communication process, students reflected on their new role as a nurse and
worked to apply the behaviors they had learned in class to this new experience. The
students in the study passed through these four stages sequentially as they worked with
patients in their clinical labs, and they often modeled their behavior after the registered
nurses (RNs) who were working in the same hospital unit (Kotecki, 2002).
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Communication breakdown was common in the students’ experiences, and in
Kotecki’s discussion of her results, she called for an increased focus on communication
breakdowns when preparing nursing students for their clinical experiences (2002).
Students commented that sometimes it was difficult to deal with a patient who was
testing the nurses’ authority and who didn’t respect the perceived boundaries between
patient and nurse. They struggled to maintain the control of the conversation and to deal
with patients who had language barriers, trauma, or neurological impairments. When the
students encountered a difficult patient, they had to work to regain authority and to
reestablish the communication. This involved using strategies such as assessment,
planning, and setting goals (Kotecki, 2002). All of these strategies are included under
strategic competence (Pawlikowska-Smith, 2002).
Strategic competence has been described slightly differently in the theoretical
frameworks (Bachman, 1990; Bachman & Palmer, 1996; Celce-Murcia, et al., 1995). For
example, Celce-Murcia, et al. (1995) focused on the linguistic functions of strategic
competence, perhaps because they are more manageable to teach and assess with NNSs.
The linguistic functions of strategic competence include negotiation strategies such as
requesting repetition or clarification of a misunderstanding and asking for help when a
learner has forgotten the necessary vocabulary; strategic competence also includes
comprehension checks to make sure that both the speaker and the interlocutor are
following the conversation (Celce-Murcia, et al.). However, Kotecki’s description of the
process that nursing students used to resolve communication breakdown most closely
matches strategic competence in Bachman and Palmer’s theoretical framework (as cited
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in Celce-Murcia, et al., 1995). In their framework, goal setting, assessment, and planning
are the three metacognitive strategies that guide a speaker to match the communication
with the planned communicative goal. These strategies, which draw from organizational
and pragmatic competencies as well, are a way to manage the conversation and to ensure
effectiveness (Bachman & Palmer, as cited in Celce-Murcia, et al., 1995). This
description of strategic competence is difficult to formerly assess or to observe in action,
and so the Centre for Canadian Language Benchmarks adapted the linguistic description
of strategic competence by Celce-Murcia, et al. (1995) in their description of
communicative proficiency. However, Pawlikowska-Smith (2002) said that the cognitive
aspects of functional competence are important to teach NNSs. In this study, I included
both the linguistic and cognitive strategies when describing communicative competence
in a college nursing degree program.
Planning for effective communication is one aspect of strategic competence
(Pawlikowska-Smith, 2002). In order to avoid potentially life-threatening mistakes with
patients, students must be sure that they both understand another speaker and are being
understood by the interlocutor when they speak they. In addition, students must plan
their communication with patients in order to avoid serious missteps that jeopardize
patient safety. Communication breakdowns lead to unsafe environments for nurses and
patients. According to the Joint Commission, they are the cause of around 70% of errors
that result in patient injury or death (as cited in Donahue, Miller, Smith, Dykes, &
Fitzpatrick, 2011). One way to plan for communication is with the often-used SBAR
(Donahue, et al., 2011). SBAR stands for situation, background, assessment, and
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recommendation. It is a tool that health care providers, including the nursing students in
this research study, use when communicating about a patient (see APPENDIX A for a
sample SBAR from the research site). For example, nurses organize their patient reports
with the SBAR during shift changes or when giving a report to the physician
(Krautscheid, 2008). It is an easily remembered mnemonic that allows health care
providers to structure their conversation and to ensure patient safety (Donahue, et al.,
2011).
The use of the SBAR reflects both strategic and textual competencies. When
nurses use the SBAR, they first explain the current situation, then they give an
explanation of the patient’s background and the care he or she has received thus far, next
they give an assessment about what the patient needs and a recommendation for an action
(Krautscheid, 2008). This sort of planning is typical for strategic competence (Bachman,
1990). Nurses must determine who is involved in the conversation, what the other
speaker would need to know, and then assess whether the communication goal was met
(Bachman & Palmer, 1996 as cited in Celce-Murcia, et al., 1995).
However, textual competence is also important. Textual competence is the use of
cohesion, deixis, coherence, genre structure, and conversational structures when
producing or understanding discourse (Pawlikowska-Smith, 2002). When nurses give an
SBAR report, they need to use textual competence to avoid repetition and to manage the
way they present the information. Bachman and Palmer (as cited in Pawlikowska-Smith,
2002) said that textual knowledge is used when the discourse consists of “two or more
utterances or sentences” (p. 11). Nurses presenting an SBAR report need to use cohesive
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devices to connect their sentences so that the interlocutor will have an easier time
understanding how ideas are connected. Temporal references such as “now, then, before,
after” and textual references such as “as I’ve already said” also help the interlocutor make
sense of the information (Pawlikowska-Smith, 2002). Furthermore, nurses must maintain
an appropriate sequence of tenses. For example, the situation may be in present tense, the
background in past tense, the assessment in present tense, and the recommendation in
either present or future tense. The conversational structure of an SBAR report is
relatively set, but if the interlocutor interrupts or asks questions, the nurse will need to
backchannel and continue with their report (Pawlikowska-Smith, 2002). These are just
some of the ways that textual competence may appear in the performance of an SBAR
report.
Even though Kotecki’s (2002) experience was with nursing students who were
native English speakers, her results are still relevant to describing communicative
competence in a college nursing degree program. Communicative competence is the
knowledge that native speakers have that allows them to communicate well in any
situation (Savignon, 1976). Therefore, one can assume that if students who are native
speakers struggle with a certain aspect of communicative competence in a specific
setting, NNSs will also struggle. The difference is that while native speakers have an
intuitive understanding of the language, NNSs do not.
As was seen in Kotecki’s study (2002), student nurses often look to RNs during
clinical practice for a model of how to communicate with patients. In New Zealand,
researchers Malthus, Holmes, and Major (2005) used recordings of nurses’ interactions in
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a hospital to teach non-native nursing students. Malthus, et al. used authentic recordings
from the Wellington Language in the Workplace project to teach non-native nursing
students how to communicate with patients. In the Wellington Language in the
Workplace project, nurses in a hospital were asked to carry around a small recording
device and to record their interactions with patients during a typical day at work. These
recordings were then transcribed and analyzed for how much time nurses spent
discussing the patient’s condition or socializing. It was determined that 40% of the time,
nurses focused on the patient’s condition, whereas 60% of the talk could be constituted as
“social talk” (Malthus, et al., 2005, p. 68). Malthus, et al. then used these authentic
recordings to develop classroom activities for NNSs in a Bachelor’s in Nursing Degree
program in New Zealand.
In order to meet the communication demands of working in a clinical setting, NNSs
in their first year of a Bachelor’s in Nursing Degree voluntarily signed up for
supplemental speaking sessions. The students were mostly Mandarin Chinese speakers
from China. Malthus, et al. (2005) studied a trial run of these sessions in which the
students were exposed to the Wellington Language in the Workplace recordings and were
then asked to analyze elements of successful communication with patients. Because
social talk was identified as an important component of nursing, this was one focus of the
sessions.
The students were asked to recognize elements of communication for themselves
and to find examples of these elements when presented with recordings of conversation
between nurses and patients (Malthus, et al., 2005). For example, the students were

30	
  

asked to comment on how the nurse initiated conversation with patients and how the
nurse and patients cooperated in the communication process. The students were taken
aback by how the nurse delicately weaved in social talk with medical talk when
discussing with patients. They were surprised by how often the nurses spoke about the
patients’ personal lives as well as their own personal lives: in some of the students’
cultures, this was considered to be too intimate a subject for a professional work
environment. Upon discussing why the recorded nurses were so open in their discussion
with patients, the group decided that this allowed the nurse to develop a closer
relationship with the patient and to help the patient feel more comfortable (Malthus, et
al., 2005).
The student nurses in Malthus, et al.’s study were from cultures where it would not
be appropriate to include intimate conversation in a professional setting (2005).
However, a nurse in the United States is often expected to use a more personal style of
conversation with patients and to ask open-ended questions that allow patients to tell
anecdotes from their lives (Brown, 1994). Knowing the rules of appropriateness for a
given situation is an aspect of socio-cultural competence. Socio-cultural competence
includes determining what is appropriate in a given situation including tone of voice,
facial expressions, topic choice, etc. (Pawlikowska-Smith, 2002).
In the conclusion to their research study of English as an Additional Language
(EAL) nursing students, Malthus, et al. commented that employers often attribute
dissatisfaction with EAL workers to the workers’ misunderstanding of social rules rather
than their linguistic competence (2005). Yates (2004) said that native speakers regard the
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social rules of a language as being natural rather than random aspects of a culture. This
may lead to insensitivity on the part of the native speaker towards NNSs who lack sociocultural competence (Yates, 2004). As Yates says: “Whereas phonological difficulties or
problems with vocabulary or syntax are visibly related to language competence issues,
problems with sociopragmatic or pragmalinguistic conventions are not, and learners are
likely to be judged harshly as human beings, rather than leniently as learners” (2004, p.
5). Student nurses who come from cultures that have very different social rules and who
have not lived in the country long enough to adapt to American rules of appropriateness
may struggle with the social talk aspect of communicating with patients. However, as
stated by Malthus, et al. (2005) and Yates (2004), native speakers often do not have the
tolerance or patience to accept non-native speakers who have not mastered socio-cultural
competence.
Besides socio-cultural competence, functional competence is also required to
engage in social talk with patients as can be seen in the studies by Tuohy (2003) and
Brown (1994). Tuohy (2003) demonstrated the use of small talk with patients in her
ethnographic research of student nurses working with older patients in a continuing care
unit. Through participant observation and interviews with a sample of eight student
nurses at a university in Ireland, Tuohy found that there were two main types of
communication that students used with the patients: “task-related” and “non-task-related
communication” (p. 22). When the students did not have much time with the patients,
such as when administering daily meals, the type of communication was more taskrelated; however, when the students had more time in the afternoon, the topics of
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conversation included “patients’ hobbies, likes, dislikes, families,” etc. (Tuohy, 2003, p.
22). This social talk helped students to build a rapport with the patients and to enhance
their communication with them (Tuohy).
Using language to build relationships requires functional competence. For
example, small talk includes functions of interpersonal exchange such as greetings,
introductions, complimenting, and showing interest in what someone else is saying
(Pawlikowska-Smith, 2002). Expressing likes and dislikes are also aspects of functional
competence. When speakers wish to find out how the interlocutor is feeling and to
express how they themselves are feeling, they rely on functional competence
(Pawlikowska-Smith, 2002). Functional competence is using language for a specific
purpose. In this case, nurses use functional competence to engage in small talk and to
develop relationships with the patients.
The use of functional competence can also be seen in Brown’s study of an expert
nurse. Brown (1994) studied how an expert nurse used person-centered conversation
with her patients, which Brown referred to as “individualization of care” (p. 43). The
goal of her study was to test how often an expert nurse, during three interactions with
patients in a pregnancy ward, used individualization and how the nurse used speech to do
so. After determining that the nurse spent 25% of each interaction “tailoring” her
conversation to the individual patient, Brown used discourse analysis to contextually
analyze how the speaker tailored the conversation to the patient. Her results showed that
the nurse began each interaction with a greeting (an interpersonal function), and then
moved on to any issues she needed to discuss with the patients, such as scheduling. The
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nurse asked open-ended questions which allowed the patient to direct the conversation
and to provide much of the clinical information that the nurse needed to gather. A
common question that the nurse asked was about the patient’s home life. This type of
question was what Brown referred to as an open-but-focused question. It differed from
the purely open-ended questions in that the nurse was seeking information about a
particular aspect of the patients’ lives. From Brown’s (1994) study, we learn that asking
open-ended and open-but-focused questions is one major function of speech that nurses
use with patients.
Thanks to the work that has been done by Kotecki (2002), Malthus, et al. (2005),
Tuohy (2002), and Brown (1994), there is a greater understanding of how nurses and
student nurses communicate with patients in clinical settings. Student nurses plan for
their communication with patients and use specific strategies to overcome
communication breakdowns (Kotecki, 2002). Nurses engage in social talk with patients
with a surprising frequency (Malthus, et al., 2005; Tuohy, 2003), and they use openended questions and open-but-focused questions to let the patient guide the discussion
(Brown, 1994). Textual competence, strategic competence, socio-cultural competence,
and functional competence all play a part in this communication.
Communication Between NNSs and Native Colleagues
While there has not been much research on how non-native nurses communicate
with patients, it is possible to apply the work of Horani (1995) to this scenario. Horani
studied nurses’ language attitudes towards NNSs physicians by asking 156 female nurses
to listen to audio recordings of three male physicians speaking in English: two NNSs with
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different ethnic backgrounds (Japanese and Persian) and one native speaker from the
United States. The physicians were labeled as intelligible based on a formal assessment
before participating in the study. The medical-surgeon nurses listened to tapes of the
physicians speaking in both formal and informal contexts and rated them according to
their perceived level of superiority (education and advantage), attractiveness, and
dynamism (activity, confidence, and social power). The participants described the
doctors by rating them on 20 variables, each with a continuum of opposite adjective pairs.
For example, one variable was “friendly-unfriendly.” If the nurse chose the most positive
adjective to describe the doctor, that was worth seven points whereas if the nurse chose
the most negative adjective, the doctor received zero points. The researcher used a
Speech Evaluation Instrument (SEI) to collect her data (Horani, 1995).
The results showed that the tape of an American accent was consistently rated
higher than both the Persian and Japanese accents, with the strongest accent (Japanese)
receiving the lowest score. The American doctor ranked highest on “nice, pleasant,
friendly, [and] good-natured” (p. 95). However, both the Japanese and Persian doctors
received their lowest scores on “friendly and warm,” which Horani explained as a
response to their accents. She said that people tend to perceive accents that are different
from their own as being less friendly and warm (Horani, 1995). According to Horani,
this demonstrates that a stronger accent leads some to believe that the speaker is not as
competent as his or her peers. These results are interesting to consider when looking at
non-native nurses. Are non-native nurses also considered less competent than their peers,
simply because of their accent?
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If that is the case, then linguistic competence plays an important role in non-native
nurses working with patients and other members of the health care team. Pronunciation
of both segmentals (vowel and consonant sounds, consonant clusters, syllables) and
suprasegmentals (stress, intonation, and rhythm) are contents of linguistic competence
(Pawlikowska-Smith, 2002). Grammar and vocabulary are also included in linguistic
competence and may influence the language attitudes of native speakers towards nonnative health care providers. More research needs to be done on language attitudes of
patients and physicians towards non-native nurses. Without a wider base of research, it is
difficult to discern how much importance is assigned to pronunciation in a clinical
setting.
Communication Between Nurses and the Health Care Team
Propp, Apker, Zabava Ford, Wallace, Serbenski, and Hofmeister (2010) studied
how nurses should communicate with a health care team. 50 health care workers were
interviewed as part of the research study including registered nurses (25), nursing
assistants (3), physicians (7), PCAs (6), unit clerks (4), and unit coordinators/charge
nurses (5). They were asked to describe the best practices of nurse-team communication
that enhanced patient care (Propp, et al., 2010). Their results were grouped according to
two major communication themes: “ensuring quality decisions” and “promoting team
synergy” (Propp, et al., p. 18).
When nurses interact with a health care team, they use a set of communicative
practices to ensure quality decisions. These practices include:
• seeking information
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• processing information for physicians
• individualizing communication with physicians
• collaborating in decision making
• building credibility with physicians
• communicating diplomatically with physicians (Propp, et al., 2010, p. 19)
First of all, ensuring quality decisions includes the practice of “seeking information” by
asking questions about patient care. For example, a physician explained that good nurses
ask questions when they are unsure about something the physician wrote on a chart
because if the nurse does not ask questions, he or she may not have the confidence
needed to act. Participants also said that effective nurses “process information for
physicians” and plan their communication before communicating to a physician about the
patient (Propp, et al., 2010, p. 19). Nurses gather information, organize their thoughts,
and consider what a physician would need to know before presenting their report.
Participants thought that nurses should include only the most important information and
leave out details that are not as relevant to the physician. “Individualizing
communication with physicians” was another good practice and it means that nurses
consider the personality, area of specialty, and experience level of physicians when
communicating a message (Propp, et al., p. 19). This helps to ensure that the message is
understood and will inspire action on the part of the physician. Finally, the role of nurses
has evolved over the years so that “collaborating in decision making” is now an expected
communication practice (Propp, et al., p. 19). They assist with problem solving, and
physicians value their opinions and questions about patient care.
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According to the participants, one way nurses can ensure their contribution to
problem solving is taken seriously is through “building credibility with physicians”
(Propp, et al., 2010, p. 19). For example, the participants said that nurses who use
medical language are more likely to be seen as credible. One physician said that credible
nurses have “very precise, accurate use of the medical terminology” (Propp, et al., 2010,
p. 21). Nurses should also be assertive and confident about their opinions, especially if
they disagree with a physician. On the other hand, some of the nurse participants said
that at times it was more important to be submissive to the physician rather than assertive.
This is when “communicating diplomatically with physicians” is an important
communication practice (Propp, et al., 2010, p. 19). A nurse said that when giving
opinions to a physician about patient care, “you have to round about it. Let them think
it’s their idea” (Propp, et al., 2010, p. 21). This communication practice of
communicating diplomatically, which involves hedging, may be especially difficult for
NNSs. Speakers must have a heightened socio-cultural competence to do this effectively.
In fact, many of the communication practices mentioned rely on socio-cultural
competence, especially building credibility with physicians and acting as their equal.
The participants said that nurses and physicians should work together to treat the
patient (Propp, et al., 2010). This may be uncomfortable for someone who comes from a
culture where there is a greater social distance between a speaker and a perceived
authority figure. Yates (2004) explains that native speakers try to reduce the social
distance when communicating, and so NNSs should be aware of this norm. To do this,
they will need socio-cultural competence. Speakers rely on social context factors like the
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participant’s status, social distance, and power level when processing or communicating a
message (Pawlikowska-Smith, 2002). In order to act assertive and, conversely, submit
to physicians, nurses need to use appropriate non-verbal communication like eye contact
and voice volume. This is important to consider because Croze and Liddicoat (as cited in
Malthus, et al., 2005) stated that cultural considerations are not learned by osmosis alone,
but must be learned explicitly. In order to follow the practices suggested by the
participants in Propp, et al.’s research, non-native nurses will need to learn these cultural
variables (2010). Socio-cultural competence would also be helpful for promoting team
synergy which the participants in Propp, et al.’s (2010) study said includes things like
mentoring team members, managing conflict, and fostering a positive climate. These
practices seem to be more reliant on a nurses’ disposition than language ability, but it can
be assumed that an understanding of socio-cultural competence is also relevant to being a
good team member. Certainly, being aware of the social context, politeness norms, and
cultural references all help a speaker to fit in with a team (Pawlikowska-Smith, 2002).
Nurses communicate with many different team members from physical therapists to
pharmacists. Researchers say that working as a team helps to improve effectiveness, and
nurses play an essential role in this team. They must be able to perform a wide variety of
communication tasks when communicating with members of the health care team, and
their communicative performance of these tasks will directly affect patient outcomes
(Propp, et al., 2010). Therefore, achieving adequacy in communicative competence,
especially socio-cultural competence, is important not only for working with patients but
with an entire health care team. The work of Propp, et al., (2010) helps demonstrate the
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complicated nature of communication in nursing.
Assessing Communicative Competence in Nursing Education
For the most part, nursing skills in education are assessed with standardized tests.
Standardized testing is used by the institution in this study to determine who will be
admitted to the nursing program and by the state of Minnesota to decide who will receive
nursing licensure. These tests rely on a candidate’s critical thinking, subject matter
expertise, and reading skills. While Minnesota State Colleges and Universities (MnSCU)
has also outlined English communication abilities that it deems as necessary to be
successful in college nursing programs, more research is needed to determine how well
these standards match the performance level of non-native nursing students and
registered nurses. The college in this study does not currently assess speaking and
listening in English before a student enters the nursing program. However, the National
Council of State Boards of Nursing has promoted an exam for NNSs seeking registered
nursing licensure, which is designed to test students’ academic English.
Institutional Standards
In order to determine who is admitted to the Associate in Science Degree in
Nursing, the two-year college in this research study uses the National League of Nursing
(NLN) pre-admission examination for RN programs. The exam includes multiple-choice
questions in high-school level verbal, math, and science. The verbal section tests a
student’s vocabulary and reading comprehension level as well as critical thinking.
However, the exam does not assess speaking or listening abilities (NLN Testing
Services). The institution rates nursing applicants on a point scale, which is a composite
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number based on a student’s pre-entrance NLN exam score, cumulative grade point
average, and grades in the pre-requisite science classes and in the general education prerequisites (see APPENDIX B for a sample copy of this scoring system). The forty
students who have the highest composite score each semester are admitted to the program
(B. Blazer, personal communication, February 24, 2012).
Once in the program, there are different types of assessment for the theory side of
the program and the experiential component (see APPENDIX C to learn more about
evaluation methods in a first-year nursing course). The theory component mainly relies
on written exams to assess how well students understand the material; however, the
experiential element includes participation in simulated and real clinical experiences
during which the students must demonstrate clinical reasoning and an ability to play the
roles of a nurse including provider of care, communicator, teacher, manager of care, and
member of the profession. If students are considered unsafe to work with patients during
their clinical experience, they will fail the course regardless of their performance on the
other components (K. Anderson, personal communication, February 29, 2012).
State Standards
MnSCU developed a list of core performance standards that reflect the Minnesota
Board of Nursing’s definition of successful nursing practice (Minnesota State Colleges
and Universities, 2002). According to MnSCU’s core performance standards (2002),
students interested in applying to a nursing program must demonstrate “English sufficient
for appropriate interaction with others in verbal and written form; [and an ability] to
communicate with clients and members of the health care team in order to plan and
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deliver safe care.” There are also several standards based on interpersonal
communication such as the abilities to “interact with clients, families, staff, peers,
instructors, and groups from a variety of social, emotional, cultural and intellectual
backgrounds; establish rapport with clients, families, and colleagues,” and the ability to
“respond in a professional/ therapeutic manner to a variety of client expressions and
behaviors” (MnSCU, 2002). These standards outline the English language skills that
students are expected to have mastered before entering the nursing degree program.
Once students graduate from the program, they prepare to take a licensure exam
developed by the National Council of State Boards of Nursing and to apply for licensure
with the Minnesota Board of Nursing (Gonzales, 2012).
National Standards
The National Council of State Boards of Nursing (NCSBN) is a non-profit
organizing group comprised of 60 member boards in all fifty states, the District of
Columbia, and in several U.S. territories. It is responsible for developing the licensure
examinations for registered nurses, practical nurses, nursing assistants and home health
aides, and medication aides (National Council of State Boards of Nursing, 2012). Before
obtaining licensure, a prospective nurse must pass the National Council Licensure
Examination for Registered Nurses (NCLEX-RN) (National Council of State Boards of
Nursing, 2012). This exam is meant to ensure that licensed nurses have the abilities
necessary to work effectively and safely with patients. The test questions include
multiple-choice items, fill-in-the-blank, and questions related to charts, graphics, etc., and
test-takers have six hours to answer a minimum of 75 questions. The NCLEX-RN exam
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does not necessarily test future nurses’ communication abilities, but rather their
knowledge base of good practice (National Council of State Boards of Nursing, 2009).
For assessing the communication abilities of NNSs applying for licensure, NCSBN
recommends the Pearson Test of English Academic, which became available in 2010
(Woo, Dickson, & deJong, 2010). The test measures speaking, listening, reading, and
writing skills of NNSs in academic settings. Prior to being published, a standard-setting
panel of 19 experts from diverse backgrounds decided on a passing standard for the exam
that nursing licensure seekers must meet in order to be considered minimally proficient in
English. The panel first discussed the different tasks that entry-level nurses must be able
to perform. They then categorized these tasks by speaking, listening, reading, and
writing skills in order to decide what proficiency level is needed in each of these areas.
Their categorizations can be summarized as follows:
Writing tasks. Entry-level nurses must be able to perform different types of
documentation including documenting a patient’s status, progress, changes in condition,
and vital signs. Writing may be done through narrative notes on a patient’s chart or on
the computer. Nurses also record patient assessments and explain patient observations.
They must be able to communicate with healthcare workers through written notes, email,
or incident reports as well as transcribing a physician’s order. Giving instructions to the
patient or family, developing a treatment plan, and giving discharge instructions also
relies on writing ability and written test-taking ability (Woo, et al., 2010).
Speaking tasks. Entry-level nurses should be proficient in speaking when assessing
patients and gathering their health histories. They also must teach patients about their
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medications, procedures, diet, hospital orientation, and discharge instructions. Before the
next shift, nurses give oral reports and updates on the patient’s care. They communicate
with other health care professionals on the floor and on the telephone. They should be
able to translate medical jargon into lay language for patients and patients’ families.
Finally, therapeutic communication is an important component of effective nurse-patient
communication, so entry-level nurses must be able to ask open-ended questions and offer
support to patients and their families (Woo, et al., 2010).
Listening tasks. Entry-level nurses routinely listen to their supervisors, other nurses,
and physicians. They must be able to understand verbal instructions, shift reports, and
clinical reports. In addition, they must be able to understand lab reports and physicians’
orders over the phone. Furthermore, when communicating with patients, nurses listen to
patients’ symptoms, pain levels, concerns, and questions (Woo, et al., 2010).
Reading tasks. Reading tasks include reading notes, charts, interoffice communication,
care plans, patient history, physicians’ orders, shift assignments, and schedules. Skilled
reading is also required for professional education such as when reading nursing journals,
reference materials, education materials, equipment instructions, drug information, and
when learning about unfamiliar diagnoses. Patient safety is another concern. Nurses
must be able to read allergy lists, dosage measurements, medication records, ID bands,
abbreviations, and signs around the hospital in order to safely practice nursing (Woo, et
al., 2010).
On a scale of 10 to 90, the panel recommended that the overall score for a nursing
student should be 55. The NCSBN board of directors reviewed the panel’s results and
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agreed with their standard score of 55 (Woo, et al., 2010). State Boards of Nursing may
choose to adopt this exam before licensing international and immigrant nurses. However,
Minnesota does not currently require the Pearson Test of English Academic. Nurses who
graduated from a foreign school and are seeking licensure in Minnesota must pass either
the Test of English as a Foreign Language (TOEFL) or International English Language
Testing System (IELTS). However, this is not required of immigrant nurses who
graduate from an accredited licensure-preparation institution in the United States
(Minnesota Board of Nursing, 2012).
Gap in the Research
Since Hymes first introduced the concept of communicative competence, there has
been a considerable amount of research on what communicative competence is and how
it can be used to guide syllabus and test design. However, there has not been much
research that analyzes communicative competence in a specific context. Furthermore,
many articles have been printed about how to interact with patients from different
language backgrounds and the importance of intercultural communication in nursing.
Yet, there is surprisingly little research about non-native nurses interacting with English
speaking patients and colleagues. In this research study, we will see how the five
components of communicative competence, as presented by the Centre for Canadian
Language Benchmarks, apply to speaking and listening tasks in clinical labs, simulation,
and skills labs in an Associate in Science Degree in Nursing. Through interviewing staff
and faculty and observing student nurses, I hoped to determine which competencies are
most important to be successful in the program and which aspects of communicative
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competence non-native nursing students appear to struggle with most when speaking with
instructors, patients and colleagues. My goal was to attempt to connect the research that
has been done on communicative competence with the research on nursing
communication and thus describe communicative competence in the context of a college
nursing degree program.
Chapter Summary
This chapter identified several theoretical frameworks of communicative
competence, explored how the different competencies are related to communication in
nursing, and explained the methods of assessment that are currently in place for nursing
students. Several studies regarding effective communication in nursing were mentioned
which helped to build a basis for the communicative context that will be explored in this
research study. In the next chapter, I will explain what methods I used for data
collection.
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CHAPTER THREE: METHODS

The purpose of this research was to investigate the following questions: 1) How do
the five components of communicative competence as described by the Centre for
Canadian Language Benchmarks (linguistic competence, textual competence, functional
competence, socio-cultural competence, and strategic competence) apply to an associate
degree in nursing? 2) Which components are perceived as the most important for the
speaking and listening tasks in clinical labs, simulation, and skills labs? 3) And which
aspects of communicative competence do non-native nursing students appear to struggle
with most when speaking with instructors, patients, and colleagues?
As a method of research, I used a framework of communicative competence from
the Centre for Canadian Language Benchmarks to determine how speaking and listening
tasks in a two-year nursing program rely on the different components. I used this
communicative competence framework when designing questions for a focus group and
interviews and when observing students in skills labs, simulation, and clinical labs. I
wanted to see which components of the communicative competence framework were
most important and also which were most difficult for non-native speakers. This chapter
explains the methods used to answer my research questions. I first justify the qualitative
research design. Next, I introduce the research site and participants. Then, I present my
data collection techniques and end with ethical considerations.
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Research Design
Qualitative Research
This research study follows a qualitative research paradigm. In qualitative studies,
the researcher collects information from a variety of sources and then analyzes this data
in search of answers to questions that were raised before and during the research process
(Hancock, 2006). The qualitative research paradigm that I have chosen is ideal for
revealing hypotheses and further questions (Brown & Gonzo, 1995). While a
quantitative study would have been more appropriate for examining a limited number of
variables, a qualitative study allowed me to explore a wide range of factors and to draw
from these observations an in-depth understanding (Hancock, 2006). This qualitative
research design allowed me to collect instructors’ perceptions of communication in the
nursing degree program and to add context to my own observations of student nurses.
Since this is a qualitative study, I did not attempt to supply any answers that could
be generalized to other nursing degree programs. While it is possible that other
institutions will learn from this research and perhaps be encouraged to reflect on their
own nursing programs, the information revealed here is representative of one institution’s
associate degree in nursing. It was my intention to inspire future research into
communicative competence in nursing by raising questions and offering insights.
Data Triangulation
Converging three qualitative methods (focus group, interviews, and participant
observation) allowed for data triangulation. Triangulation is the use of more than one
data collection method. According to Denzin and Lincoln (2000), “the use of multiple
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methods, or triangulation, reflects an attempt to secure an in-depth understanding of the
phenomenon in question” (p. 5). Instead of relying on one method as an end-all
representation of the data, I sought compatibilities across three qualitative methods. This
allowed for a higher validity of the data. For example, one of my methods was a focus
group with nursing faculty. During one section of the focus group, the faculty members
were asked to describe their experiences with non-native English speakers in simulated
clinical labs. In addition, I observed nursing students participating in simulated and real
clinical labs and interviewed a faculty member who was currently leading clinical
rotations at the institution. Not only did this help to balance the weaknesses and strengths
of any single method, but it also created a more holistic understanding of the topic. Jick
(1979) explains, “Triangulation may be used not only to examine the same phenomenon
from multiple perspectives but also to enrich our understanding by allowing for new or
deeper dimensions to emerge” (p. 603). Research methods each reveal the world in a
new way. Therefore, using three different methods assured the validity and depth of this
study.
Data Collection
Research Site
The research site is a registered nursing program at a two-year college in
Minnesota. Each semester the college admits a cohort of 40 students to its Associate in
Science Degree in Nursing. Graduates from the program are eligible to take the NCLEXRN exam and to apply for nursing licensure. Both content education and experiential
education are important components of the associate degree in nursing. Content
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education includes traditional lecture on nursing theory and written exams. For example,
according to the syllabus from a first-semester nursing course, students learn about
nursing and health concepts, nursing process, nursing actions, and physiologic and
psychosocial care. Students learn about the roles that nurses play in health care settings
such as a provider of care, a communicator, a teacher, a manager of care, and a member
of the profession. To assess whether students are learning the material, they are tested
five times throughout the semester, including a comprehensive final exam. A passing
grade for the theory portion counts as 77% or higher. Meanwhile, the experiential
education side of the program includes skills labs, clinical simulation, clinical rotations,
and service learning. Throughout their experiences in clinical labs and simulation,
students evaluate themselves based on their performance of the nursing roles. They also
receive feedback from peers and instructors. This is an important section of the associate
degree because if students are considered to be unsafe working with patients at this point,
they will fail the course regardless of their performance on the content side of the
program (See APPENDIX C for a copy of this syllabus and more information about
student expectations).
Because inadequate language skills can be one reason why students are not
considered safe to work with patients, this research focused on the experiential side of the
program. Mainly, I studied the experience of first-year nursing students in skills labs,
simulation, and in the clinical setting. The clinical setting where I observed students was
a transitional care unit in suburban Minnesota. Here, students worked with elderly
patients. They performed the typical duties of nurses such as taking vital signs, assessing
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pain levels, administering daily meals, and more. The students also followed working
nurses at the site as they gave reports to the health care team or worked with patients.
The students were expected to apply the skills they had learned in their courses to
communicating with patients and colleagues in the clinical setting.
Participants
The participants in this study included 26 first-year nursing students, five of whom
were NNSs. Most of the NNSs had lived in the United States for a significant period of
time, with the most being 13 years and the least two years. In order for the students to
have been admitted to the program, they must have passed into college level math and
reading and must have taken an admissions exam that tests basic verbal, math, and
science abilities. Other participants in the study included six nursing faculty at the twoyear college. All of them had experience working with NNSs and with leading students
in skills labs, simulation, or clinical labs.
Data Collection Methods
My data collection methods included a focus group, participant observation, and
interviews. Each of these experiences offered unique insights and a different level of
information. My first scheduled data collection was a focus group with nursing
instructors during which I recorded instructors’ thoughts about which components of
communicative competence were seen as most important for being successful in the
nursing program and their opinions about where NNSs seem to struggle in the program.
Next, I observed student nurses twice in their skills labs, once in simulation, and twice in
clinical labs. Through participant observation, I was able to see first-hand what kind of
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communication tasks the students were expected to perform and how the NNSs
responded to these tasks. This helped to describe communicative competence in the
context of a college nursing degree program. Finally, I interviewed two nursing
instructors to learn more about speaking and listening tasks in clinical labs, their
expectations for the students in the program, and what they perceived to be the largest
hurdles that NNSs face in the program as far as their speaking and listening skills. The
three methods, when combined, provided an in-depth look at communication in nursing
education.
Focus groups. The first scheduled data collection was a focus group with nursing
instructors. Focus groups are much like interviewing only with a small group of
participants instead of a single participant. Focus groups are planned discussions around
a focused topic in a small group of participants who all have something in common
(Krueger & Casey, 2009). For this study, I recruited nursing faculty at the research site
to take part in a single focus group. I sent a description of the focus group and the
purpose of the research to the Director of Nursing who then sent out an invitation to the
18 nursing faculty. Five nursing faculty and one Licensed Practical Nurse (LPN)
instructor attended the meeting. Since my focus was on registered nursing, I discounted
the LPN instructors’ comments from my results. All participants were eager to share
their experiences and had a lot to say about communication in nursing.
I chose to use a focus group as one of my methods because focus groups allow
participants to build on each other’s insights. I also appreciated the fact that in focus
groups it is possible to observe sources of agreement as well as disagreement. The goal
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of a focus group is not to come to a final agreement but to have a discussion around a
particular topic (Krueger & Casey, 2009). During the focus group, I wanted to learn
about how my chosen framework of communicative competence applied to the nursing
degree program, which components of communicative competence instructors thought
were most important, and if NNSs seemed to struggle with any of these tasks. The focus
group revealed instructors’ insights into the program, and they each offered their
experiences through a series of “think back” questions (Krueger & Casey, 2009). I also
gave a mini-lesson on communicative competence and the theoretical framework I was
using so that the participants could be aware of the dimensions of communication. At the
end of the focus group, the instructors went around the group and shared what stood out
to them as being the largest language barrier for NNSs.
When designing my questioning route, I followed closely the recommendations of
Krueger and Casey (2009). I included opening, introductory, transition, key questions,
and ending questions. The focus group included the following questions:
1) First, tell us who you are, what classes you teach and say if you have had
experience working with NNSs in skills labs, simulations or clinical labs.
2) Think back to your experience with NNSs in your classes. What are some
positive attributes that they brought to class?
3) How would you describe a student, any student, who is doing a good job
interacting with patients? Think back to examples of good interaction you noticed
from NNSs during skills labs, simulation or clinical labs.
4) Think back to examples of poor interaction between NNSs and their peers,
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teachers, or patients in skills labs, simulation, or clinical labs. Where did they
struggle?
Here I gave an explanation of the communicative competence framework. I also handed
out a guide to communicative competence for the participants to refer to during the
questioning (see APPENDIX D for a copy of this guide to communicative competence).
5) First, which of these skills do you think are most important for students
participating in skills labs, simulations, or clinical labs? For what reasons?
6) If not performed well, which of these skills would most interfere with
communication in working with patients?
7) Think back to your experience working with NNSs in the program. What are
some examples of when a student was not able to perform one of these skills and
it caused a problem with communication?
8) Next, think about which of these speaking and listening skills are not as important
for nursing students in their skills labs, simulations, or clinicals. Do you think a
student could be successful interacting with patients without having mastered
these skills? For what reasons?
9) How would you describe the difference between these two communication styles:
1) professional/therapeutic and 2) personal/social? In your experience, are NNSs
able to switch between the two in an appropriate manner?
10) What would cause you to suspect that a student, any student, wasn’t safe to
participate in clinical labs? Which of these are related to language?
11) Think back to a time when you knew a student was at-risk for failure of skills
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labs, simulations, or clinical labs. What did you notice? Is there anything that
specifically marks a NNS as at-risk?
12) Of all of the topics we discussed, what stands out to you as being the largest
language barrier for NNSs? Let’s go around the group.
Krueger and Casey (2009) describe this type of ending question as an “all things
considered” question, one that allows participants to identify the most important aspects
of the conversation.
With the instructors’ permission, I recorded audio during the focus group so that I
could review it later and pull out exact quotes. I then transcribed the data by typing the
recorded audio into a word processing document. Because I was careful to not use
identifying factors in my report, I assigned each participant a number (1-6) and labeled
each response with the participant’s number. I then analyzed this transcription and
divided the data into meaningful units. For each segment, I assigned a code including
codes for discussion of the five competencies: linguistic competence, textual competence,
functional competence, socio-cultural competence, and strategic competence as well as
other themes that emerged during the focus group and interviews. I entered these codes
into Excel and created a spreadsheet with quotes from the focus group as they applied to
each code. By analyzing this spreadsheet, I was able to extract some major themes that
were repeated throughout the focus group. Since I also labeled each quote with the
number of the participant who said it, I could see that repeated ideas were not from just
one person but from multiple instructors. I counted something as significant if three or
more people commented on the topic in either the focus group or interviews.
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Participant observation. After the focus group, I observed nursing students in skills
labs, simulation, and clinical labs in order to see how the five components of
communicative competence applied to the nursing program and to collect a set of
speaking and listening tasks for each. I observed students a total of five times throughout
spring semester: twice in skills labs, once in simulation, and twice in clinical labs. Both
the skills labs and simulations were at the institution. The skills labs took place in a large
classroom with mannequin patients in hospital beds. There were two faculty members
and twenty students in the skills labs. Each instructor was leading a different clinical
group of ten students. I observed both instructors demonstrate the day’s topic and answer
students’ questions. The first demonstration was of taking a head-to-toe assessment, and
the second demonstration was administering medications. After demonstration there was
a chance for students to practice, and I took notes as they worked with partners. In
simulation, there were four participants, one of whom was a NNS. The simulation took
place in a small room at the institution, which had a hospital bed, a mannequin, and a
control room where the instructor listened to the students and did voice over for the
mannequin patient. The students each took on a different role: one was the primary
nurse, one was a secondary nurse, another was a nursing assistant, and the last was an
observer. The NNS played the role of a nursing assistant. The students enacted a visit
with their fake patient, which lasted approximately 45 minutes. It was preceded by a
discussion with the instructor and followed by a debriefing. I observed the actual
simulation and a bit of the discussion before hand.
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Finally, I observed students during clinical at a transitional unit of a long-term care
setting near the college. The first clinical I observed did not have any NNSs. However, I
followed around three female students as they worked with patients for about an hour.
The next clinical I observed had two NNSs: one male and one female. These two were
part of the same clinical group I had previously observed in skills labs, and it was their
first day at clinical. Each was assigned to a different patient, and so I followed them
around the unit, taking notes as they performed different tasks. While observing students
in simulation and skills labs, I used a Livescribe Smartpen to record the students’
conversations and to take notes. These conversations were later transcribed and used to
pull out quotes and other relevant information about communication. In order to protect
patients’ privacy at the nursing home, I did not use any recording devices at the long-term
care setting. However, I did take notes and wrote in a journal about my observations
quickly after leaving the clinical setting.
Interviews. Lastly, I conducted two interviews for this research study. The participants
were selected based on their position and role within the program. For example, one
participant was an instructor who was leading first-year clinical groups, and the second
was an instructor with a leadership position in the program. I used an interview guide
and a semistructured interview format. A third interview was discarded because her
position did not give her the same level of experience with the communication demands
of the program, so she was unable to answer many of my questions on the interview
guide. However, some of her responses were used as background information. The
interviews helped clarify how the communicative competence framework from the
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Centre for Canadian Language Benchmarks applies to the nursing program. I also
learned about which components of communicative competence the two instructors
perceived to be most important for speaking and listening tasks in clinical labs,
simulation, and skills labs, and which aspects of communicative competence the NNSs
seem to struggle with most.
The interviews each lasted one hour. They were semistructured and so included
both predetermined and spontaneous questions (Hancock, 2006). According to Hancock
(2006), “semistructured interviews invite interviewees to express themselves openly and
freely and to define the world from their own perspectives, not solely from the
perspective of the researcher” (p. 40). During the interview, I asked the following
questions:
1) What communication tasks does the Associate in Science Degree in nursing
prepare students for? Do you think NNSs in particular struggle with any of these
tasks?
2) How do faculty assess the communication abilities of students during the nursing
degree program?
3) What methods of assessment does the institution use to determine whether a
student is adequately prepared to graduate from the nursing degree program?
4) How would you describe the types of speaking and listening skills that students in
the nursing degree program must have in order to be successful?
5) What tasks do nursing students perform during clinical? Which of these skills
that we just discussed [from the communicative competence guide] would be
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most essential to performing these tasks well?
6) Which clinical sites are most challenging as far as speaking and listening? For
what reasons?
7) In your opinion, what are the biggest hurdles that NNSs face as far as their
speaking and listening skills in the nursing degree program?
8) What is the protocol for when a student is marked as being at-risk for failing a
nursing course? Is there a separate protocol for when a NNS is at-risk because of
language concerns? Do you use any of these competencies to assess whether a
student is at-risk?
9) In your opinion, what causes NNSs to have problems with speaking and listening
in the nursing degree program? What kinds of support could the institution offer?
In order to ensure that instructors would be able to answer these questions, I included a
short description of communicative competence and its five components as a part of my
interview. I also gave the instructors a handout to refer to that explained the five
components that I used in this study (see APPENDIX D for a copy of this handout). I
used one interview guide for the interviews, but since they were semi-structured the
actual questions varied slightly depending on the role of the participant and the direction
of the conversation (see APPENDIX E for a copy of the interview guide).
I purposefully scheduled this data collection method last because it offered the
most flexibility. The semistructured format allowed me to ask questions that had come
up during my research and to delve deeper into new hypotheses and concerns. For
example, I asked one instructor to comment on what would be considered an error when
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working with patients since “error” was a word I had heard repeatedly during my
observations. I asked another instructor to explain the SBAR framework and how it was
used to structure conversation since the students in the simulation were expected to use it
when communicating with health care workers. Both interviewees saw the value of this
research study. When asked to offer suggestions for how to best support the NNSs in the
program, one instructor even responded “I’m waiting for you to tell me that!”
In order to analyze the data, I recorded audio during the interviews, transcribed
the data, coded it, and then entered it into the same Excel spreadsheet as the focus group
data. I marked the responses with assigned numbers. Since one person I interviewed was
also in the focus group, I marked her responses with the same number to be sure that I
was not counting her responses as two separate people. I used these responses, along
with responses from the focus group, to decide on major themes for where in the nursing
program NNSs seem to struggle and what aspects of communicative competence are
perceived as the most important for being successful in the program.
Ethics
Several steps were taken during this study in order to comply with ethical
procedure. First, my institution, Hamline University, granted me permission to perform
the study and a committee reviewed my methodology before I collected data. I also
submitted an application to the Institutional Review Board (IRB) at the research site,
which was reviewed and approved. Precautions were taken to assure the privacy of the
participants. For example, the focus group was held in a closed meeting room so that
participants could feel free to share information without worrying about students or other
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professors interrupting. In addition, even though I collected students’ home countries,
native languages, and length of time in the United States, I did not use any of this data in
my report since it could potentially be used to identify the students. All participants in
the study signed a human consent form, which explained the nature of the study, their
privacy in sharing information, and any risks involved. Data were kept confidential. I
took every step possible to ensure the confidentiality of the research participants.
Chapter Summary
This chapter reviewed the qualitative research paradigm. I also presented the
research site, participants, and three methods of data collection. Using three methods
allowed for data triangulation and ensured a depth to the study. The first data collection
method was a focus group with nursing instructors, the next was participation
observation, and the last method was interviewing instructors. These three data
collection methods, which were performed within ethical guidelines, helped to answer
my three research questions about communicative competence in a college nursing
degree program. The next chapter discusses the results of this study.
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CHAPTER FOUR: RESULTS

This chapter explains the results from the three qualitative data collection
methods I used in this research study: a focus group, participant observation, and
interviews. Through participant observation, I learned about communication in skills
labs, simulation, and clinical labs. This was especially helpful in detailing a set of tasks
to describe communicative competence in a college nursing degree program. The
interviews and focus groups were used mainly to describe what components of
communicative competence instructors perceived to be the most important and to
determine which aspects of communicative competence NNSs seem to struggle with
most.
The guiding research questions in the study were: 1) How do the five components
of communicative competence as described by the Centre for Canadian Language
Benchmarks (linguistic competence, textual competence, functional competence, sociocultural competence, and strategic competence) apply to an associate degree in nursing?
2) Which components are perceived as the most important for the speaking and listening
tasks in clinical labs, simulation, and skills labs? 3) Which aspects of communicative
competence do non-native nursing students appear to struggle with most when speaking
with instructors, patients, and colleagues? This chapter helps to answer these questions
and to describe communicative competence in a college nursing degree program.
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Communicative Competence in a College Nursing Degree Program
One of the guiding questions in this research study was how do the five
components of communicative competence apply to an associate degree in nursing.
While the nursing instructors who participated in this study were not asked to list a set of
tasks for each component of communicative competence, it was possible to extract from
their responses and from my own observations a set of communication tasks. I then
divided the tasks based on the competency that weighs most heavily on that task being
performed well. While by no means exhaustive, this list helps to describe communicative
competence in a college nursing degree program.
Linguistic Competence
Linguistic competence is the knowledge of syntax, morphology, phonology,
orthography, and the lexicon (Pawlikowska-Smith, 2002). When nursing students are
learning the language of medicine, they rely on linguistic competence to master this new
technical lexicon. According to the nursing instructors in the research study, NNSs
sometimes struggle with this aspect of communicative competence because medical
terminology is like learning yet another language. In addition, they said that having a
heavier or less intelligible accent could cause NNSs to be seen as less capable than their
peers.
The following list represents tasks that seem to rely most heavily on linguistic
competence. These speaking and listening tasks came out of conversations with nursing
instructors at the two-year college and from my observations of nursing students in the
program. These examples are from my observations of the simulated clinical labs.
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•

Using and interpreting medical terminology appropriately (e.g.
hypercholesterolemia)

•

Using and interpreting medical abbreviations appropriately (e.g. cipro to mean the
drug ciprofloxacin)

•

Using future tense to talk through procedure (e.g. “I’m going to…” or “I’m
gonna...”)

•

Using past tense to give a patient’s history in a shift report (e.g. “She spent a
couple hours there when there wasn’t a bed available.”)

•

Using present tense, including simple present, present perfect, and present
continuous, to explain a patient’s condition during a shift report (e.g. “She’s
certainly not trying to get out of bed or anything. She’s mostly been resting. I’m
not sure she has the energy at this point to be a fall risk.”)

•

Forming both open and closed questions (e.g. “How are you feeling?” and “Your
pain is ok?”)

•

Intelligible pronunciation

Textual Competence
Textual competence is the knowledge of cohesion, coherence, deixis, genre
structure, and conversational structures (Pawlikowska-Smith, 2002). Organizing speech
into a set framework requires textual competence. The nursing students at this research
institution were expected to organize their speech in an SBAR framework when they
communicated with other health care professionals. Also requiring textual competence is
the knowledge of a conversational structure. In this study, the nursing students used a
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relatively set opening and closing in their conversations with patients. To open a
conversation, a nurse greeted the patient, said his or her name, and gave the reason for
visiting. For example, a student in this study said: “Hi Millie. My name is Jennifer and I
have Roya2 with me today too. We’re student nurses, and we’ll be taking care of you this
morning.” To close, the student nurses asked if the patient needed anything else and said
when and if they would return. For example, one student closed her conversation with a
patient by saying: “Is there anything else I can get for you? Here’s your call light. We’ll
be back in a few minutes.” Finally, knowledge of textual competence leads to clear and
concise language, which the instructors thought was especially important when
communicating with patients.
The following list shows a few speaking and listening tasks that rely on textual
competence. This list came out of conversations with nursing instructors in this study.
•

Organizing discourse in the SBAR framework (situation, background, assessment,
and recommendations)

•

Opening and closing a conversation with a patient

•

Using concise and clear language

Functional Competence
Functional competence includes using language for a specific purpose such as
teaching, warning, self-expression, or persuading (Pawlikowska-Smith, 2002). Nursing
students have many specific purposes for using language. As one instructor in the study
said, nurses have access to a lot of information, but they need to learn how to get at this
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  Names have been changed to protect the identity of the students.	
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information. This involves knowledge of functional competence. One aspect of
functional competence that was stressed in this research study was the need to explain
what is being done and why. For example, when the nursing students practiced their
skills with a partner or on a mannequin, they had to verbally explain what they were
doing so that the instructor could ensure the students had performed all of the steps, some
of which may be otherwise hard to monitor (e.g. checking capillary refill or checking skin
for discoloration). When working with patients, the nursing students also explain what it
is they are doing and why they are doing it. The nursing instructors called this “talking
through.” The students are expected to talk through procedures with their patients even if
it is as simple as “I’m walking you to the next room now for your therapy.”
The following functional tasks appeared often during my observations of student
nurses in skills labs, simulation, and clinical labs. The examples are from recorded
communication between the student nurses and their patient in simulation.
•

Greeting patients

•

Introductions

•

Asking closed questions (e.g. “Do you have any allergies?”)

•

Asking open-ended questions (e.g. “How are you feeling?”)

•

Persuading patients to do something

•

Teaching patients

•

Making requests

•

Explaining what is being done and talking through procedures (e.g. “Now I’m just
gonna look quickly at your IV over here.”)
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•

Explaining why something is being done (e.g. “I’m just gonna look at your
fingernails. Press here a little bit. I’m assessing the capillary refill.”)

•

Making small talk with patients

•

Responding appropriately to patients

Socio-cultural Competence
Socio-cultural competence includes appropriateness and politeness rules, an
awareness of social contexts and relationships, cultural knowledge such as the use of
idioms and figurative language, and non-verbal communication (Pawlikowska-Smith,
2002). The knowledge of social relationships and how social distance affects
communication was brought up in this research study. The nursing instructors believed
that NNSs were shy to ask questions of authority figures, including teachers. The
students may have transferred their own cultural norms to the target culture and thought
that it was not polite to question authority figures. In addition, the volume of a speaker’s
voice is related to socio-cultural competence. The NNSs in this research study were
often quiet and difficult to hear. Nursing students may have to speak louder than they
feel comfortable doing. Body language was yet another socio-cultural concept that the
instructors mentioned in this study. One instructor said that patients like a nurse who
smiles. She said, “When I think of a really good student, they are… more positive.”
Knowing how to adjust non-verbal behavior in a given situation, which is a component of
socio-cultural competence, may be important for nursing students in college.
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The nursing instructors in this research study mentioned the following speaking
and listening tasks during the focus group and interviews. These tasks seem to rely most
heavily on socio-cultural competence.
•

Voice volume (e.g. speaking loudly with patients who have difficulty hearing)

•

Translating medical jargon into language that patients understand

•

Participating in group discussions

•

Speaking up with authority figures and asking questions

•

Body language (e.g. maintaining a “poker face” with patients)

•

Interpreting non-verbal cues from patients

•

Appropriateness of interaction with patients and patients’ families

Strategic Competence
Strategic competence includes planning for effective communication in a given
situation, avoiding difficulties in communication, and recovering from communication
breakdowns (Pawlikowska-Smith, 2002). The nursing instructors in this study listed
strategic competence as being either the most important, or one of the most important,
skills for being successful in a college nursing degree program. Planning for
communication was especially important, and the instructors believed that effective
nurses thought about what they would say and how they would deliver the information
before communicating with other health care providers.
Some communicative and cognitive tasks from this study that relate to strategic
competence in a college nursing degree program include:
•

Picking out priorities from a co-provider’s report
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•

Planning for communication

•

Identifying essential information to give in a report to a co-provider

•

Comprehension checks

•

Asking for clarification

•

Dealing with difficult patients or topics

•

Trying different approaches
Practices of a Successful Nursing Student
The second research question in this study was: Which of the five components of

communicative competence are perceived as the most important for the speaking and
listening tasks in clinical labs, simulation, and skills labs? During a focus group and in
the interviews, the nursing instructors in this study explained which components of
communicative competence they believed were most important when speaking with
patients, instructors, and colleagues. Two major themes surfaced from this question. It
seemed that students who communicate successfully are students who plan for their
communication and who listen effectively.
Planning for Communication: Textual and Strategic Competence
“Communication truly probably is at the root of most our errors.”
The nursing instructors in this study stressed the importance of planning for
communication, which relies on both textual and strategic competence. This was seen as
especially important in order to ensure patient safety. The instructors explained that
when communicating with other health care providers, nurses prioritize what patient
information to include and what might not be necessary. If they do not include
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something important, this is considered an “error of omission” and could endanger
patients. By planning for communication and prioritizing what is important, one
instructor believed that nurses have an “opportunity” to provide the best care. It is the
“errors of commission,” in which nurse make blatant mistakes in care, that are harder to
avoid because of the fallible nature of humans.
The LPN whom I observed at the clinical site provided an example of an error of
omission. She told a story to the two NNSs following her for the day about a time when
she was working with an elderly patient who was supposed to have an expensive piece of
technology implanted in her side. According to the patient’s chart, there was no record of
it having been implanted, and the previous nurse had not mentioned it in her report. The
LPN was frantic because she could not find the device. She worried it had been lost and
even thought about calling the company who provided the technology. Finally, she found
out it had been implanted: there simply was no record of it. This would be an example of
an error of omission as the instructor at the research site explained. The LPN told the
students that everyone has a different style of communication in nursing. Some people
say too much in report, and some people say too little. She said you have to find a place
in between.
In order to prevent errors in communication, the nursing degree program in this
study promotes a standard framework for organizing a patient report: the SBAR. The
instructors teach their nursing students to use the SBAR when communicating with other
health care providers. “It’s pretty much accepted practice,” one of the instructors in this
study explained. She explained that the intent of using the SBAR “is to make sure that
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you’re getting all the information that’s necessary and that you’re not talking about things
that you don’t need to.” This alludes to the LPN’s description of effective co-provider
communication and the need to find the place in between too much information and too
little. The SBAR helps nursing students plan for their communication.
Both textual competence and strategic competence are relevant when using the
SBAR framework. Textual competence is important because it is the aspect of
communicative competence that deals with organizing speech of anything longer than
two sentences. As one instructor mentioned, nurses have access to a lot of information,
and so they should organize this information and avoid unnecessary repetition when
giving an SBAR report. Meanwhile, strategic competence is the planning aspect of
communicative competence. It involves determining what the other speaker already
knows, what they need to know, and how to deliver that information. Without adequacy
in strategic competence, there would likely be more errors because nurses might not plan
for their communication based on what the other person needs to know. This may be
why strategic competence was the component of communicative competence that the
nursing instructors in this study mentioned as being the most important aspect of
communicative competence. Five out of the six instructors claimed that strategic
competence was either the most important or one of the most important components of
communicative competence. Strategic competence helps students plan for
communication and to meet their communication goal. The student nurses in this
associate degree program should be able to effectively apply both textual and strategic
competence to planning their communication.
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Listening Effectively: Socio-cultural Competence
"People who are going to be successful in the career of nursing will have really
developed stellar listening skills.”
The nursing instructors in the focus group and interviews commented that
students who communicate effectively with patients are students who listen and
understand. They continued to say that students who do not understand are not likely to
be successful in the program. The instructors believed that understanding non-verbal
cues was a part of listening effectively. Listening to patients’ verbal and non-verbal cues
leads to the desired therapeutic approach to communicating with patients. Some nursing
instructors in this study believed that effective listening was an aspect of socio-cultural
competence. For example, one instructor said, “The non-verbal part of… the sociocultural competence can be a huge stumbling block if they aren’t able to interpret cues.
That will really slow them down in nursing." Another instructor said that the nursing
students should be focused on the non-verbal cues a patient is giving them and not just on
the task. The patient might be giving them clues that they do not understand what the
nurse is doing, but if the nurse is so intent on finishing the task, they might not notice the
patient’s non-verbal cues or respond appropriately.
With a knowledge of socio-cultural competence, nursing students are likely to act
appropriately in situations and to use therapeutic communication to form a relationship
with their patients. When I observed students in clinical labs, I noticed that the student
nurses were very focused on the patients and almost seemed to anticipate their needs.
One student nurse, for instance, held the water glass for an unsteady patient, another
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student listened to her patient tell stories about her family, and the NNS I was shadowing
offered a hand when he noticed a man was moving slowly in his wheelchair. I could see
what the instructors meant by being a good listener. The effective listening I observed
was not just the act of understanding information, but it was a heightened awareness of
the patients and their needs.
However, listening is important in many different situations, so it is difficult to
assign just one aspect of communicative competence to it. Socio-cultural competence is
important for understanding patients’ non-verbal cues, but nursing students also listen to
their instructors and to other health care providers. Because the pace of the program is so
fast, the instructors said students should be able to listen to something one time and pick
out what was most important. Much of this information is likely to be new and also
heavy with medical terminology, so a successful nursing student should have adequacy in
linguistic competence to understand the vocabulary and to process information that is
perhaps unfamiliar to them. Speakers often use cohesive devices and deictic expressions
such as pronouns and other references to old information in their speech. It may be
difficult for NNSs to follow another speaker’s discourse without knowledge of textual
competence. Functional competence is also relevant because it includes understanding
the communicative intent of another speaker and then acting accordingly. It seems that in
order to understand instructors and other health care providers, a student nurse must be
able to pull from linguistic, functional, and textual competence. All of the above may
add to the success of a student nurse.
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Struggles for Non-native English Speakers
The last question in this research study was: Which aspects of communicative
competence do non-native nursing students appear to struggle with most when speaking
with instructors, patients, and colleagues? The instructors in this research study had
many insights about where they see their students struggle and how this may be related to
communicative competence. From this research question, four major themes emerged:
struggles with medical language, being seen as less capable, the fast pace of the program,
and asking questions of authority figures. These four concerns as described by the
nursing instructors in the study seemed to rely most heavily on linguistic and sociocultural competence.
Medical Language: Linguistic Competence
“It’s like learning another language.”
One possible stumbling block for students in the nursing program is learning the
language of medicine, which several nursing instructors mentioned in the study.
Throughout the program, students learn medical terminology, including the many
abbreviations and other shorthand. They learn to use the terms and abbreviations
correctly in their own speech and writing and to understand other care providers’ medical
language. Furthermore, the students should have clear pronunciation of the terminology.
These skills rely primarily on linguistic competence since they have to do with the
lexicon and phonology (Pawlikowska-Smith, 2002). Medical language is a technical
lexicon that students may not have had exposure to prior to entering the nursing degree
program. Learning this new lexicon along with its set of phonological rules may be
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difficult for NNSs in particular. A nursing instructor who took part in this research study
explained that in her experience NNSs were hesitant to incorporate medical language in
their speech. She said, “Its almost [like] they’re focusing too much on grammar that
sometimes they struggle with the shorthand and the terminology.” On the other hand,
she said that sometimes students are so eager to use the medical terminology that they use
it incorrectly.
Using inaccurate medical terminology when communicating with other coproviders could have serious repercussions for patient safety. For example, one instructor
said there was a student, a native English speaker, who incorrectly applied the medical
terminology “oliguria” when describing a patient’s condition. This word means an
absence of urine; however, the patient was still, in fact, producing urine. The patient
simply had not gone to the bathroom during the student’s shift. The instructor explained
that if the miscommunication had not been corrected, there could have been tests ordered
or physicians called. She said, “One word, one statement can literally have this ripple
effect.” Health care providers use medical terminology because it is a more precise
method of description; therefore, there is a lot of meaning associated with single words.
Without an accurate understanding of this vocabulary, instructors may feel that a nursing
student is not equipped to be safe working in healthcare. Learning the medical lexicon
may be especially difficult for NNSs who are still working on their general English
vocabulary. As a sympathizing instructor said during the focus group, “They’re kind of
learning almost two languages at the same time.”
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The use of medical terminology was one of the tasks I paid attention to during my
observations of students, and I noticed the most instances of medical terminology
occurring during simulation clinical. I observed approximately one hour of simulated
patient care during which the instructor gave directions to the students, played the role of
a nurse, and pretended to be a patient named Millie. While the students were
communicating with each other and with their instructor, they used medical terminology
(see APPENDIX F for a list of medical terminology from the simulation). Because of the
different roles that each student played, some had more opportunities for conversation
than others. For this reason, this list does not represent a true frequency of use.
Being Seen as Less Capable: Linguistic and Socio-Cultural Competence
“It becomes a trust concern.”
A lack of linguistic competence or socio-cultural competence could cause NNSs
to be seen as less capable than their peers. During the focus group and interviews,
several instructors said there were times when patients, families or colleagues were less
willing to work with a NNS because of issues with communication. Instructors
mentioned this happening with older clients in particular, but also in pediatric units. One
instructor said, “If they don’t feel that they can hear and understand a student nurse
they’ll ask their nurse or myself ‘please, they cannot come in here any more.’” Patients
could have less trust for a nurse who they think is not communicating well. One
instructor said, “A thick accent can be a real stumbling block.” Unintelligible accents
could lead patients to not trust their nurse. It could also hinder communication with other
nurses on the floor. For instance, when the instructors were asked to give examples of a
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time when a non-native speaker’s speaking or listening skills interfered with
communication, one instructor commented, “When they…report back to the nurse, the
nurse might not understand what they are saying.” If the nurses do not understand a
student nurse, this can compromise patient safety and the student nurse’s credibility.
Intelligible pronunciation was already mentioned as a component of linguistic
competence in medical terminology. However, it is possible that linguistic competence
also plays a role in building trust with patients and other health care workers. The
nursing instructors in this study mentioned an accent as something that may result in
misunderstanding and a possible threat to patient safety.
However, it might not only be a linguistic concern. A nursing instructor
mentioned that patients and patients’ families are under a lot of stress and so are
sometimes less tolerant. They might not have the patience to try to understand. This is
not to say that all patients who are under stress will judge a nurse who is a NNS. During
an interview, one of the nursing instructors clarified, “You can find older adults that are
incredibly patient and welcoming to second language learners, but you can have the
opposite experience also.” Like their native speaking colleagues, NNSs need to build
credibility with their patients. Another instructor said that it might be possible for nurses
to compensate for weak linguistic competence with other strengths, such as a positive
personality or heightened socio-cultural competence. One instructor in the focus group
gave an example of a student nurse who had poor grammar but who was loved by her
patients because of her friendly personality. She said that even though her grammar was
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not as strong, she was able to make up for it by building a positive relationship with her
patients.
Culture clashes are another possible source of struggle for NNSs as they build
relationships with their patients. Two instructors in the focus group gave examples of
nurses who were unsuccessful working in a pediatric unit because of cultural concerns
and a lack of socio-cultural competence. In one example, the student nurse urged a
mother to give her infant water because that is what was done in the student’s home
country. In another example, a nurse ordered a fidgety child to “hold still” in such a way
that the parents were displeased. The instructor who offered this second example
explained why she thought this nurse was unsuccessful: “She could not get those nuances
and could not let go of maybe her own belief system that children should be told what to
do.” From these examples, one can see how socio-cultural competence could influence a
student’s ability to be seen as credible with patients. While a lack of linguistic
competence was mentioned earlier as a potential concern for nurses because they may not
be understood by their patients or by other nurses, socio-cultural competence may be an
even larger determiner. One of the instructors said that it might be possible to make up
for an accent or for poor grammar with good humor, but it is not likely that a near-native
accent or impeccable grammar could compensate for cultural barriers such as those
mentioned above.
Fast Pace of the Program: Linguistic Competence
“The expectation is hear it or see it once and then know it.”
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When I asked the instructors to summarize the biggest language barriers that
NNSs face in the program, four out of the six instructors said it was the fast pace of the
program. In the nursing program, “You do not have the luxury of time,” one instructor
commented. Students are expected to continue to progress throughout the program and
along the way there is not a lot of repetition. The written exams are timed, there is a lot
of new information in lecture, and they are usually given instructions once and then
assumed to have understood. Therefore, students must have a high level of English
coming into the program. The nursing instructors in the study saw linguistic competence
as a “building block” that students must build on. Their vocabulary should be broad and
they should be able to understand syntax and verb tenses. If students come into the
program without linguistic competence, then the instructors in this study said there is not
much hope for them to continue. This seemed to be something most of the instructors
agreed with. One instructor said, “If they don’t have that [linguistic competence], there’s
no way.” An instructor said that this challenge becomes clearer as students get deeper
into the program. For example, one instructor in the focus group had experience with a
NNS “who failed clinically because he couldn’t process information quickly enough in
the clinical setting.” He was not able to understand instructions and then complete tasks
at a fast enough pace to be successful. This could be a serious concern because if a
student fails even one portion of the program, it may be almost impossible to come back
from. Contrary to the idea that the students are expected to grow “at leaps and bounds”
in the program, this NNS was not able to keep up with the fast pace of the program.
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Students start working with patients in clinical labs their first semester.
According to the instructors in this study, nursing students should be equipped to move at
a fast pace and to understand new information quickly which requires linguistic
competence primarily. Multiple instructors believed this to be a major reason why NNSs
struggle in the program. They said that students’ listening skills should be high enough
that they are able to understand something the first time and then be able to communicate
that information to someone else. However, instructors noticed that some of the NNSs
habitually translated from English to their native language in order to understand the
material. For example, one student would translate all of her notes from class into her
native language. Her instructor reflected, “I cannot imagine how much effort and time
that would take.”	
   However, time is not something that students have in the program. In
fact, another instructor said that if students had to interpret from English to their native
language, they were not likely to be successful. The two-year nursing degree moves so
quickly that students who must translate into their native language in order to understand
the material may find themselves increasingly left behind.
Asking Authority Figures Questions: Socio-cultural and Strategic Competence
“They need to ask more questions.”
During the focus group, three of the five instructors mentioned that NNSs were
sometimes held back because of how they communicate with authority figures, and they
believed that this was due to cultural differences. Determining who is an authority figure
and then altering register as needed is a socio-cultural understanding and could be a
source of intercultural miscommunication between NNSs and their instructors.
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According to the instructors, the nursing students should be able to “politely advocate for
themselves,” to seek out their instructors or other sources of information if they are
unsure of something, and to demonstrate their understanding of concepts through
communication. However, if they are worried about disrespecting authority figures, they
may not ask their instructors for help. For example, throughout the focus group and
interviews, instructors said that the NNSs were often reticent to ask questions of authority
figures including instructors, nurses, and physicians. I noticed this also during my
observations of students in skills labs. While the native English speakers in the skills labs
asked a lot of questions of their instructors, the NNSs did not ask as many questions. The
nursing instructors said they evaluate the students based on their ability to apply clinical
reasoning and to communicate effectively as a care provider. However, if the students do
not ask enough questions or speak up when they do not understand something, the
instructors said they are sometimes unsure whether the student has really understood the
concepts.
This brings up a safety concern. One instructor said that when the students were
quiet, she questioned whether or not they were safe to work with patients: “Are they safe?
Are they not understanding…the content or is just that we’re having trouble getting from
them if they understand?” One way that instructors evaluate students’ understanding of
verbal communication is to listen to a nurse giving report to the students in clinical and
then to ask the students to summarize what they had heard. Sometimes the NNSs had
given non-verbal cues to the nurse that they had understood; however, when the
instructor checked in with them afterwards, she believed that the students had
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“understood almost nothing of what they were told.” As was discussed earlier, there is
not much time for repetition in the nursing program, especially in the clinical setting.
Therefore, if students do not understand something the first time they are told and do not
ask questions to fill this gap, there will not likely be an opportunity for students to hear it
again.
A lack of strategic competence was also noted. Strategic competence, as
described by Bachman (1990) and Celce-Murcia, et al. (1995), is an ability to assess how
well the goal of communication is being met and to fill gaps in understanding. With the
use of strategic competence, a nursing student could assess how well the communication
is going, use comprehension checks to assure understanding, and ask for clarification
when they have not understood. If the students do not do this, they may appear unsafe to
work with patients. The instructors in the focus group and interviews favored strategic
competence as being an important component of communicative competence in nursing.
When asked, five of the six instructors said strategic competence was either the most
important or one of the most important components of communicative competence in a
college nursing degree program. One instructor responded, “Strategic competence
because that’s the piece where they clarify when they don’t understand. And if they can’t
clarify when they don’t understand, how are they ever gonna get where we need them to
be?” If students are from cultures where it is not common to ask questions of authority
figures, they may struggle with the demands of the nursing program. They are likely to
be outnumbered by other students asking questions in class and be assumed to have
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understood information that might still be unclear to them. A lack of strategic and sociocultural competence could hinder their ability to be successful in the program.
Chapter Summary
	
  

This chapter presented a description of communicative competence as it applies to

an associate degree in nursing. From conversations with nursing instructors and
observations of nursing students in their skills labs, simulation, and clinical labs, it
seemed that textual, strategic, and socio-cultural competence were all important for NNSs
to be successful in the nursing degree program at this two-year college. Textual
competence and strategic competence are important for planning communication, and
socio-cultural competence is important for listening effectively. Struggles for NNSs were
also noted. The aspects of communicative competence that NNSs seemed to struggle
with most included linguistic competence, socio-cultural competence, and strategic
competence. A lack of linguistic competence could hinder students’ abilities to
understand medical terminology, keep up with the fast pace of the program, and build
credibility with their patients. A lack of socio-cultural competence could also cause
students to be seen as less capable than their peers and could be a reason why NNSs seem
to not ask enough questions of authority figures. Finally, not asking the right questions
could be related to strategic competence. The next chapter will connect the results with
the existing research literature and explain the study’s implications for educators. I will
also address the limitations of this study and call for future research.
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CHAPTER FIVE: CONCLUSION

This chapter will cover how the results from this research study connect to
previous research. It also explains how the study’s results may be used by English as a
Second Language (ESL) educators to prepare NNSs for enrollment in a college nursing
program. The purpose of this research was to investigate the following questions: 1)
How do the five components of communicative competence as described by the Centre
for Canadian Language Benchmarks (linguistic competence, textual competence,
functional competence, socio-cultural competence, and strategic competence) apply to an
associate degree in nursing? 2) Which components are perceived as the most important
for the speaking and listening tasks in clinical labs, simulation, and skills labs? 3) Which
aspects of communicative competence do non-native nursing students appear to struggle
with most when speaking with instructors, patients, and colleagues?
Summary of Findings
After interviewing nursing instructors and observing students at the two-year
college, I was able to collect a set of tasks for each component of communicative
competence. This description of communicative competence showed how the theoretical
framework from the Centre for Canadian Language Benchmarks (2002) applied to a
particular context, in this case an associate degree in nursing at a two-year college in
Minnesota. I also found that textual, strategic, and socio-cultural competence as they
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related to planning for communication and listening effectively were seen as the most
important components for students to be successful in the program. This research study
also revealed the ways in which NNSs struggle in the college nursing degree program.
According to the nursing instructors at the two-year college in Minnesota, the NNSs
struggle with learning and using medical language, building credibility with their
patients, patients’ families, and colleagues, keeping up with the fast pace of the program,
and asking questions of authority figures. A lack of linguistic competence, socio-cultural
competence, and strategic competence were all noted as aspects of communicative
competence that the NNSs seem to struggle with most when communicating with
instructors, patients, and colleagues.
Connections to Prior Research
The results of this study aligned with much of the research that has already been
done on communication in nursing. For example, the nursing instructors at the research
site believed that strategic competence was either the most important component of
communicative competence in nursing or at least one of the most important. This
became even more apparent as the students progressed through the program. The
students in Kotecki’s study (2002) had similar uses for strategic competence.
Communication breakdown was a common part of their clinical communication
repertoire. The students had to use strategies to recover from these breakdowns. Kotecki
(2002) called for more research into communication breakdowns and believed it should
be more of a focus in nursing education. The instructors in this research study might
agree. They believed that strategic competence was essential because it was the
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component that had to do with asking questions and clarifying misunderstandings, which
both aide in avoiding communication breakdowns.
The nursing instructors at this two-year college thought that successful nursing
students planned their communication. This was something that Kotecki (2002) also
noticed. She said that the nursing students in clinical labs often planned for their
communication with patients and assessed how it was going throughout their interaction.
However, the instructors in this research study framed planning communication around
speaking with other health care providers, instead of with patients. Planning for
communication before speaking with nurses, physicians and other co-providers was
mentioned in the work of Propp, et al., (2010). The physicians in their study thought that
skilled nurses knew how to include only relevant details in their reports to physicians and
to tailor their communication around physician’s preferences. This is similar to what the
LPN said at the clinical observation site. She advised the non-native nursing students to
find middle ground between including too much information and too little in report. If
they include too little, this could lead to patient error. If they include too much, this
could hinder their relationships.
The nursing instructors in this study also explained that using medical
terminology can sometimes be difficult for nursing students, especially for NNSs,
because it is like learning a new language. However, according to the research by Propp,
et al. (2010), using medical terminology is a way for nurses to build credibility with
physicians because the physicians trust nurses who use accurate medical terminology.
Yet, building credibility was deemed another source of struggle for NNSs in the nursing
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program. The instructors in this study believed that the students were sometimes seen as
less capable than their peers who spoke English as their first language. They were judged
because of their accent, their seeming inability to understand the patients, or by their
cultural differences.
In Malthus, et al. (2005), the socio-cultural rules of language was a source of
confusion for non-native nursing students. Malthus, et al. said that employer
dissatisfaction was often the result of nurses having not understood cultural rules. Yates
(2004) called these rules the secret rules of language and said that when NNSs break
these rules, they are often judged harshly. The rules are difficult to acquire without
explicit instruction. Croze and Liddicoat (as cited in Malthus, et al., 2005) said the
cultural rules could not be learned by osmosis alone, meaning students are not likely to
pick them up by just living in the culture. This seemed congruent with the instructors’
opinions in this research study. They gave examples of students who were unsuccessful
because they did not follow cultural norms and perhaps pushed their own cultural norms
too strongly on the patients. Sometimes the nurses were even fired by their patients.
The work of Horani (1995), who studied nurses’ reactions to three English tapes
of physicians from different ethnic backgrounds (American, Persian, and Japanese),
suggests that dissatisfaction with non-native health care workers might be due to
language attitudes. The nurses may be seen as less capable because of their accents. At
the end of one of the interviews in this study, an instructor told me that racist or perhaps
xenophobic attitudes towards immigrant nurses was not uncommon. She had heard from
students who experienced discrimination by their patients because of their ethnicity. Her
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comments were not included in the Results section of this paper, but it is interesting to
consider given the language attitude research by Horani (1995) and the trend of NNSs
being seen as less capable. Overall, the speaking and listening tasks which surfaced
during my observations of nursing students and in my conversations with the nursing
instructors aligned with the descriptions of nursing communication tasks by Brown
(1994), Propp, et al. (2010), and Woo, et al. (2010). My description of communicative
competence in a college nursing degree program seems similar to how previous
researchers have described communication in nursing.
Implications for Educators
Some ESL educators now find themselves teaching pre-Certified Nursing
Assistant (CNA) courses, English for Medical Purposes, or workplace English courses.
Without experience working in nursing, this may be an overwhelming task. Educators
may be interested in this research study as they develop curricula and assessment
techniques, and I would encourage educators to consider the five components of
communicative competence as they do so. To help with this, the following sections
explain classroom applications of the different components of communicative
competence. It is intended for ESL educators who are preparing students for a
professional nursing program or for work in the field.
Linguistic Competence
Future nurses must incorporate medical language into their speech with other
health care providers. They should be able to follow other providers’ use of medical
language, including abbreviations and shorthand, and to translate the medical language
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into lay language that patients can understand. Future nurses should also work towards
intelligibility. Thicker accents may be a hindrance to them when working with patients
and other health care providers.
Possible classroom activities:
•

Introduce students to a wide range of medical terminology and ask them to keep
an ongoing list of medical language, including abbreviations or shorthand. Avoid
teaching similar sounding vocabulary words at the same time.

•

Teach common prefixes, roots, and suffixes found in medical language.

•

Teach pronunciation as soon as new vocabulary is introduced. Word stress is
especially important.

•

Introduce note-taking techniques for listening to shift reports and then have
students listen to authentic tapes of health care providers giving reports. Teach
students shorthand for the medical terminology they hear. These tapes may be
repeated at first, but as the class progresses, students should be expected to pick
out the important information after hearing a tape only once.

•

Expose students to medical dialogues in both spoken and written form. Use these
same dialogues to teach pronunciation. Educators may want to focus on
segmentals with the medical terminology, but the suprasegmentals with the rest of
the dialogue.

Textual Competence
The SBAR framework is widely used in the field of nursing, so students should be
exposed to this framework early on. They also should be expected to follow nurses and
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physicians’ reports that feature cohesive devices and deictic expressions. In addition,
students should practice giving clear and concise instructions and explanations to
patients.
Possible classroom activities:
•

Have students listen to authentic SBAR reports from a range of speakers and ask
them to fill in all four sections of the framework (situation, background,
assessment, and recommendations) with notes as they listen. Students may listen
to the tape more than once initially but should work towards hearing an SBAR
report only one time.

•

Ask students to summarize an SBAR report as they heard it. They should practice
this verbally. Students might benefit from comparing their summaries of an
SBAR report with that of a professional nurse.

•

After listening to examples of SBAR reports, students could practice giving their
own SBAR reports. Consider audio recording these reports so students can assess
their discourse. They should work towards sounding as concise and coherent as
possible.

•

Have students role-play giving instructions to patients as they do a patient
assessment. They should be expected to talk through their procedure by
explaining what it is they are doing and the purpose for doing it. Evaluate
students based on their use of clear, organized speech.
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Functional Competence
The job duties of a working nurse rely heavily on functional competence.
Students should have opportunity to practice the common functions of a nurse early on so
they can build confidence and credibility with the most common expectations of nursepatient communication.
Possible classroom activities:
•

Expose students to authentic scripts of daily nurse-patient communication. Have
them identify the functions of different utterances. For example, have them
highlight sections where the nurse’s purpose is to teach the patient something or
where the nurse is persuading.

•

Discuss small talk with students. For example, students may think about why
nurses use small talk and then practice incorporating it when assessing patients.

•

Invite a nurse or nursing instructor to model common nursing skills and let
students practice talking through these skills. Students should become familiar
with explaining the “what” and “why” of every action they perform with patients.

•

Have students practice formulating both closed and open-ended questions and
discuss the functions of each.

Socio-cultural Competence
Students may benefit from explicit instruction in socio-cultural competence. Both
American culture and workplace culture should be introduced. The students could also
have an opportunity to reflect on their own cultural beliefs and how these may differ from
the target culture. This is one area where students may not get much instruction once in
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the nursing program or when working in the field. Educators may be interested in
including socio-cultural considerations in every lesson.
Possible classroom activities:
•

Give students an opportunity to reflect on nursing in their home cultures.

•

Examine workplace hierarchy. Discuss social distance as it relates to nursepatient, nurse-nurse, nurse-nursing assistant, and nurse-physician communication
in the United States.

•

Discuss cultural norms for student-teacher relationships. Give students a list of
topics or actions and have them think-pair-share about what is or is not
appropriate when communicating with instructors in a classroom environment.
For example, students may consider if it is appropriate to share ideas or ask
questions in class without first raising their hand.

•

Have students practice forming polite questions when they have not understood
something or when they want to check their comprehension. Discuss informal
versus formal ways to ask for clarification (e.g. “What?” vs. “I’m sorry, I didn’t
get that.”).

•

Have students practice adjusting the volume of their voice. It may help to seat
partners on opposite ends of the room and ask them to transmit a message to their
partner by speaking loudly. In addition, students could role-play working with
patients who have difficulty hearing. If possible, bring them to either a hospital or
nursing institution, depending on the focus of the course, and have students
practice speaking loudly with volunteer patients in this authentic context.
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•

Discuss with students some different ways of responding to a patient who requests
to not work with them any more. Discuss what they can do to build credibility
with their patients, but also that it may not be their fault if a patient does not want
to work with them.

•

Have students practice working with non-verbal patients. They should be able to
interpret non-verbal cues from the patient and then verbalize these interpretations.

Strategic Competence
This was the component of communicative competence that was brought up
repeatedly by the instructors in this research study. They believed that it is especially
important when dealing with difficult patients or when communicating with other health
care providers. Consider including instruction in both cognitive and linguistic strategies
even though it may be easier to assess students’ use of linguistic strategies.
Possible classroom activities:
•

Teach nursing functions and strategies at the same time. For example, have
students practice giving instructions to patients after providing them with
strategies to use if the patient does not respond appropriately. Students could also
practice teaching a patient and then use strategies to adjust their delivery if the
patient has not understood.

•

Show videos in class of nurses working with difficult patients or difficult topics.
Discuss with students how the nurse in the video handled the situation and how
they would have reacted in a similar situation.
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•

Give students role-play scenarios where they have to work with difficult patients.
Let the students practice playing both the role of the patient and of the nurse.
After the practice, give students time to reflect alone and then with a partner about
how they handled the situation.

•

Brainstorm ways to deal with difficult topics such as relating bad news or asking
private questions.

•

Once students are familiar with some common scripts, such as doing a head-to-toe
assessment, adjust the scenario so that the patient responds differently than might
be expected. Have students practice responding to these surprises by bringing the
conversation back to the task.

•

Explicitly teach some common compensatory strategies (e.g. circumlocution and
restructuring) and interactional strategies (e.g. comprehension checks and
expressions of non-understanding) and expect students to incorporate these in
their practice dialogues, especially with co-providers.

•

Have students listen to authentic patient reports from nurses ending their shift.
Ask them to prioritize what is important and then plan for their day’s care
accordingly. Ask them to verbalize their plan with a team.

ESL educators may consider these examples of classroom activities when designing their
courses. It would also be helpful to partner with an advisory team of health care
professionals and to ask them to review the curriculum and materials beforehand. Any
program for NNSs preparing for a professional nursing program or for work in the field
should be as contextualized as possible. To accomplish this, educators should try to
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gather authentic recordings and realia when planning their activities and should expose
students to not only smooth, expected conversations but also to unanticipated events or
reactions. For more information about planning a bridge program or other preprofessional English programs, consult Estrada and DuBois’ (2010) manual for educators
and program designers.
As for nursing educators, it might be helpful to offer an intensive pre-nursing
program in which NNSs have an opportunity to practice the tasks outlined in this study
before their education begins. In addition, institutions may consider adopting a method
of assessment that measures speaking and listening skills as well as reading and writing
to decide who gains admittance to the program. This could be a requirement for both
non-native and native English speakers. For example, enrollment managers could
include a phone interview as part of the application process. Furthermore, it would be
helpful to assign study groups at the beginning of the students’ academic year. The
groups should be a mixture of non-native and native English speakers so that students
have an opportunity to practice their skills while speaking English. Native speakers in
study groups could also serve as cultural informants. For extra support, have tutors
available. Finally, ask students to reflect on their cultural beliefs about health care and to
share these with the class. NNSs are likely to have illuminating perspectives on working
with patients from different languages and cultures.
Limitations of the Study and Future Research
The results of this study may not be applied to all nursing programs, especially
when considering a four-year nursing program or a licensed practical nurse program.
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Furthermore, the participant observation data collection method was restricted to firstyear students. Had there been more scheduled observations, there could have been more
data on how the non-native students performed in the program.
To learn more about communicative competence in nursing, it would help to
perform a longitudinal study of nursing students as they progress through either a twoyear or four-year program. It would also be interesting to compare the performance of
NNSs in the registered nursing program versus a licensed practical nurse program.
Another topic that came up in this study was that NNSs were sometimes seen as less
capable than their peers. A language attitude study, similar to that of Horani (1995),
would reveal more data. Overall, there should be more research on NNSs working as
nurses.
There has been research on cultural sensitivity when working with patients, but
there has not been much research on intercultural communication in a health care team.
This is one area where there should be more literature. The responsibility for ensuring
effective communication should not rest with NNSs alone. Health care providers who are
native English speakers also play a role. Without more research, it is difficult to say how
to best educate native English speakers about working with nurses from other cultures.
Hopefully, this study will inspire further research into NNSs in nursing.
Chapter Summary
This chapter connected the results of the study to previous literature. It showed
how the results could be used to teach nursing communication skills to NNSs. A list of
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possible classroom activities for each of the five competencies in communicative
competence was included to inspire ESL educators to incorporate communicative
competence in nursing to their classes. The limitations of this study and a call for future
research were also discussed.
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APPENDIX A
SBAR Framework
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APPENDIX B
Score Sheet for Nursing Applicants
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Ranking Score Sheet for 2012 Nursing Applicants
Last Name:

First Name:

# A. Is student on MN CNA registry? Call 651-215-8705
n B. Did student meet the 2 year math requirement?

Tech ID:
yes
yes

no
no

Science ENGC Section
Numerical grade:
minus=no points

A = 4.0 B = 3.0

C = 2.0

C-

Grade x 1
Biol 1141 Human Anatomy with laboratory or equivalent
(If students can validate that the course is in progress = 2 points)
Grade x 2
CHEM 1050 Foundations of Organic and Bio chemistry with laboratory or
equivalent
Grade x 1
ENGC 1101 Freshman Composition or equivalent
2 or more repeated sciences courses within the last 3 years – 2
points will be deducted. (Students can repeat a science course one
time.) But not ok to repeat 2 to 3 chem 1050 & biol 1141/1141 core
courses, if biol 1141 repeat & biol 1142 then deduct 2. Think repeated
courses W’s count.

Deduction 2 points

Required Pre-requisite courses for application to the
Nursing Program:
(16 pts max)
Pre-entrance Exam Composite Score Section
=16.1
Preadmission Exam Raw Scores:
Verbal Score
Math Score

#1

110=11 and so on 161
Science Score

Hesi Scores add points – minimum points 110 = 11 (no easy
equivalency).
Total Composite Score (Max 20.0 points)

#2

CUMULATIVE GRADE POINT AVERAGE
Cumulative Grade Point Average is calculated on all college level credits (1000 level.)
Last 30 credits of a baccalaureate degree.
•
Calculate to 3 decimal points.
Cumulative grade point average (4.0 pts max) and applicant needs to be 3.0 or higher.
•
•

For current students with at least 11 credits or more completed credits (attended within the last 3
years), – add 2 points

Total GPA points (6 pts max)

#3
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General Education Factors: One point for completion at a C or higher.
PSYC

1110 General Psychology or equivalent

SOC

1104 Introduction to Sociology or ANTH 1127 Cultural Anthropology or equivalent

COMM

1111 Interpersonal Communication or equivalent

BIOL 1142 Human Physiology with laboratory or equivalent
Program Elective #1 - list the course. Goals 4, 6, 7, 8, 9, 10
Program Elective #2 – list the course. Goals 4, 6, 7, 8, 9, 10
Required general educations requirements for the RN program: (6 max pts)

	
  
Total sections #1, #2, #3 and #4 for total points: (48 max pts)

Nursing Department verification.
Initials:_____________

Date: __________

#4
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APPENDIX C
Course Syllabus for Nursing 1
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COURSE SYLLABUS
Nursing 1110 – Nursing 1
SPRING 2012 (8 credits)
This syllabus is available in alternative media by student request. Students must notify
the instructor 2 weeks prior to the course if alternate media is needed.
COURSE DESCRIPTION
This beginning-nursing course introduces the student to the roles of the Associate Degree
nurse within the profession of nursing. The course is structured around basic human
needs and provides introduction to concepts of illness and community-based nursing
care while focusing on the nursing process and evidence-based practice. Basic
assessment and communication techniques and nursing interventions are utilized in
assisting the adult client to satisfy health needs. Selected learning experiences are
planned within the laboratory, simulation, service learning, and clinical settings. Lecture
4 hours, Independent Lab 2 hours, Clinical Lab 8 hours per week. Introduction to
Service-learning will occur this semester.
Prerequisites: Acceptance into the Nursing Program; ENGC 1101, BIOL 1141, and
CHEM 1050 with grades of C or higher.
Co-requisites: BIOL 1142 and COMM 1111
Class Hours
Monday 08:00 a.m.
to 10:50 p.m.
Tuesday 09:00 a.m.
to 10:50 p.m.
Laboratory Hours
Wednesday or Thursday 7:30 a.m. to 2:30 p.m.
**Two Fridays will be scheduled for lab time** see course calendar
Wednesday or Thursday at clinical site 7 hours per clinical; start time for clinical may
vary per site.
*Beginning Week 4 students may be required to go to the assigned clinical area
during the later afternoon or evening prior to their clinical.
Mandatory Independent Laboratory Hours 2 hours each week during non-clinical
weeks to practice previously learned skills.
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Core Learning Outcomes
Our students will…
1. Think critically and creatively,
2. Communicate effectively,
3. Develop personal responsibility and life skills,
4. And demonstrate social responsibility
OUTLINE OF MAJOR CONTENT AREAS
Unit I: Foundations of Nursing
1. Nursing Concepts
2. Health Concepts
Unit II: Nursing Process
1. Nursing Process
Unit II: Foundational Nursing Actions
1. Safety and Infection Control
2. Principles of Medication Administration
3. Assessing Health
4. Practices of Medication Administration
Unit IV: Nursing Roles
1 Roles of the Nurse
2. Communication
3. Teaching and Learning
4. Evidence Based Practice
Unit V: Physiologic Care
1. Nutrition
2. Activity
3. Elimination
4. Comfort and Sleep
5. Fluid balance
Unit VI: Psychosocial Care
1. Sensory, Spirituality, Stress, Sexuality, Self-concept, Loss and Grief
2. Health Care Setting
COURSE OUTCOMES / LEARNING OUTCOMES
Provider of Care
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1. Beliefs, Values and Attitudes
a. Recognize the existence of own and other’s beliefs about people and that
these beliefs affect one’s behavior.
b. Identify attitudes and responses in oneself that affect one’s role as a nurse.
2. Basis for Nursing Practice
a. Apply knowledge from supportive courses and life experiences to nursing
practice.
b. Identify scientific principles that provide the basis for specific nursing
interventions.
c. Develops a knowledge base of nursing care and skills from which to develop
critical thinking skills.
3. Nursing Process
a. Implement an existing plan of care for an individual client.
b. Prepare a nursing care plan that is appropriate for an
individual client.
c. Recognize major deviations.
4.

Psychomotor Nursing Skills
a. Safely perform Nursing 1110 skills

Communicator
5.

a. Use communication skills to effectively elicit client data, feelings, and
concerns that provide a basis for nursing care.
b. Demonstrate professional communication that meets basic legal standards
for recording and reporting.

Teacher
6.

Respond to overt client behavior indicating a need for health teaching by
providing (structured) information and explanation.

Manager of Care
7.

a. Use basic organizational skills to provide nursing care for clients with
common, well-defined health problems.
b. Participate with members of the health team in providing direct client care.

Member of the Profession
8.

a. Evaluate effects of one’s own feelings, conflicts, and anxieties in interactions
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with others.
b. Recognize those situations that require a higher level
of nursing skill.
c. Identify legal and ethical concepts in client care.
d. Identify community resources that are consistent with the client’s health care
needs.
STUDENT EXPERIENTIAL OBJECTIVES
Students experience the practice of holistic nursing across the lifespan and levels of
healthcare utilizing the roles of the nurse in the laboratory, clinical simulation, and
service learning settings. The context in which these objectives are met moves from
simple to complex as the student progresses through each course.
N1110: The student will provide nursing care for adult patients with deficits in basic
health care needs. (Adult patients, Basic care, Human Needs)
Provider of Care
Utilize the nursing process to develop, implement, and evaluate a nursing care
plan for an assigned patient.
Establishes priorities according to individual client’s needs
Contributes to nursing plan of care
Communicator
Records information appropriately according to charting criteria
Provides report to appropriate health team members according to report criteria
Teacher
Meets the learning needs of assigned patient(s) and/or peers
Manager of Care
Implements nursing care within appropriate time limits with regard to:
-Client’s comfort and SAFETY
-Assigned experiential activity time
-Overall priorities according to individual client’s needs
Demonstrates preparation for clinical experience by completing:
-Textbook information sheet for assigned client.
-Drug information for all medications on assigned client.
-Time plan for a.m. care, medications, and treatments.
*(if you come to clinical unprepared in the areas identified above you
will be considered unsafe and will not be allowed to participate. Makeup must be arranged with the instructor).
Member of the Profession
Demonstrates professional appearance and behavior during experience.
Establishes personal learning goals for experiential learning activities.
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EVALUATION
Cognitive learning will be evaluated primarily by written examinations throughout the
semester.
Evaluation in the on-campus laboratory and in the clinical setting will be used to
measure the student’s
practical/experiential performance.
In order to achieve 77% or greater on Nursing N1110 the following parts must be
successfully completed. Failure to successfully complete one or more of the
following components will result in failing the course:
Part I – Written Exams: Obtain 77% or greater in theory.
Part II – Laboratory Exams and Clinical Evaluation: Obtain 77% or greater in
Clinical/Lab & demonstrate safe clinical practice.
Part III – Dosage Calculation Exam: Obtain 85% or greater on the dosage
calculation exam. Part IV- Clinical Portfolio
Part V – Written Work: Meet the standards required for written work.
PART I - Written Exams
Cognitive learning will be evaluated primarily by written examinations throughout
the semester.
Examinations may include: multiple choice, T-F, matching, short
answer or essay items. Approximately 60% of the grade will be based
on written exams and quizzes.
Achievement of 77% or more of all possible theory points will assure a
passing grade on the theory portion of the course.
THEORY TEST:
Test #1
Test #2
Test #3
Test #4

UNIT TESTED:
Units 1 and 2 60 points
Units 3 and ¼ of 4 60 points
Units ¾ of 4 and ½ of 5 60 points
Units ½ of 5 and ½ 6 60 points

Quizzes/Assignments
Safety Article Summary
Evidence Based Practice Assignment

30 points
10 points
10 points

COMPREHENSIVE FINAL EXAM:
(To include ½ of Unit 6)
Total theory points = approximately

150 points
440 points

Tests will be reviewed in large group when all students have completed testing. Test
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review is considered a learning opportunity. Students with a concern regarding a test
question are instructed to contact the faculty member who presented the material, via
email, stating their concern within one week of the test review. Later requests will not
be reviewed.
Collaborative Testing: Collaborative Testing:
Collaborative learning is defined as an instructive method in which students work in
groups toward a common academic goal. It enhances critical thinking and
facilitates teamwork.
Process: after everyone has completed the test, students who wish to participate
will reenter the classroom and will randomly be divided into groups of 4-5.
Participation is totally voluntary. Each group will be given one answer sheet and a
copy of the test. The group will do the test and come to an agreement about the
answers. (Allotted time is 30 minutes). The test will be graded. Every person in the
group will initially be given points based on the group score. However, any individual
who received a score below 77% on the personal test will not receive extra group
points.
Scoring is as follows:
A=2 points
B=1 point
C=0 points

Collaborative test points will not be added to individual test grades.
Collaborative test points will be added to the individual’s final total points after it
has been determined that the individual has passed the course.
Quizzes/In Class Assignments: May be given at instructor’s discretion during
scheduled class time or may be completed outside of scheduled class time utilizing
D2L. If a student is absent from lecture a make-up quiz or opportunity for
completing in class work will not be provided.
PART II - Laboratory Exams and Clinical Evaluation
Evaluation in the on-campus laboratory and in the clinical setting will be used to
measure student’s practical/experiential performance. Evaluation in the lab may test
application of material covered in class as well as that covered in labs. These exams
will include written, dosage calculations, and practical skills.
Negligent behaviors resulting in compromised patient care and safety will result in a
failing grade for clinical.
Achievement of 77% or more of all possible lab points will assure a passing grade
on the laboratory portion of the course. Additionally, unsafe clinical performance,
failure to meet lab objectives, or inadequate preparation for clinical labs,
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irrespective of accumulated points, can result in failing the course.
Experiential Points
1. Dosage Calculation *

15 points

2. Clinical Reasoning Tests
Mid Point CRT (critical reasoning test)
Final CRT (critical reasoning test)

40 points
40 points

3. Care Plans

30 points

4. Professional Accountability

8 points

5. Collaborative Points

8 bonus points

6. Clinical Performance Objectives

Pass/No Pass

Professional Accountability Points The nursing program believes that professional
accountability (papers turned in on time, notifying clinical instructor as needed, display
of respect for peers and instructors, etc.) is an important part of nursing. Up to eight
points (refer to Professional Accountability points listed below) may be deducted
from the experiential points for lack of professional accountability.
2 points:
2 points:
2 points:
instructed
2 points:
Total Clinical Points

Turning in written assignments by assigned due date
Display respect for peers and instructors
Completion of Service Learning requirements as
Punctual arrival for clinical / lab experiences
141 points

Part III
*Dosage Calculation Testing
Each student is required to demonstrate basic mathematics calculations in order to
complete Nursing
1110. Materials will be available the first week of lab. A 15-point Dosage Calculation
exam will be administered midterm. Any student not achieving 85% will be required to
show evidence of remedial math work and retake the test within the following 2 weeks.
A student will be given three opportunities to pass the test. The faculty will be available
as a resource to assist with remediation work. Any student not passing the dosage
calculation test at 85% achievement, after 3 opportunities, will fail the course.
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Students may not administer medications until they have passed the dosage exam.
Part IV-Clinical Portfolio
The clinical portfolio will consist of a nursing skills checklist, peer reviewed lab skills
sheets, clinical assignments, self-evaluation, journaling as assigned by faculty, and
service learning records. All elements of the clinical portfolio must be completed by the
announced deadline in order for the student to take the Final Lab Clinical Reasoning
Test. Failure to complete the portfolio may result in failure of the course.
Part V - Written Work
Required written work is graded. Students will be required to redo written work until
assignment requirements are met. A student will fail the course if written work is not
turned in or completed in a satisfactory manner. Please follow guidelines for written
work, as stated in The Student Handbook.
Part VI – Late Work/Assignments
If a student is not able to submit a written assignment or work by its due date they need
to contact their clinical instructor via email to inform them that their assignment will be
late. Late assignments will not be accepted 3 calendar days after the due date. For
graded assignments that are more than 3 calendar days late the student will receive a 0.
Written assignments that are graded will have ½ of a point deducted for each calendar
day that they are late. For assignments that do not have a point value assigned the
student will have ½ of a professional point deducted for each day that it is late.

111	
  

APPENDIX D
Communicative Competence Guide for Nursing Instructors
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Communicative Competence
Communicative Competence is the knowledge that a native English speaker has which
allows him or her to successfully interact with other native English speakers.
The five components:
1.
•
•
•
•

Linguistic competence
Grammar
Vocabulary
Pronunciation
Sentence structure

2.
•
•
•
•

Textual competence
Connection of sentences in a cohesive and logical order
Organizing longer speech
Using pronouns, synonyms, conjunctions etc. to avoid repetition
Opening a conversation, interrupting, and ending a conversation

3. Functional competence
• Humorous language
• Purpose of language (teaching, warning, self-expression, persuading, etc.)
4.
•
•
•
•
•
•

Socio-cultural competence
Rules of appropriateness
Rules of politeness
Idioms and figurative language
Non-verbal communication
Cultural knowledge and references
Knowledge of social contexts and relationships

5.
•
•
•

Strategic competence
Ensuring effectiveness of communication in a specific social situation
Avoiding potential difficulties in communication
Repairing communication breakdowns
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Interview Guide
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“Describing Communicative Competence” Interview Guide
Thank you for agreeing to participate in this interview. The goal of this study is to help
describe the speaking and listening skills that are most needed by non-native English
speakers in the institution’s nursing degree program and to identify which of these skills
non-native English speakers seem to struggle with most during simulation, skills labs and
off-site clinical labs. Your responses during this interview will be kept confidential and
no names or other identifying factors will be included in the report.
What communication tasks does the Associate in Science Degree in Nursing
prepare students for? Do you think non-native students in particular struggle with
any of these tasks?
• How do faculty assess the communication abilities of students during the Nursing
degree program?
• What methods of assessment does the institution use to determine whether a
student is adequately prepared to graduate from the nursing degree program?
• How would you describe the types of speaking and listening skills that students in
the nursing degree program must have in order to be successful?
Now, I would like to explain the communicative competence model that will be used in
this research study. You may use the handout I have provided as a guide. Please feel
free to ask questions at any time if there is something you do not understand. You will be
asked to answer questions pertaining to this model.
•

Communicative competence is a way of describing what an English speaker knows which
allows him or her to effectively interact with native speakers in a variety of situations.
Communicative competence can be broken down in to five distinct parts which each focus
on a unique understanding of language. Depending on the context, some of these parts
will be more important than others. As I explain each part, be thinking about how you
see it in the nursing degree program. You may wish to refer to your handout at this time.
One thing a speaker needs is linguistic competence. Linguistic competence is knowledge
of grammar and vocabulary. This knowledge allows speakers to follow rules for sentence
structure, vocabulary choice, and pronunciation. Many times, this is what people
imagine when they think about learning a foreign language in a classroom environment.
Next is textual competence. Textual competence is the knowledge of how to connect parts
of a conversation. When speakers use textual competence, they are able to connect
longer descriptions or explanations together in a logical and cohesive way. This
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attributes to the flow that someone has when participating in a conversation. It includes
weaving in and out of different thoughts and logically responding to other speakers in a
conversation. Functional competence is just how it sounds. When a speaker uses
functional competence, they are using speech for a certain function such as persuading
or complimenting. They are often seeking a desired end result and are able to effectively
achieve it in their speech. Functional competence is also the understanding of another
speaker’s intentions and behaving accordingly. Greetings are an example of functional
competence. Socio-cultural competence has to do with cultural understanding. When a
speaker uses socio-cultural competence, his or her speech is appropriate to the situation
and anyone involved in the discussion. That includes politeness norms. Socio-cultural
knowledge allows a person to establish and maintain social relationships and to
understand historical or cultural references. If you think about how natural a speaker in
a foreign language sounds, you might be thinking of socio-cultural knowledge. Finally,
there is strategic competence. Knowledge of strategic competence helps speakers avoid
breakdowns in communication through preventing or repairing misunderstandings. It
can include any plans that are made by the speaker to ensure effective communication in
a specific setting or how the speaker assesses how well the communication is going and
altering it as needed. Those are the five areas of knowledge that I would like to refer to
now.
•
•
•

•

•

What tasks do nursing students perform during clinical? Which of these skills
that we just discussed would be most essential to performing these tasks well?
Which clinical sites are most challenging as far as speaking and listening? For
what reasons?
In your opinion, what are the biggest hurdles that non-native English speaking
students face as far as their speaking and listening skills in the nursing degree
program?
What is the protocol for when a student is marked as being at-risk for failing a
nursing course? Is there a separate protocol for when a non-native English
speaker is at-risk because of language concerns? Do you use any of these
competencies to assess whether a student is at-risk?
In your opinion, what causes non-native English speakers to have problems with
speaking and listening in the nursing degree program? What kinds of support
could the institution offer?
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Medical Language in Simulation
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Primary Nurse
(native speaker)
24 instances
cipro
minicog
level of orientation
fall risk
maintenance bag
vital signs
SBAR
UTI
incontinence
hypercholesterolemia
hypertension
osteoporosis
stress incontinence
T899
D5
MAR
apical pulse
lopressor
stethoscope
bowels
bilaterally
capillary refill
extremities
edema
	
  
	
  
	
  
	
  

Secondary Nurse
(native speaker)
6 instances

Nursing Assistant
(NNS)
8 instances

Instructor
(native speaker)
16 instances

D5
cipro
apical pulse
systemically
incontinence
ocular

diuretics
potassium
oxygenation
radial pulse
vitals
apical pulse
ambulating
glaucoma

MAR
micromedex
cipro
saline
UTI
hypertensive
glaucoma
osteoporosis
arthritis
elevated cholesterol
stress incontinence
antibiotic
PRN
fall risk
vitals
maintenance bag
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