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Abstract
Purpose of the article: The finite number of traditional clinical placements in acute care settings is creating pressure for
nursing education programs. This article describes the design and successful implementation of a non-traditional, academic
clinical partnership established between a faith-based community partner and a baccalaureate nursing degree-granting academic
institution.

Design/method: The authors lay out a novel partnership-development concept and operationalize that concept through real-
world examples. The goal of the collaborative was to screen clients of the community partner to identify cognitive impairment
within this population. Additionally, nursing students were exposed to a collaborative, research project between the academic
and community partner.

Findings: The collaborative partnership met mutual goals. Eighty nursing students contacted over 1,400 clients, completed
telephone screening of over 1,000 active clients, and performed over 75 in-home assessments for clients of the faith-based
community agency. The tools used identified that approximately 30% of the community partners’ clients were living with some
form of cognitive impairment.

Conclusions: Both academic and community partners found the partnership effective. Over 80% of students rated the clinical
experience 4 or higher on a 5-point Likert scale. Students reported satisfaction and demonstrated increased sensitivity to inde-
pendent community-dwelling seniors. The community partner was able to incorporate the tools used in the project into their
routine screening process for all clients.
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1 Introduction

1.1 Problem background

Traditionally, nursing education programs have used a com-
bination of didactic, laboratory, and clinical experiences as
standard practice. Students are presented with materials in a
classroom setting, moved into a laboratory setting for prac-

tice, and then eased into the clinical environment to apply
both classroom and laboratory learning. More recently, sim-
ulation has been added to educational programs.[1–6] Re-
cently, however, the clinical setting—one of the three tra-
ditional loci of nursing education—has reached a point of
diminishing return by becoming a limiting factor for nurs-
ing programs.[7–10]
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Escalating competition for limited numbers of clinical
placements constrains nursing programs and nursing curric-
ula. Many acute care facilities are now (a) very cautious
about the number of nursing students allowed to provide di-
rect patient care, (b) no longer allowing students to care di-
rectly for patients, or (c) inundated with requests for clinical
placements from multiple nursing education programs. In
short, the demand for clinical experiences within traditional
settings is going up while the number of student experiences
allowed in these settings is going down.[11] Clinical place-
ments have been cited as a key factor in turning away qual-
ified applicants to nursing education programs, so nursing
education faces a choice: either continue to educate nurs-
ing students in the same problematic manner, or seek out
innovative, alternative clinical settings to meet educational
goals.[12]

The search for alternative clinical-educational placements
that meet curricular requirements is not a new one. Bartz
& Dean-Baar called for additional atypical clinical mod-
els in nursing education to meet the ever-changing needs
of patient care, and they cited a successful community-
based clinical partnership.[13] During a five-year span,
the community-based agency they described accommodated
clinicals for over 100 nursing students, providing the educa-
tional program with a learning environment that was outside
of acute care yet still met curricular outcomes and educa-
tional standards.

Giddens et al. recommended adapting the clinical compo-
nent while still meeting course and program objectives.[14]

Implementing this clinical-component adaptation is not
easy, but it can benefit the community and academic part-
ners; most importantly, it can benefit the students. Also sup-
porting adaptation of the clinical component environment
are data from the National League for Nursing (NLN). Ac-
cording to the NLN, 89% of NLN members and 89% of
Board of Nursing representatives agreed that clinical nurs-
ing education could occur in any setting.[15] Williams,
French, & Brown, T. have studied the use of DVD sim-
ulations for interprofessional education (IPE) to address
the shortage of clinical education placement experiences.[16]

The findings from this study suggest that DVD simulation
activities may present a possible alternative to clinical ed-
ucation within the context of IPE and in turn other clin-
ical experiences. More recently, Hampton described us-
ing a constructivist approach to supplement clinical educa-
tion for pre-licensure nursing students in a Mental Health
course.[17] The findings of this small study demonstrated
that the structured learning activity was able to meet course
learning outcomes. Clearly, the use of alternative and inno-
vative approaches to address the limitations of clinical ed-
ucation has been considered, and used, for over a decade.
Furthermore, the Institute of Medicine (IOM) and Benner,
Sutphen, Leonard & Day have called for increasing use of
academic/service partnerships and clinical placements out-

side the acute care setting, respectively.[18, 19]

1.2 Problem statement

Academic nursing programs’ decreased access to traditional
patient populations and nursing leaders’ calls for nursing
education reform should prompt changes in clinical com-
ponents of curricula. However, development of effective
non-traditional partnerships requires time, careful planning,
willingness to think creatively, and purposeful collaborative
effort.

2 Method
Establishing academic/community partnerships

The authors will share guidelines for establishing alternative
clinical placement options while providing a real-world ex-
ample of a partnership that was developed. Examples of
the actual problems and solutions created can assist oth-
ers as they explore novel partnerships for clinical educa-
tion experiences. The process of developing non-traditional
partnerships can be divided into the following stages: (A)
broad foundational steps; (B) foundation-solidifying steps;
(C) mobilizing toward launch; (D) pre-launch fine-tuning;
(E) development of unique screening tools using well estab-
lished clinical focused survey type assessments for cogni-
tive impairment. Additionally, outcomes from the project
will be presented.

(A)Broad Foundational Steps (BFS): (1) identify a poten-
tial community partner (CP); (2) determine if that potential
partner has unmet needs; (3) determine if those needs corre-
late with course objectives of the academic partner (AP).

BFS (1): Identify a potential CP. After determining that its
area of need centered on community health, this study’s
real-world nursing program identified a potential partner
that would facilitate a community health emphasis. The CP
was known by the nursing program for services which are
provided to community dwelling seniors.

BFS (2): Determine if that potential CP has unmet needs.
Informal conversations explored the needs of the CP as they
related to the needs of the nursing program in community
health. Through these discussions, both parties felt they
would benefit from a partnership.

BFS (3): Determine correlation between CP and AP needs.
Formal discussions between the key stakeholders (CP Di-
rector, AP Nursing Director) then followed. Subsequently,
leaders within the academic institution carefully developed
individual and mutual goals, leading to the decision to move
forward.

(B) Foundation-solidifying Steps (FsS): (1) identify poten-
tial issues and stumbling blocks related to mission, vision,
and values of both partners; (2) reaffirm the ability of the
partnership to meet the needs of both partners; (3) develop
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and constantly evaluate the infrastructure of the partnership
project.

FsS (1): Identify potential issues and stumbling blocks re-
lated to mission, vision, and values of both partners. The
real-world collaborative partnership was established with
a faith-based organization. Potential issues identified by
the partners included the following: Would students be ex-
cluded from participation if they did not adhere to a spe-
cific faith? Would there be any requirements from the CP
that were not in keeping with the philosophical framework
of the AP? Throughout early conversations, it was deter-
mined that all students, regardless of religious belief, could
provide meaningful service for the community partner. It
was further decided that the identified needs of the commu-
nity agency met the specific course objectives of a clinically
focused community health course. Early consideration of
these questions, which could ultimately have impacted the
project, precluded problems arising at a later date.

FsS (2): Reaffirm the ability of the partnership to meet the
needs of both partners. In this partnership, the mission
of the faith-based CP was to help its clients live as digni-
fied, engaged, independent community-dwelling individu-
als. This mission was congruent with the objective of the
AP’s community health course, which focused on student
work with community and aggregate populations. The CP
wanted to (1) reach out to all of its past clients (over 1,700)
to update records and (2) conduct home visits to assess the
service needs of clients. The need of the CP to reach out to
older home-dwelling clients fit with the scope of the nurs-
ing course, reaffirming that the proposed partnership could
satisfy both parties.

FsS (3): Develop the infrastructure of the partnership
project. During the development of this unique partnership,
in-depth discussions involved the CP director, key CP per-
sonnel, the academic-program director, and key academic-
program faculty members. Collaborative decisions involved
what client data would be assessed, what tools that would
be used and how evaluations would completed. Both the
CP and academic-program team members spent extensive
time developing the tool to fit the needs of the project. At
times, it seemed as if academic-program faculty members
were spending more time developing the project tools than
on traditional course preparation. However, the realization
that tool development would be instrumental to long-term
success motivated the partners to continue to work together.
Prior to launching the project with students, the phone as-
sessment tool had been revised more than 10 times.

A logic model framework was used to facilitate the infras-
tructure development. Key people from each partnering in-
stitution were engaged in the creation of the logic model to
identify the need, context of the need, resources necessary
to meet the need, and expected outcomes for the project.
The individuals committed to meeting on a weekly basis,

and communication parameters were established. During
these meetings, they brainstormed about current progress of
the project, real and potential barriers that could hinder the
project, the discovery of new collaborative strengths within
the partnership, and any existing or new threats to the suc-
cess of the partnership. These meetings allowed both parties
to constantly evaluate and modify activities with accurate
input from both partners. One concern was the communica-
tion by the clinical faculty member to both the AP and CP.
It was discovered that what the faculty member was telling
the CP was very different from what was being reported to
the AP, and the students verified that what was being relayed
to the AP was different from what was occurring. Conver-
sation between the partners ensued, and subsequently, the
faculty member was removed from the setting.

(C) Mobilizing toward Launch (MtL): (1) name key com-
munications people; (2) decide which institution will pro-
vide the location and supervisory staff for the clinical expe-
rience; (3) identify additional resources required to imple-
ment the project (e.g., salaries, phone lines, phones, com-
puter access); (4) create system for addressing and authoriz-
ing needed changes within the project.

MtL (1): Name key communications people. In this partner-
ship, identification of the key communicators within each
partner proved to be important. When questions arose, the
key CP would contact the key AP to discuss issues and
brainstorm solutions. Not only did this provide clear com-
munication, it also provided each partner with the knowl-
edge that only one person would be contacting the other
partner to address issues, keeping communication channels
open and well-defined.

MtL (2): Decide which institution will provide the location
and supervisory staff for the clinical experience. A differ-
ence of opinion arose in the partnership involving student
supervision and evaluation. The CP felt that they should su-
pervise and evaluate the students and the AP felt that it was
an educational responsibility of the program. After lengthy
discussion, it was determined that site supervision would be
provided by an AP faculty member who would be placed
exclusively at the CP. This clinical faculty member was re-
sponsible for evaluation of the student work, similar to all
clinical faculty in other clinical settings. This led to an
agreement: the ongoing cost would be covered by the AP
at the standard rate for clinical faculty. This was a difficult
decision for the CP as they had limited space and were not
used to outsiders being present in the building. The project
was fortunate to have grant funding for the first year to pay
for a supervisor and for the additional costs related to con-
tacting clients, an expense that would need to be visited fur-
ther once grant funding ended.

MtL (3): Identify additional required resources. Anticipat-
ing additional resources remained a constant goal. Early
on, the need for computer access and computers was iden-
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tified and addressed, but some items were later identified as
the need arose during implementation. The partners did not
realize students using the existing two phone lines would
make it impossible for the CP to make outgoing calls or get
calls from their clients. Additional phones and phone lines
were required. Lastly, working space for the students to use
during the calls, file folders for completed screening tools,
and other general office items needed to be obtained.

MtL (4): Create system for addressing and authorizing
needed changes. The partners collaboratively identified the
process for changes prior to the project launch. It was deter-
mined that both key players from the CP and AP would need
to work together to determine if change was needed, what
change would be implemented and how it would be imple-
mented to minimize the impact on the project and allow
for goal achievement for both the CP and AP. As with any
project, the amount of time required in the planning stages
is intensive and important. Time spent in planning and orga-
nization helped yield excellent results when students started
to participate.

(D) Pre-launch Fine-tuning (PF): (1) train students and
staff; (2) communicate clearly and frequently; (3) adapt to
unforeseen issues.

PF (1): Train students and staff. The beginning of stu-
dent participation marks the formal launch of a collaborative
project. It is the time when all planning is tested, systems
are taxed in unanticipated ways, and stress can have a neg-
ative impact. Students and staff training and orientation to
the project were crucial to the success of the project. The
development of orientation materials was done by the indi-
vidual partners and then reviewed and revised by the col-
laborative group of key stakeholders. Consensus on the ori-
entation materials was obtained and the training of students
and staff ensued prior to student placement in the agency.

PF (2): Communicate clearly and frequently. After launch-
ing this project, set communication times were arranged for
four times a week. There was communication at the end of
each student clinical day in the agency with an additional
time for a weekly summary meeting.

PF (3): Adapt to unforeseen issues. The quality of the ad-
vance planning generally makes or breaks the initial period
of student integration. But while planning can address some
issues that may arise, not every problem or situation can be
anticipated. For example, in this project, it became appar-
ent that clients of the community-based agency were being
frightened by the approach to the phone conversation that
had been scripted during the planning stage. The on-site fac-
ulty member, working with the agency staff member, made
the decision to change the script from “Hi, my name is X,
and I am a nursing student working with XX agency” to
“Hi, my name is X, and I am a volunteer with XX agency.”
The community partner clientele had an extremely positive
response to this change.

(E) Development of screening tools (DST): (1) identify key
tools for screenings; (2) modification of tools to work within
telephone context; (3) peer evaluation of tools.

DST (1): Identify key tools for screenings. This step re-
quired additional input from experts who evaluate individ-
uals within this age population. A board certified physi-
cian and licensed psychologist who focused on the popula-
tion were consulted to determine the best tools to use for
this population. These two experts suggested the use of the
following tools to screen for cognitive status of the clients:
Memory Impairment Screen (telephone version; MIS-t); Vi-
suospatial Learning and Retention Test (VLRT); the Com-
puStroop Task, and the Observation List for early signs of
Dementia (OLD). The partners from both the community
and academic partners reviewed the tools with guidance
from the content experts. The goal for the tool was to not
only gather data related to the client, but to gain some basic
insight into the clients’ cognitive functioning.

DST (2): Modification of tools to work within the tele-
phone context. The team, partners from the community
and academic side with the content experts, collaboratively
developed the phone interview tool that was used for ini-
tial screening of the clients. This tool, Geriatric Observa-
tion Checklist for Telephone (GOCT), was used for initial
screening and was composed of the MIS-t, some compo-
nents of the VLRT, demographic information and general
questions the community partner felt were vital information.

DST (3): Peer evaluation of tools: Keeping the goal of gain-
ing basic insight into the cognitive functioning of the client,
the board certified physician and licensed psychologist took
the GOCT tool to their peers and requested feedback. The
tool was deemed to be appropriate for gaining basic insight
into cognitive functioning by their peers. The peers also
stressed that further evaluation should be completed to as-
sess clients more specifically in the area of cognitive func-
tion.

3 Results/Discussion
3.1 Project evaluation: Formative and summative

A plan for both formative and summative evaluation of the
project process and outcomes is essential. Formative eval-
uation throughout the project provides on-going feedback
data that can immediately impact student behaviors as well
as client and project outcomes. Summative evaluations of
aggregate data from students, faculty, the clinical partner
personnel, and the community served should all be included
in the assessment. Collaborative data collection and analy-
sis provides everyone involved with a better understanding
of the processes and outcomes.

In this partnership, students and agency personnel provided
feedback on how the project was progressing via jointly de-
veloped formal evaluation tools. Feedback was used to con-
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tinuously improve the project. Feedback from the clients
was also used to modify the screening tool and introduction
communication used by the students. Summative evaluation
was completed by the CP and AP at the end of the project.
The summative data were used to make changes to improve
future iterations of the project, and collaborative data anal-
ysis allowed both partners to provide comprehensive, sum-
mative reports to their overseeing bodies.

The partners developed the telephone screening tool, the
Geriatric Observation Checklist for Telephone (GOCT)
which incorporated demographic data, components of the
Memory Impairment Screen (MIS-t), and VLRT. Data col-
lected from the tools used over the phone and in the home
of the client was also analyzed. The telephone screening
tool combined with home visits, where established screen-
ing tools for the detection of cognitive impairment were
used in this project. The telephone version of the MIS-t
was incorporated into the telephone screening questions to
screen for dementia. When the MIS-t demonstrated con-
cerns related to memory, a home visit to follow up was initi-
ated. In the home, the Visuospatial Learning and Retention
Test (VLRT), the CompuStroop and the Observation List
for early signs of Dementia (OLD) were adopted for the in
home screening. While the OLD was not validated for in
home screenings, it was used in this setting for screening
purposes.

The final version of the phone interview included the GOCT,
a checklist of 43 abnormal behavioral characteristics in the
areas of communication, orientation, executive attention,
and neuropsychiatric symptoms that are often associated
with neurocognitive decline that could be observed with-
out face-to-face contact. Because actual medical symptoma-
tology was reported by so few participants, efficacy of the
GOCT was examined by relating it to the functional inde-
pendence measure of ability to independently prepare meals
(which served as a proxy measure of neurocognitive health).
There was a trend for scores on the GOCT to be related to
functional dependence, or inability to perform this task, p =
.06, F(1,25) = 3.88.

Based upon the limited screening done, it was estimated
that 30% of the clients of the community partner were liv-
ing with some form of cognitive impairment. Additionally,
approximately one third of the community partner clients
demonstrated some form of subclinical cognitive impair-
ment. It was not known if these results were related to
true cognitive impairment or related to the home visit ex-
perience for the clients. When cognitive impairment was
discovered, clients were encouraged to contact their pri-
mary care provider for further evaluation. This recommen-
dation was presented to the client both verbally and in writ-
ten format. Both the community and academic partner felt
strongly about referral for further evaluation that came from
the client. The community partner did not want to cross any
lines related to confidentiality with their clients.

3.2 Final project-evaluation reports

Final project-evaluation reports use the collaboratively de-
veloped assessment tools and summative/formative data
analyses to capture accurately the process and outcomes of
the collaborative project. The analysis can include a re-
view of what worked well and what areas need improve-
ment or deletion. Potential solutions can be identified and
implemented if the partnership is ongoing. It is critical to
include the target population (i.e., the clients or communi-
ties served) in the evaluation. Focus groups and surveys are
effective tools. Additionally, the logic model can assist in
understanding the impact of the project upon the clients and
students.

Over the course of one academic year, the eighty nursing
students involved in this project were able to make contact
with over 1,400 clients of the community agency. For over
1,000 of these clients, medical record and contact informa-
tion was updated, a mental-status assessment was initiated,
and referrals for home visits were made. Additionally, the
nursing students were able to participate in over 75 home
visits of clients where further mental-status evaluation was
undertaken. This partnership was awarded grant funding,
and the evaluation by the funding organization found the
partnership to be “extremely collaborative, open, and meet-
ing the goals of the initial proposal”.

Additionally, solid data related to the cognitive impairment
of the community partner’s clients was gathered. The tools
used and developed in this partnership were incorporated
into the standard intake screening process for all clients of
the community partner. With approximately 30% of the
clients demonstrating some level of cognitive impairment,
it demonstrates the heightened need for all nursing profes-
sionals to understand how to screen individuals on a variety
of levels.

The partners knew that the outcome goal was a high-quality,
meaningful project that would benefit both partners. Both
partners were pleased with the outcome, an outcome that
evolved from some initial brainstorming related to needs
and clinical placements. This was an atypical clinical set-
ting that met (a) course objectives for the nursing program,
(b) identified needs of the community-based agency, (c) and
served the needs of the community. The nursing program
learned that settings outside the traditional acute-care set-
ting can both be very meaningful for the students and meet
course objectives.

4 Conclusions
Finding clinical placements in new settings can be beneficial
to academic and community partners while providing stu-
dents with opportunities to learn and serve. There are some
essential steps to establishing new academic/community
partnerships, including the following:
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• Identify potential community partner
• Determine if potential partner has unmet needs that

nursing students could meet to some level
• Determine if potential partner’s need would align with

course objectives
• Be pragmatic about goodness of fit, allowing for pos-

sibility that the project will not work
• Consider seeking external funding to support develop

and pilot project
• Maintain open communication on frequent basis with

key individuals
• State clearly expectations for students, for nurse su-

pervising students, for academic partner, and for com-
munity partner

• Determine process for changes that should be imple-
mented

• Determine process for changes that must be imple-
mented

• Determine process for direct supervision of on-site
faculty members

• Identify key resource people within each partner or-
ganization

• Plan training for both students and agency personnel
• Be willing to change as both partners learn about

project and as unexpected contingencies arise
• Keep accurate data/records to be used to implement

new intake processes.
• Consult with appropriately trained individuals for the

development of screening tools
• Develop a referral system when issues are discovered

from the assessments

As academic/community partnerships are established, there
must be careful attention to detail. In the project presented
here, some issues arose; however, the high level of com-
mitment and planning by both the academic and commu-
nity partners allowed both parties to deal successfully with
the issues and ultimately have a project that met everyone’s
goals. Clients of the community based agency who were
living with some level of cognitive impairment were identi-
fied and contacted on a more frequent basis. Outcomes from
this type of partnership have the potential to not only meet
needs of both partners, but have the real potential to impact
community health via the creation of a health improvement
model.
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