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ABSTRACT

Critical Comparative Nursing Assessment (CCNA) istheory about how the
competence of completing Bachelor of Nursing sttgleim New Zealand is
determined. Semi-structured, audio-taped interviewd field notes were used to
collect data from twenty-seven nurses with expegeim undertaking competency
assessment. A Glaserian grounded theory approashused to guide the data
collection and analysis. This utilised the processieconstant comparative analysis,
theoretical sampling and saturation to generatedalmrange substantive grounded
theory. This is presented as a model consistinfoof emergent categories that
explain how nurses formulate professional judgesiabbut competence. These are
a) gathering which describes the processes used to colledeege of practice to
inform decisions; byveighing up which explains how evidence is analysed using the
processes of benchmarking and comparative analgsjadging brings into focus
the tensions inherent in making professional judg@s about competence and how
nurses formulated these, andwhderating which describes the processes nurses use
to validate decisions and ensure that professimsonsibilities and public safety
are upheld. The basic social psychological proc#dssomparing integrates these
categories to explain how nurses resolve the tams@ssociated with making
decisions about competence. This research presemsw way of viewing and
understanding how nurses assess competence. tifieeewhere the challengers and
tensions related to the assessmentashpetence lie and suggests strategies that if
implemented could further enhance the validity amdiability of assessment

outcomes.
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Glossary

Buddy - Registered nurse working along students supag/i@actice development.
Sometimes known as a preceptor.

Competence- The combination of skills, knowledge, attributeslues and abilities
that underpin effective and/or superior performance profession / occupation area
(NCNZ, 2004b).

Competent— The person has competence across all domacwgietencies
applicable to the nurse, at a standard that isgddg be appropriate for the level of
nurse being assessed (NCNZ, 2004b).

Clinical — Practical experience. Sometimes known as pramnticu

Clinical Nurse Educator — Registered nurse working with students duriragical
experience.

Clinician — Registered nurses working in clinical practice.

Elective — A period of practical experience where studehtsse the practice area.
Also referred to as transition

Hui — Gathering, meeting.

Indicators — Key generic examples of competent performandesé& are either
comprehensive or exhaustive. They assist the agset®n using their professional
judgment in assessing nursing practice.

Maori — Indigenous people of New Zealand.

Nurse— A person registered to practice as a nurse whdedfiealth Practitioners
Competence Assurance Act 2003.

Nurse educator— Registered nurse working within an educationstiiution.
Pakeha— Non-Maori, European, Caucasian.

Performance criteria — Descriptive statements that can be assessedtaol
reflect the intent of a competency in terms of periance, behaviour and
circumstance (NCNZ, 2004b).

Polytechnics— Institutions of higher education in New Zealand.

Preceptor — Registered nurse working along students supegvgactice
development. Also known as a buddy.

Practicum — Clinical experience. Sometimes known as clinical




Reliability — The extent to which a tool will function consistly in the same way
with repeated use.

RN partner — A registered nurse working along students sugiexy practice
development. Also known as a buddy or preceptor.

Student— Bachelor of Nursing student.

Transition — The period between completion of core coursepmmants and
undertaking State Final examinations. Also refetceds electives.

Validity — The extent to which a measurement tool meashagsvhich it purports to
measure.

Whanau — Maori term for family.

Vi
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Chapter 1: Introduction

1.1 Professional accountability and regulation gbractice

Human rights, professional accountability and puldafety are issues that have
arisen in the media in recent years. Public comargregarding perceived clinical
negligence and a weakening health service has gl spot light on the Public
Health system (Health Workforce Advisory Committd¢WAC), 2003; White,

2001). Questions have been asked about the contpetérnealth professionals and
their accountability for practice (Hunt, 1997; € & Watson, 2005). In response to
health care market place pressures and public oua@bout the competence of
health professionals, the New Zealand Governmesporeded by introducing the

Health Professionals Competence Assurance Act (HO@A2003.

The purpose of the HPCAA (2003) is to protect thalth and safety of the public by
ensuring that health practitioners remain fit amnpetent to practice within a
defined scope of practice (NCNZ, 2004a). The emphakthe HPCAA contrasts
with previous frameworks in that, where it was ased that practitioners were fit to
practice indefinitely, the legislation now requireagoing evidence of continued
competence to practice. The introduction of the ARGas radically changed the
regulatory framework for health professionals. litlimes rules by which all
professionals must provide safe and competentcetwoithe public (NCNZ, 2004a).
It is considered that legal requirements such asetmake professional bodies and
individual practitioners more accountable for thaations or omissions (Tilley &

Watson, 2005).

The HPCAA focuses on maintaining standards and omipg the competence of

health professionals. Sections twelve and sixtegime the functions of the Nursing
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Council of New Zealand (NCNZ) and include its scapeesponsibility in regard to
the registration and enrolment of nurses, and ifyeaictions required to assure
protection of the public. This covers education gpaonmes (including the
establishment of standards for preparation and sxiom to the profession), initial
registration, monitoring ongoing competence andulegn of post registration

education and advanced practice (Ministry of He&@02).

With the introduction of the HPCAA, regulatory bedj such as the NCNZ, have
been empowered to implement a range of actionagare that the health workforce
is competent. For nursing, this has resulted imareasing flexibility of registration

and provided NCNZ with the ability to place conalits on scopes of practice. This
has included the identification of a mandatory nembf practice and professional
development hours as prerequisites for continuexttige. It is envisaged that
strategies such as this, and the introduction ouiahcompetency-based practicing

certificates, will enhance care and prevent erfdedson, 2003; Parsons, 2003).

As a consequence of the introduction of the HPCAéqgpes of nursing practice,
competencies for entry and continued practice, regdirements for undergraduate
nursing education programmes have been reviewedeseThreflect the
recommendations from the KPMG Strategic Review ofdérgraduate Nursing
Education (2001) and legislative requirements o& tHPCAA. Educational
institutions are charged with the responsibilityeosuring that graduates meet these
requirements and are competent and fit to practsceegistered nurses before they
are put forward to sit State Final examinations attdin RN status (HWAC, 2003;

Tate & Moody, 2005).
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1.2 Nursing education in New Zealand

New Zealand nursing has witnessed many changdgiway in which nurses have
been educated and prepared for practice. Untileddy 1970s, nursing students
completed traditional apprentice-style trainingisliwas governed by Hospital Board
Schools of Nursing. Until this time, the emphadigraining was on the acquisition
of clinical skills (Pycroft, 2003). Following th€arpenter Report in 1971, the
responsibility for nurse education was gradualgnsferred from the heath sector’s
Hospital Schools of Nursing, to the Department di€ation. This resulted in the
establishment of more structured theoretical pnognas in polytechnics and nursing
programmes being offered in universities. For tleatr20 years, Comprehensive
Nursing Diploma programmes replaced all other mgrggrogrammes and became

the qualification for entry to the profession (Besg, 1984).

Responding to overseas trends in nursing educaicommitment was made in the
late 1980s, by the nursing profession in New Zellam offer degree programmes.
The Education Act (1990) empowered polytechnicgbéng them to offer degrees.
A degree in nursing became a reality in 1993, witlo of New Zealand’s then
fifteen Polytechnic Nursing Departments offeringcBalor of Nursing programmes.
By 1995, all Polytechnic Departments of Nursing ecdd New Zealand
Qualifications Authority (NZQA) approved degreesNarsing or Health Studies as
the entry qualification to the nursing professioAndersen, 1997). These
developments resulted in the discontinuation ofadifa programmes and have seen
significant changes in curricula, with all nursigmgogrammes now offered at

university level.
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The design of pre-registration education programmaes the evaluation of their
success is based on the regulations and standeirdsy NCNZ. A comprehensive
programme provides the basis for preparation o$erirThis is designed to ensure
that nurses, who successfully complete undergradpabgrammes, are safe to
practice. While there is not a standardised nursingiculum in New Zealand,
NCNZ standards outline requirements of theory amdctice. Competency is
normally assumed to be the end point of pre-regisin education, with new
graduates possessing the necessary knowledge gnitiva® and psychomotor skills
to be safe and effective to practice at a beginniengel in the health care
environment. NCNZ define competence as “the comimnaof skills, knowledge,
attitudes, values and abilities that underpin ¢ffec performance as a nurse”
(NCNZ, 2007, p. 20). Competence at a beginningl lesveaken to mean entry-level

competence for professional practice.

While education assumes the primary responsibibtytheoretical components, a
collaborative model is used to facilitate clinib@hrning components within nursing
programmes. There are a variety of models usedugiwaut the country. These
generally involve lecturers from educational ingtdns working in collaboration
with clinicians, who precept students. While edioratholds the responsibility for
ensuring that students meet both the requirememtsgprogrammes and the
competency standards, they rely heavily on the @uppf nurses working as
preceptors to supervise and teach students inigeagirovide feedback about the
student’s performance, and to make a contributmrihe assessment of practice

competence.
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During transition experiences, which generally ocati the end of the nursing
programme, course outcomes and assessment refl€&@NZN competency

requirements. It is expected that students will dlestrate practice that is competent,
reflecting the student’s ability to function at ew graduate level. At this time, the
direct involvement of education is diminished wistudents working alongside
preceptors who, it is assumed, will soon becomeaspdeuring this period, the

preceptors’ assessment of student competenceals atitd plays a significant role in

contributing to the student’s final competency aseseent (Lee & Hendry, 2001).

1.3 Expectations of graduate competence

Innovations in medicine, short stay hospital céine,increase in patient acuity, and
inadequate staffing levels and skill mix, have gehthe face of nursing practice
(Aiken, Clarke & Sloan, 2001; Dickerson, Peters, Ilbaiak & Brewer, 1999;
O’Neil, 2003; Tate & Moody, 2005; White, 2001). Aes result, performance
expectations of new graduates have also changeuh§]2004), and requirements of
competence have been reconstructed by practiedléztrthe everyday challenges of
practice at the ‘coalface’. According to Chapma®9d), employers want graduates,
who “have minimal need for further training, supsion or orientation; who are
aware of the workplace needs and requirements aeigrpbly have more than
beginning competence” (p.130). Consequently, ireotd cope with the demands of
a changing health care system, new graduates peetexi to ‘hit the deck running’
with the equivalent of two years experience ‘untihair belts’ (Greenwood, 2000;
White, Oelke, Besner, Doran, McGillis Hall & Giovatti, 2008). O’Connor,
Pearce, Smith, Vogeli and Watson (1999) have rekedrthe clinical performance

of newly qualified nurses and their fithess for gmge. They confirm that “senior
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nurses have clear subjective expectations of thgetence level of newly qualified
nurses” (p. 559) and that nurses question the ctanpe of new graduates. On
further exploration of the assessment of new gr@dparformance by preceptors,
these authors found that the competence levelwlyngualified nurses exceeded the
expectations of senior staff. This research hidittiglifferences in the perception of

competence and the perceived efficiency of newgrtas.

The changing face of health care and a shift inctm@ expectations of new
graduates is an international concern and has teesuh criticism of nursing

education programmes (Crookes, 2000; Diede, McRlistbose, 2000; Morolong &

Chabeli, 2005; Piercey, 1995; Walker, 1998; Walt&ersdams, 2002). According to

Greenwood (2000) expectations have changed soathdtbat some clinicians are
using standards of advanced practice to measuregnaduate performance. The
tensions inherent in this situation are reportedémnv Zealand, where the differences
between educational programme outcomes, NCNZ canpgtrequirements and the
unwritten requirements of practice have resultedsame confusion surrounding
practice expectations of student nurses, and nadugtes. This has given rise to
criticism of the effectiveness of educational pesgmes to prepare graduate for

practice (Walker & Bailey, 1999).

Recently, this concern has been fueled by the seledthe new Nursing Council of
New Zealand Standards for Nursing Education (2068)ailing the delivery
requirements for theory and practice. Where them# jbreviously been equally
distributed, the new education standards now ma&eigion for reduced practice

hours. This is commensurate with internationaldseim nursing education.
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While the clinical performance of newly qualifiedirses and their ‘fitness for
purpose’ has been an issue that has been debatedsimg circles for some time
(Bartlett, Simonite, Westcott & Taylor, 2000; Cdtro1984; Grundy, 2001,

O’Connor, Pearce, Smith, Vogeli & Watson, 2001)araies like the issues raised
above, have caused renewed concern for nurses,quéstion the adequacy of
education programmes, and the preparedness andetamop of graduates for
professional practice. This has again become tbpiternationally (Crookes, 2000;
Glen, 2000; Vinson, 2000; Walsh, 2000; Whelton, ®0Mebate about whether
nursing education should remain within the educasiector or return to a hospital-
type training system has re-emerged. While this en®v unlikely, it highlights

differences in the perception of competence andothreeived efficiency of nursing

education programmes to provide graduates that theetemands of practice.

Although NCNZ competencies specify practice requiats that are an integral part
of undergraduate education, the absence of a stisdd Bachelor of Nursing
curriculum, coupled with the practice issues idesdi above and the differing
opinions of nurse educators regarding expectatidnstudent performance, further
contribute to confusion about competency expectatmf graduates exiting nursing
education programmes. The changing expectationgraitice and the confusion
surrounding this was identified by the Ministry Hialth (1998) and the NCNZ
commissioned KPMG strategic review of undergradumtesing education (2000).
This, and the resulting release of the KPMG ref@ft01) raised several issues
surrounding the preparation of nurses and assessrheompetency to practice. The
KPMG report identified that it is assumed that gfhduates of comprehensive

programmes have achieved NCNZ competencies, ahdugih this is a reasonable
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assumption, there was concern that nurse educanar<linicians (preceptors) did
not have a shared understanding of what the comgietefor entry to practice were,

or how they were demonstrated (Health, Educatiddo®nmunity Services, 2001).

1.4 The researcher’s interest in the area of study

The concern that nurse educators and preceptonstdoave a shared understanding
of the competencies for entry to practice, or hbwytare demonstrated (KPMG,
2001), was highlighted for me, when discussing NCddnpetency requirements
with colleagues and clinicians prior to this reskarl was informed that many
experienced nurses are unable to interpret the etampies outlined by NCNZ.
Some nurses did not believe that they could achadivef the competency criteria
themselves and that the level of practice requfedew graduates was far too high.
Further to this, requests for assistance in in&py assessment requirements were
made by preceptors involved in the final transgiloclinical assessments of Bachelor
of Nursing (BN) students. This is a critical assesst point in determining practice
competence and suitability for registration. Thassed questions about the validity

and reliability of assessment outcomes.

As a nurse involved in nursing education for tweysars, | was both surprised and
concerned about the confusion and apparent lagkemfeptor knowledge of NCNZ
competencies, expectations of student practice camopetency assessment issues

that were raised. In my experience these issues maivbeen voiced before.

Colleagues speculated that the advent of the HPGHM competency-based

practicing certificates for nurses had raised thefilp of competency standards,
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which had previously been unacknowledged. They aledethat there was some
anxiety associated with competency standards aadtkiey spent a considerable
amount of time explaining course requirements, etgi®ns of student practice and
competency standards to preceptors. They confirthedfindings of the KPMG

report by reporting that they felt that their exja¢ions of student practice were often

different to that of their practice colleagues.

The rewriting of job descriptions in practice tdleet competency standards, the
ongoing debate about the HPCAA and the need fdiraoation of competency were
also thought to contribute to nurses’ anxiety aboompetency standards, with
nurses either seeking support to make judgmentstatmmpetency of students, or
declining to contribute to assessments. A groupwses with whom | spoke said
they feared that their professional competence avbalquestioned if they declared a
student safe and future incidents indicated incaemm®. The perceived implications
of this situation raised anxiety and some nursd®e\Je that this had resulted in
preceptors abdicating responsibility for contribgtio assessment. This situation had
occurred during the practicum of students from phegramme with which | was

associated.

These issues stimulated my interest in the assessofiecompetence and raised
questions about assessment practices. If preceghitbnsot know or were unable to
interpret the NCNZ competency standards, which éatnthe foundation of their
practice and the student competency assessmenthanbasis were they making
professional judgments about competence? How dgl #ssess this and did this

influence their contribution to the assessment ggs@ If educators were not
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sufficiently exposed to student practice to coniitiemake decisions about student
competence, and preceptors could not or would rentigee expert opinion, how was
the assessment completed? How did nurses knowrgsidvere safe? Furthermore,
what guarantee could nursing education give the KIGNd the public of New
Zealand that new graduates had met competencyreegemts and were safe to
practice? These questions and the issues previdisglyssed, initiated an interest to
undertake research to discover and explain what kaspening regarding the
assessment of practice competence for completingtBtients in New Zealand, and

how decisions about competence are made.

1.5 The significance of the study

The need for research in this area was furtherustited by a preliminary literature
review that provided evidence of an internatiomdériest in practice competency.
While there had been a number of publications ceme years, the majority of these
focus on: characteristics of competence and measuneissues (Exstrom, 2001,
Hardcastle, 1999; Waddell, 2001; Watson, Stimpskwpping, & Porock, 2002;
Zhang, Luk, Arthur & Wong, 2001); standards of cetgmce, specialty areas and
advanced practice (Badger & Rawstorne, 1998; Batélliams & Smith, 2001,
Darbyshire, 1994; ICN, 2002; O’Brien, O’Brien, Mctyy Morrison-Ngatai, Skews,
Ryan, Hardy, Gaskin & Boddy, 2002; Wissmann, HadclkClawson, 2002); and
assessment methods and measurement of studentchiorsal performance (Andre,
2000; Freeth & Nicol, 1998; Horsburgh, 2000; Nea2@01l; Robb, Fleming &
Dietert, 2002). Others (French, 2002; May, Edelltéd, Doughty & Langford,
1999; Maynard, 1996; White & Taylor, 2002) discuk#iee link between evidence-

based practice, critical thinking, nursing knowledegnd competency to practice; or
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the educational preparation of nurses and the peaioce of the graduate nurse
(Bechtel, Davidhizar & Bradshaw, 1999; Chapman,913lbrook, Rolfe, Albarran

& Boxall, 2000; Grundy, 2001; Meerabeau, 2001; Waf2002).

To my knowledge, only two research projects coniogricompetency to practice
have been undertaken in New Zealand. In 1995, tBBlAlcommissioned research

to develop standards and competencies for entriheéoregister of nurses. This
became the determinant for “generic benchmarkss&be nursing practice in any
setting”, including mental health (NCNZ, 1996, p. Although all of the information
and data used and collected for the purposes ©fthdy remains confidential to the
NCNZ, it is reported that theompetency assessment framework could be used to
assess competence in a variety of ways throughmuptactice component of the
three year course and when used to assess thircstyekents, it provided “a one to
two hour ‘snapshot’ of practice in the final pracin [which] revealed useful data”

(NCNZ, 1996, p. 11).

The second research project was undertaken by €iBrO’Brien, McNulty,

Morrison-Ngatai, Skews, Ryan, Hardy, Caskin and d3o@002) to address the
specific needs of mental health nursing. This nesearovides information in the
form of a report to the Health Research CouncieW Zealand. This study gathered
data from mental health nurses regarding what d¢atedi best practice. It does not

elaborate on how competency decisions are made.

The introduction of the HPCAA and competency-bageatticing certificates have

initiated considerable debate in the last five gealbout competency to practice,
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standards of practice, patient safety and puldiaility within the nursing profession.
Neither of the previously mentioned studies addréges complexity inherent in
expert nursing practice in the field of competedegision-making. This research is
important not only because of omissions in therdiire. No research has been
undertaken determining how educators and cliniciases the NCNZ competency
framework, the best practice standards to infornrmmetency decisions and

determine competence to practice, or how nurse® roakpetency decisions.

As a profession nursing needs to be able to askarpublic that robust methods of
assessing competence are used to ensure the phdligraduates from nursing
programmes are safe to practice. Understanding rmowes determine competence
and discovering the processes utilised will noyamdntribute to the body of nursing
knowledge about the practice of nursing, it wilsiasin identifying how nurses can
facilitate assessment of competency to ensuredit@bomes are valid and reliable

and that public safety is assured.

1.6 Organisation of the thesis

This study contributes a new perspective to theyboid nursing knowledge by
explaining how nurses manage the competency deeisaking process and
determine competence to practice. Chapter one f@sdpd an overview of my
interest in this subject and the significance @ tlesearch. Chapter two explores the
literature related to competence and methods afsassent. Chapter three outlines
the theoretical underpinnings of the research at@dduces the notion of symbolic
interactionism and its relationship to groundedotlge This explains the processes

inherent in grounded theory and provides methodcédgationale for the way in
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which the study was conducted and the methodsetili The research process and
details of the study aims, objectives, questiopation and participants, including
recruitment and ethical considerations are detane@hapter four. The substantive
theory of Critical Comparative Nursing Assessme@CRA) is introduced in
Chapter five. This provides an overview of the tiyethat emerged and identifies
parameters for consideration. Chapter Six is trst §if five chapters that lay out the
results of this enquiry. Chapters sixzdthering, seven Weighing up, eight
(Judging and nine Moderating each discuss elements of CCNA. These constitute
the various aspects of the substantive theory itigte up the model of CCNA,
explain the strategies that nurses use to managepthcess of competency
assessment, and the conditions that influenceGthiapter ten discusses the notion of
critical comparative analysis and how the basiciadoprocess ofcomparing is
integral to all aspects of the model, and centyahe competency decision-making
process. Discussion highlights conditions thatefice comparative analysis and the
quality of decisions about practice competence.pdreeleven concludes the thesis
by revising the research aims, highlighting the liogtions of the findings for
nursing, identifying the limitations of the studpdamaking recommendations for

further research.

1.7 Conclusion

The introduction of the HPCAA has initiated consalde debate about professional
accountability and competence to practice. The gmynfocus of this in nursing has
been on post-registration practice and has beeoceotrated on defining scopes of
practice and clarifying advanced nursing practaeNurse Practitioner roles (Millar,

2004). As nurses have hastened to protect the laosdf the profession and define
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standards for specialist areas of nursing (ICN,220dinistry of Health, 2002;

NCNZ, 2003, 2004b), little consideration appearbdge been given to the changing
health care environment and the implications this for undergraduate education in
New Zealand. Despite the review of competency reguents for entry to nursing

practice, there remains a desperate need to cldrdypractice expectations of
students at varying levels within nursing programmmand further consider the
impact of the changing heath care environment gairements and expectations of

practice for nurses entering the professions.

Clinical competence or ‘fitness for purpose’ of mewqualified nurses is an
important professional issue nationally and inteéamally. On examination of the
literature, it appears that there is no generalepted definition of competency and
that there is variation in the expectations of pcacfor the beginning practitioner
(Crookes, 2000; Diede, McNish & Coose, 2000; KPMZB0O1). While there is
considerable literature related to critical thinkiand professional judgment, and
Benner (1984) amongst others, has drawn attentioisstues surrounding clinical
decision making and the importance of expertiseresearch has been found that
explained ‘how’ nurses make decisions about practiompetence. For me, this
validated the need for further research to discoweat is happening regarding the
assessment of competency, and how competency alexisire determined that
ensure that graduates exiting from comprehensivsimy programmes are safe to

practice.

This chapter has introduced the area of interelntified initiating factors and
provided rationale for conducting the research. pidra two now presents

background literature related to the definition asdessment of competence.
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2.1 Introduction

This chapter discusses the notion of competencinititns and terms used to
describe the concept of competence, methods ofssiage and measuring
competence, and factors influencing the reliabibityd validly of assessment in
competency-based assessment. It should be notédhikasection of the thesis
provides background information only. In keepingthwigrounded theory, the
literature review conducted prior to the commenaanué the study was limited to
justifying and informing the need for the researcimiting the exploration of the
literature until after the concepts, properties aategories have emerged, ensures
that the emerging theory is free from the claimslenan the literature and prevents
issues related to forcing (Glaser, 1992a). Litemtreviewed in the process of
theoretical sampling occurring later in the reskamocess, has been treated as data
and woven into the theory. This is referred to ubsequent chapters explaining the

CCNA model.

2.2 Defining competence

A number of authors (Alspach, 1992; Bradshaw, 2@@&iman, 2006; Chambers,
1998; Cowan, Norman, Vinoda and Coopamah, 2005tG1993; Grundy, 2001;
McMullan, Endacott, Gray, Jasper, Carolyn, ScholesWebb, 2003; Milligan,
1998; Mustard, 2002; Watson, Stimpson, Topping,aoek, 2002) make reference
to the existence of multiple definitions of compete, and how nebulous the concept
of competence is. Cowan, Norman, Vinoda and Coopa@2@05) claim that lack of
consensus about the concept has contributed tg #md the confusing and

contradictory nursing literature on this topic. Theeonsistent use of the word
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competence and competency has added to this confuérhile (1994) makes a
distinction between competence and performance, amtludes competence is
dependant on clinical performance. Woodruffe (19%830 raises this point
suggesting that while competence is an aspectwdrk that can be performed, and
competency is the behaviour underpinning the perdmice of the work, the

distinction between the two is easily blurred. MdMn, Endacott, Gray, Jasper,
Carolyn, Scholes and Webb (2003), hold a similawsuggesting that the terms
competence, competency, capability and performameeall used interchangeably
and inconsistently in the literature. Pearson, détald, and Walsh (2002), concur
suggesting that the term competence has no onelaingefinable meaning. They
propose that the term competence describes theathastics and attributes that
underpin competent performance in an occupatiom #mat this may include

possessing insight and awareness of one’s own tisgpand limitations.

Wolf (1996) contends that differing perspectiveswticompetence can be attributed
to the rise of the competency-based movement. Tibisuggests, has resulted in the
concept of competence becoming over-defined, anfiecte the differing
philosophical position held on this subject. Cowldnorman, Vinoda and Coopamah
(2005) draw attention to the distinction betweerhdwoural and physiological
constructs including cognitive and affective skillhese can be seen in the many
definitions of competence and are reflected invéweety of words used to describe
these. They include words such as ability, sufficie adequacy, capacity and
transferability, which imply that competence is aestrated by the physical act of
completing tasks to a predetermined level of pemtorce. Other definitions make

references to the unobservable attributes, capagitiispositions, attitudes and
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values inherent in a profession, and suggest thiaipetence is also about having
knowledge, and acting in ways that are congrueti whe philosophical beliefs

underpinning practice.

Ashworth and Saxton (1990), contend that diffepregspectives of competence arise
because this is an act of human activity, and ohielwhas not yet been coherently
specified. They suggest that a significant contmitgufactor to the inconsistency in

defining competence is that “it is not clear whetlvempetence is a personal
attribute, an act, or an outcome of action” (p.N®tions to this effect continue to be
apparent in the literature, which reveals thretediig viewpoints about the nature of
competency and how it is assessed. Gonczi (199aiifies the debate by

categorising the varying perspectives on competeaxythe task-based, general

personal attributes and the integrated approaches.

2.2.1 Competence - Task-based perspective

The task-based or the behaviourist, approach couaiéges competence as a set of
discrete behaviours associated with the completibman individual task. In this
situation, the task becomes the competency anéddbessment of this is based on
direct observation of performance. In nursing, ge@eration of task checklists for
specific nursing skills, believed to demonstratenpetence to practice, provides a
good example of this approach (Bjork, 1997; Elzul&iSherman, 1995; While,
1994). The disadvantage of this form of assessimédhat it is unconcerned with the
connections between the task and the context atipea Neither does this take into
account the wholistic nature of nursing practiaethe individual circumstances and

needs of patients. Gonczi, Hager and Athanasou3jl3®ntend that those who
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follow this approach to competency assessment seEwWa as preparing graduates
to meet “task specified occupational competencydaeds” (p. 2). They argue that
the weakness of this approach is that “it is redadt, ignores underlying attributes,
ignores group processes and their effect on pedobos is conservative,
atheoretical, and ignores the role of professiofadgments in intelligent
performance” (Gonczi, et al., 1993, p. 2). Gond&894) concludes that this form of

competency assessment is inappropriate for conaképhng professional practice.

2.2.2 Competence - The general personal attributgerspective

The general personal attributes perspedinowledges the attributes of the person
undertaking the task. General attributes typicalipclude, knowledge,
communication skills, the ability to think crititwland analyse a situation, and more
recently emotional intelligence (Scott, 2003). Timederlying assumption of this
perspective is that the person who has these w#skwill be able to apply them to a
range of tasks in a variety of practice contextss Bpproach relies on the existence
of a generic set of competencies. Gonczi (1995)erumts that attributes underpin the
notion of competence, and because they are offerred to as competencies, this
results in competency being interpreted as the fopation of attributes
underlying...professional performance” (p. 5). HoweVe identifies that there are a
number concerns with this approach. He argues ‘thate is no certainty that
generic competencies actually exist” (p. 2) that eacount for the individualistic
nature of human activity, or that these could beliag across disciplines in
competency assessment. This view is supported Allidgier (1998), and evidence
produced by Benner (1984), and Darbyshire (1994ggest that high levels of

competence (professional expertise) are domainifspeleicMullan et al., (2003)
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further highlight this by drawing attention to ti@portance of context, and the
different ways of practising. Further to this, issuelated to objectivity of tools used
to assess personal attributes raise questions almlidity and reliability of

assessment outcomes.

2.2.3 Competence - An integrated perspective

The integrated approach “seeks to marry the geredtabutes approach to the
context in which [assessment] will be employed” §Gz, 1995, p. 2), and
incorporates the evaluation of attributes (quajtielentified by the professions that
are considered necessary for job performance, lmddcupational tasks associated
with the position. This acknowledges the knowleddslities and attitudes displayed
in the context of a specifically chosen set of pssfonal tasks appropriate to a

profession, and specifies expected level(s) oftm@ac

Gonczi (1995) argues that an integrated approafthedecompetence in a wholistic
manner that captures the richness and integratadenaf professional practice.
Using integrated definitions as a basis for thenidation of professional standards
of practice and assessment results in a more compseve evaluation of

performance. This and integrated competency assedésmethods incorporate the
idea of professional judgment with competence bdemonstrated by the “complex

structuring of attributes needed for intelligeperformance in specific situations”

(p. 2).

Benner (1984) describes competent practice as storgsiof conscious, deliberate
planning where the nurse sets priorities and igiefft and effective in routine

situations. She uses the words competency ancc@ady synonymously.
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As previously identified, the integrated approazitempetency assessment typically
includes the assessment of personal and professtinautes, and a set of tasks,
which wholistically reflect the components of thaer For assessment purposes in
nursing, components of practice are often organistal what are referred to as
domains of practice. Within these, standards o€tma are identified and form the
basis of performance criteria. These are usedfasrework to validate competence
and guide professional judgment about this. Thisfof assessment employs the use
of competency-based assessment methods to judgbextaeperson is competent or
not competent, according to the performance catétandards) set (Gonczi et al.,

1993; Rutherford, 1995; Wolf, 1996).

2.3 Competency-based assessment and professionahpetence

According to Hayland, (1993) competency-based ditutand training originated
in the USA during the 1960’s. This emerged in teaadducation during a time when
there was a need to make education and training mesponsive to the needs of
employers. Implementing competency-based educatmhassessment was viewed
as a method of raising the level of skill in therkforce, and more effectively
meeting the needs of industry (Rutherford, 1995jf\W®96). During the 1970s, the
USA Department of Health, Education and Welfare psufed the competency
assessment movement by encouraging colleges andersities to develop
competence-based curricula. This occurred in catjoim with health reforms, in
relation to health education, and was directedddtessing societal concerns about
the health care systems and standards of care.ldpavents in the USA greatly

influenced the United Kingdom and other countriddrassing similar issues at that
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time. These events contributed to competency-bassessment being used widely in

the health professions to determine practice coemggt(Wolf, 1996).

Put simply, competency-based assessment is thessasset of an individual's
competence against prescribed standards of penfmend raditionally, assessment
of competence has been conducted in two contekisselTare in the field of training
and education and in relation to performance revieweducation and training,
competency-based assessment methods are useége tes knowledge and skill of
the learner against the outcomes of an educatmogramme. This may be either on
completion of the programme, or on an ongoing bé#sieughout the course of
instruction. In the case of performance review, #mployee’s performance is
assessed against a job description and the orgianisagoals and objectives
(Rutherford, 1995). In both assessment situati@oesnpetency-based assessment
determines whether a person meets the prescribeodastds of professional

competence.

While the determining of continued competence isanfocus for this research, the
introduction of the HPCAA (2003) has resulted ignsiicant changes being made to
licensing requirements and issuing of practicingifteates. This has contributed to
the renewed interest in the concept of competearue how this is demonstrated and
assessed. It has also drawn attention to competsassd assessment and the

competence of graduates of nursing programmesiegtie profession.

In New Zealand, competency-based assessment medhedsed to assess student

competence. This employs a criterion reference aaggbr to assessment, where,
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performance is assessed against clearly specifigidomes. These represent
standards of practice identified by the professasnessential for successful (safe)
practice. Each competency standard is assessedidmally using criterion
referencing with the goal of assessing masterysegsmenbutcomes arising from
competency-based assessment are judged as competeat competent. Unlike
norm referencing, where the grading of work is bdage norms and results in the
individual's performance being compared against ff@formance of others,
competency-based assessment requires all stan@aigsia) to have been met in
order for a pass (competence) to be achieved. @yadi rejected and how an
individual’'s performance compares with that of othes irrelevant (Wolf, 1996).
While issues related to the interpretation of theel of performance raise some
concern (Andre, 2000; Ashworth, Gerrish, HargreavlesMcManus, 1999),
Ashworth and Saxton, (1990) claim that the undedypremise of competency-
based assessment provides a more objective assessipeople’s performance, and
therefore provides an accurate measure of an ohails capability and level of

competence.

The competency-based assessment process invol/esltbction and interpretation
of evidence of practice that demonstrates thanlegrhas occurred, and that the
required level of performance has been achievedhilihe traditional education
system, evidence of learning often takes the formwadtten assessments and
examinations results. These are matched with spemifurselearning objectives.
Collectively these should reflect the competentiesstudent needs to demonstrate
in order to successfully achieve the programmeeafring. In clinical practice,

sources of evidence extend to include: direct oflsgiem of work activities;
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responses to oral questioning; and written matdnaluding reports, reflective
journals, exemplars and self evaluation accouniso(G1993; Marara, 1998). As
with traditional sources of evidence, these aresidmmed in relation to the

performance criteria.

The use of an integrated approach, such as thatiloed by Gonczi (1995), provides
a more wholistic framework on which to conduct #ssessment of competence, and
a means for formulating a comprehensive set ofgsmbnal standards that can be
used to assess practice. However, consideratiotsreebe given to the notion of
professional competence, and how this is assesdezh va competency-based
assessment framework is used. When the two areinethbthe interface between
them causes tensions to occur that raise the defemplexity of the assessment,
and the decision-making needed to inform profesgdipmdgment. This may have an
impact on the reliability and validity of the asse®nt outcome (Gonczi et al., 1993;

Wolf, 1996).

Gonczi, et al., (1993) note that the use of thedwmarformance implies practice that
is directly observable. They argue that this igssuie in assessment of competence
as “competence is not directly observable, rathds inferred from performance”
(p. 6). They suggest that it is because of thig twmpetencies are defined as
combinations or attributes that underpin succegsfulormance. This may result in
interpretation difficulties when professional corgee is assessed (O’Connor,

Pearce, Smith, Vogeli & Watson, 1999; Rutherfoi@3; Wolf, 1996).
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Another factor to be considered is that standamis & profession are often
established at various levels to take into accaliffiering expectations of practice
(Wolf, 1996). For example, expectations of new gedd nurses, and those of
experienced practitioners in advanced roles, diied require specification of
performance level. As competencies are definedoatbmations of attributes that
underpin successful performance, they tend to badstatements that are vague,
and do not specify level. Because of this, theyadge often interdependent on other
competencies. For example, to demonstrate competencompleting a task the
person being assessed may need to demonstrate teoicgassociated with another
element of practice in order to achieve (e.g. cetmpd a dressing, and at the same
time educating the patient about the treatment)s itherefore important that the
assessor has a clear understanding of the perfeemaxpectations required. When
evidence of practice displayed in one competencgeisded to judge practice in
another, this process of decision-making callshenneed to make inferences. This is
an example of cognitive processes and how evidentaggregated to reach a final
judgment about whether competence has been achi@adf, 1996, p. 67). Wolf
(1996), elaborates on this concept further andliglgts the risk of bias affecting the

assessment stati ng:

As assessors do not simply match behaviour to sis&as criteria, they
utilise internalized wholistic concepts about whah assessment
outcome ‘ought’ to show, and about how far they take account of
the context of performance, make allowances, refesther evidence
about the candidate in deciding what they ‘reallyamt’. For example,
assessors will ‘make allowances’ for whether or amafuestion or task
was particularly difficult in evaluating the candids response (p. 67).

Another issue affecting the determination of leigethe “inherently high variability

in the context of the assessment” (Wolf, 1996,7). 6
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Neary (2001) found that, while it was considereganiant to assess students in the
practice setting, “trying to categorize it by usilegrning objectives that aimed to
match the various stages and levels, at which tilngest was expected to achieve,

was problematic for both college staff and pramtiéirs” (p. 7).

Further to this, when assessing professional cagnpet it should be noted that both

attributes and performance are linked. This melaais t

. attributes of individuals do not in themselvesisittute competence.
Nor is competence the mere performance of a sefiesks. Rather, the
notion of competence integrates attributes witHfgoerance. According
to this integrated conception, competence incotpsrnowledge, skills
and attitudes displayed in the context of a caleftiosen set of realistic
professional tasks or elements which are of an ogu@te level of
generality (Gonczi, et al., 1993, p. 6).

Registered Nurses hold a position of trust withoegisty. Public expectation is that
nurses are competent at point of registration dwdughout their career. This
includes personal and occupational competenceoRarsompetence concerns the
“...individuals personal qualities, skills, knowledgenotives and aspirations”
(Grundy, 2001, p. 261). These are attributes tmatperson brings to the role of the
nurse. Occupational competence focuses on perfmenélere, evidence is required
to demonstrate the individual's ability to perforto specified standards of
professional practice, and demonstrate that theyfiufor purpose’, and competent

to practice in nursing (NCNZ, 2004).

Consequently, where professional competency stdadae based on an integrated

approach, competence is a construct, which is ettty observable, but rather
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inferred from successful performance. Performanod abservation of this is,
therefore, important. Where competency standandsttly reflect an observable act,
the assessment of competence is easier than atigita that call for use of inference

in the interpretation of attributes such as valuesttitude.

Clinical competence is a complex phenomenon. Astpi@ers adapt their practice
to differing contexts, they call on the use of aety of attributes and often use these
simultaneously, with the use of some attributesidgp@nore overt than others. Where
inference is required to mediate decisions abootpaience, concerns related to the
need for sufficient evidence to justify judgmentbees an issue in assessment. The
experience of assessors is also of importanceydagrients concerning achievement
of standards will require interpretation of the wxt in which practice takes place,
the level of performance of the person being assessnd the expected level of

achievement for each standard (Rutherford, 1995).

The complexity involved in decision-making in regjdo these circumstances raises
questions about the effectiveness of using compgtbased assessment methods to
determine professional competence, and in partiguila relation to the assessment
of attributes such as values and attitude. AshwamthSaxton (1990) contend that:
Assessing involves the perception of evidence apetfbrmance by an
individual assessor and the arrival at a decismmcerning the level of
performance of the person being assessed. This isadically
interpersonal series of events, in which therengrmous, unavoidable
scope for subjectivity - especially when the corepeé being assessed
are relatively intangible (p. 23).

The assessment process is fraught with difficudtyd biases inevitably influence

assessment (Ashworth & Saxton, 1990). While otl{@wsnczi, 1993; Rutherford,
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1995) contend that this issue is overcome by hawviegrly defined criteria in
assessment, engaging in processes of continuoassassnt and utilising multiple
assessment forms (Nearly, 2000b; 2001), Ashworth Saxton (1990) argue that
prejudice and the interpersonal relationships duoe subjectivity. It is their belief
that the specification of assessment criteria iSkely to affect the degree of
subjectivity in assessment. This further highligidsues surrounding inference,
which is a necessary component of the decisionimggiiocess, and the influence of
assessor beliefs and values on the assessmentnautttodraws attention to issues
about the validity and reliability of competencysbd assessment used in
professional practice (Rutherford, 1995; Watsorim@son, Topping & Porock,

2002; Wolf, 1996).

2.4 Competency assessment in undergraduate nursing

Girot (1993) identifies that since the 1960s, theee been many attempts to
achieve more objective clinical evaluation of stuideurse competence. An increase
in the number of articles published about competermncides with the transfer of
nursing education from hospital-based schools @§ing to institutions of higher
education. According to Cowan, Norman, Vinoda amsb@amah (2005), this arose
because of the change in focus of nurse preparatiospital-based programmes had
relied on standardised syllabi focused on biomédighjects and practical skills. In
this setting, assessment focused on evaluatioaséiktand the personal qualities of
the student nurse. This included assessment ofl robeaacter, and how students
interacted with patients and colleagues. Accordo@radshaw (2000), this type of
training and assessment was designed to ensureirthatidition to examinations,

students possessed the personal attributes necéssaompetence.
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The move of nurse education to institutions of bighducation was driven by the
then perceived ritualistic approach of apprentigesype training to prepare nurses.
The advent of diplomas and degrees were perceivguidvide a wider knowledge
base, and foster the development of critical analyéical approaches to nursing
(Cowan, Norman, Vinoda & Coopamah, 2005; Watkine0®, and therefore
perceived to facilitate the advancement of nursikgcording to Chapman (1999),
while the transfer of nurse education to institasicof higher education equipped
students with broad generic knowledge, and fostdhed notions of reflective
practice and lifelong learning, this type of edumatdid not necessarily equip
students for the realities of the workplace envinent. Employers wanted graduates
to enter practice with a minimal need for furtheaining. Watson, Stimpson,
Topping and Porock (2002) contend that this hastritmted to competence
becoming a controversial issue in nursing. Grun@@0{) suggests that the
perception that the student’s practical skills aw&pt, resulting in being unable to
meet the demands of practice, and issues relatednpetency assessment are the

instigator of criticism of education for failing sdequately prepare graduates.

In order to ease tensions between the interestsnpifoyers and education, nursing
regulatory bodies advocated the adoption of a ctempg-based approach to assess
student performance, and specified competencid® tdemonstrated prior to entry
into the profession (Chapman, 1999). Integrated pmiency assessment methods
advocated by Gonczi, et al.,, (1993) have been widelopted to facilitate the
assessment of performance. This uses competeney-lzasessment methods, and
seeks to assess the combined practice knowledgeysianding, problem solving,

technical skills, attitude and ethics. Advantagéshas form of assessment are its
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ability to assess a number of different aspectsp@fformance simultaneously,
employ a number of different assessment methods, detcrease the number of
assessments undertaken by students required tondtnate competence in multiple

domains of practice.

Very few studies have been conducted in New Zealagadrding competency to
practice and assessment methods. These have Bigvimen discussed in Chapter
one. None of these have addressed the assessnuampétence of student practice.
On exploration of the literature, a number of intgional publications were found
addressing the notion of competence and issuetedeta assessment of this. The
foci of these are diverse and can be loosely catggbas addressing: requirements
for competence attributes and nursing skills fompetent practice; methods of
assessing competence, including the relationshipdaa critical thinking, reflective
practice and competence; assessment tools and maeesu of competence; and

iIssues related to the validity and reliability gBassment outcomes.

2.4.1 Competence requirementdttributes and skills

Several studies have been undertaken that foctiseoilentification of competency
requirements for practice, attributes and skillsg énow these can be assessed
(Badger & Rawstorne, 1998; Barker, Williams & Smi#©01; Bechtel, Davidhizar
& Bradshaw, 1999; Boxer & Kluge, 2000; Chapman, 49€lark, Owen &
Tholcken, 2004; Darbyshire, 1994; Fulbrook, Rolfdparran & Boxall, 2000;
Grundy, 2001; Meerabeau, 2001; O’Brien, O’Brien, Ndiity, Morrison-Ngatai,
Skews, Ryan, Hardy, Gaskin & Boddy, 2002; O’ConrRearce, Smith, Vogeli &

Watson, 1999; Utley-Smith, 2004; Watson, 2002; Wiasn, Hauck & Clawson,
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2002; Zang, Luk, Arthur & Wong, 2001). The majgpraf these have focused on
post-registration assessment of competence, addgmeetice and requirements of
specialty areas. Few studies have been founddbas specifically on determining
the requirements and attributes needed for studenisidergraduate education, or

newly registered nurses.

Boxer and Kluge (2000) undertook a study in Ausdréd determine the essential
clinical skills for beginning registered nursesisTidentified that the most frequently
performed clinical skills were those related towvemsal precautions for infection
control, vital signs assessment, management aivietrous therapy, administration
of medication, and a wide range of patient reldggiene skills. Although this study
did not attempt to measure the degree of competdan®nstrated by the nurses
undertaking these skills, or discuss how competén@ssessed, it raises questions
about the preparation of nurses and assessmentgdetence requirements for new
graduates. Boxer and Kluge (2000) suggest théhdustudy should be undertaken
to determine the critical skills that nurses needemtry to practice. Unlike the
majority of the literature reviewed, which portray@mpetency as being a reflection
of wholistic practice, and utilises integrated noety for assessing this, Boxer and
Kluge advocate a task-based assessment approagbeleto assess safe practice,

with the student’s ability to perform specific atal skills determining competence.

Utley-Smith (2004) undertook a study of new baasadate graduates to identify the
competencies needed in the health care environmeatoss-sectional survey was
completed by 365 nurse administrators. Findingseatad that six aspects of

competency were required for practice. These wenmgpetency in health promotion,
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supervision, interpersonal communication, direatecdhe use of computers, and
caseload management. While the findings of thiglystprovide an analysis of
requirements needed to fulfill a new graduate rafg] are important for curriculum
development, they do not address how new graduat®rmance in these tasks

might be assessed.

Clark, Owen and Tholcken (2004), collected datamfretudents about their
perceptions of competence in relation to measysarformance of nurses caring for
people with chronic illness in the community. Tisteidy was a preliminary work
designed to gather information that would laterused to develop an assessment
tool. It advocates using student perceptions td firore insightful ways to measure
how students are using course material. While tegearch provides insight into
student perceptions about competence to practi@e dpecific area, and presents a
tool to facilitate assessment, it does not addresg this is used or the processes

employed by assessors to make decisions aboubthpetence of students.

Badger and Rawstorne (1998) undertook an evaluaiudy of pre-registration
nursing students’ skills in life support. The stwdgs designed to assess competence.
This was limited to the performance of tasks asgedi with resuscitation, and did
not include assessment of student knowledge. Thay/sdentifies the importance of
competent practice, and the risk to public safesgudents are unable to perform life
saving procedures. It does not elaborate on therieriused in the assessment, and /
or how competence is measured. Like other studsisrk, 1997; Elzubier &
Sherman, 1995) that have attempted to addresssgesament of competence by

specifying tasks, there appears to be little comscy in the literature regarding
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these, with most of the literature focusing on texelopment of assessment tools

and methods of assessing practice as opposed tadrapetence is determined.

2.4.2 Methods of assessing competence

While observation of practice at the bedside haditionally provided the means of
assessing students (Bradshaw, 2000), the advéené afse of an integrated approach
has resulted in a wide variety of assessment msthmng used to evaluate
performance. These included the use of: simulagsgéssment, including objective
structured clinical examinations (OSCE); videoingqbice; case studies; critical
incidents; nursing care plans; portfolios; journgli critical reflection;and self and
peer assessment. While some of the studies desgribhe use of these methods
explained the utilisation of a single tool, a numbé these adopted an integrated

approach to assessment by incorporating multiglesssnent methods.

Pearson, Fitzgerald, Borbasi, Walsh, Parkes andaresic, (1999) advocate an
integrated assessment approach. This combinesytla@ol practice to formulate a
wholistic assessment framework. This is generallgbjgm orientated, includes
aspects of professional practice, incorporates desessment of a number of
competencies, and demands analytical ability amblpm solving. This form of

assessment is used in a number of professiongdinglunursing, medicine, dentistry,
physiotherapy, law, and accounting to assess peactompetence. Objective
Structured Clinical Examinations (OSCE) is an exi@ngb an integrated assessment.
This has been used widely to assess medical argingustudents. OSCE uses a
simulated practice situation to evaluate practieengetence in a controlled

environment. This addresses safety issues assbeidte practice in acute contexts.
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While simulated assessments such as OSCE provisightninto the student
capability in a controlled environment, practicentaxts vary. As a result, it is
believed that demonstration of competence in ottengedoes not necessarily equate
to practice competence in another. Furthermoret{ toatext may inhibit skill

transferability (Schoening, Sittner & Todd, 2006).

While there is a danger of inferring that compegemt a simulated assessment
setting will be commensurate with that in the practontext, positive evaluations of
the use of OSCE and other forms of integrated ass&# utilising simulation have
been reported (Andersen & Booth, 2006; Badger & ®Rame, 1998; Priest &
Roberts, 1998; Schoening, Sittner & Todd, 2006; té/al& Adams, 2002). These
provide valuable information about the organisaibbrihis type of assessment, and
give detail of the types of scenarios presentedttinlents and the tasks assessed.
They do not however, elaborate on whether the atialu process increases the
student’'s knowledge and skill acquisition, and st riot clearly explained how
differing levels of performance are accounted fothe assessment process, or how

these are used to determine student competence.

Videoing student practice is described by Wintddsuck, Riggs, Clawson and
Collins (2003), and Campbell and Williams (2007) asmethod of assessing
development of practice. Videoing has been useddurcational settings since the
1960s as a method of facilitating discussion, obsgr role models, and for
providing students with feedback on their perforoenLike OSCEs, videoing
student practice incorporates simulation and pewid safe practice and learning

environment. The advantage of videotaping over O$CIEhat this removes the
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distraction and stress impacting on performance nwtiee assessor is present.
Winters, Hauck, Riggs, Clawson, and Collins (20@8im that this technology is an
effective method for teaching and assessing compete As a formative
assessment method, the opportunity to view one’s pvactice and / or having
multiple opportunities to work through practice Iplems, is a valuable means to
assist students to address deficits, and developidemce in practice. Similar
practices have been helpful for teaching and asgp€&PR (Badger & Rawstorne,

1998; Campbell & Williams, 2007).

While this innovative method of assessment provigiesther means of observing
practice, Winters, Hauck, Riggs, Clawson, and @sll{2003), identify limitations
regarding its use in the assessment of competdinay. found that some skills are
not easily evaluated using the video method. Famgite, skills such as medication
administration could be performed correctly withnyavariations. This highlights
the difficulty of assessing competence and usingpiency-based assessment
methods to determine competence. Because of thersity in methods, and
requirements of treatment, nursing care and theoapp taken by the student may
be different to that specified in the criteria fassessment. The nursing practice,
however, may be appropriate and safe. Similar ssswe apparent in other forms of

simulated assessments such as OSCE.

In order to overcome this and manage the subjégigsociated with inference, the
assessment criteria needs to be extensive (Rutberi®95). This may not be
applicable to all scenarios and raises questioostdimw the assessment is managed,

if all criteria are not achieved. It draws attentto issues related to the reliability and
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validity of assessment. These issues have challengesing education to move out
of the laboratory and use the clinical setting feaching and assessing practice
(Bjork, 1997). Winters, Hauck, Riggs, Clawson, &uallins (2003) also found that
skills that required observation of fine motor mments are difficult to video, and
while the use of self and peer assessment waslugedy noted that students tended
to work with peers who had similar abilities. Thesulted in peer partners making

the same errors and evaluations that did not alnefiect performance.

Written documentation, such as case studies (J&&heridan, 1999), critical
incidents and nursing care plans (Wilkinson, 200dungblood & Beitz, 2001) can
be used as both teaching and assessment toolse pheade an opportunity for
students to make explicit their ability to problesolve, think critically, assess
patients, respond to problems, plan care, and dsimade nursing and scientific
knowledge. Documentation such as that describedveabaiso provides the
opportunity to assess the student’s ability to camicate in a logical, clear and
concise manner. Piercey (1995) argues that, basethformation embedded in
written materials, nurse educators can draw coiwlgsrelated to cognitive and

affective domains underpinning practice.

Critical incidents provide a method of assessingdesit practice in relation to
specific practice episodes. Here, the focus oésssent is on judgment and / or
action. These forms of theoretical assessment earséd as tools to assess students’
problem solving and analytical abilities (Beverigdg803). While there is potential to
use these to determine competence, their usegslyaassociated with theoretical

components of educational programmes. The weigitrdputed to these academic
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tasks, how these are applied in the assessmermngbatence, and how they align

with practice and the competency standards, i€hangnexplained.

Literature was also found discussing the link betwvesvidence-based practice,
critical thinking, nursing knowledge and competetayracticgFrench, 2002; May,
Edell, Butell, Doughty & Langford, 1999; Maynardd96; White & Taylor, 2002).
This highlighted the contribution of reflection gmactice, and the crucial role this
plays in facilitating learning (Benner, 1984). TWedue of incorporating reflection in
competency assessment methods, is that it prothgeassessor with the opportunity
to determine the degree of insight that the stugessesses, their ability to transfer
learning that has occurred in the class room iméoclinical situation, and the ability

to recognise the relevance of this to developiragfice.

Journaling, and the use of self-evaluation andcatitreflection techniques, are
advocated as methods for enhancing the developrokrgractice competence
(Walsh, McAllister, & Morgan, 2002). The use ofefie techniques is widely
reported in nurse education and used to facilitaical thinking and knowledge
transfer (Beveridge, 2003). While studies identihe value of reflection, self
evaluation and the development of critical thinkagybeing essential for competent
practice (French, 2002; May, Edell, Butell, DougBtyangford, 1999), the majority
of studies reviewed focused on the use of theseitat in the development of
diagnostic reasoning and clinical decision makiNghile these studies make
reference to the relationship between reflectiottical thinking, and competency
standards, the criteria for assessment and howishapplied to assess practice

competence, is not thoroughly explained.
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Karlwicz (2000) claims that while used extensivédy recording experiences and
achievement of competencies for registered nutbese is a growing interest in
using portfolios as a method of evaluating studempetence. These can be used to
showcase course work that demonstrates the attatnnoé professional
competencies, as well as demonstrating the realsaf personal and educational
goals. Portfolios provide the opportunity for stntdeto illustrate their ability to
synthesise and use research findings, and applfegsional standards. These
methods, however, are criticised for being timestwning to produce and to mark.
According to Karlwicz (2000), despite their popitlgr and the contribution
portfolios can make to determine competence, thaye hlimitations that draw
attention to their validity and reliability. Karlez (2000) asserts that there is a lack
of research-based evidence that supports the dletnportfolios can be used to
assess overall performance. Issues related tordiditye are also of concern, as are
the marking of the portfolio, and discrepanciesMeein assessors. Further to this the
lack of standardised measures raise questions atietrater reliability, and whether

portfolio analysis can produce accurate predictedmsut competence to practice.

As previously identified, there are a number ofetént methods that can be utilised
to inform decisions about competence. Neary (20@W®1) advocates continuous
practical assessment, and argues that having heutigportunities to assess over a
period of time, and utilising different methodssuilts in a greater likelihood that this
will be objective. Neary contends that using a etgriof methods increases the
amount and variation of evidence on which to makégssional judgment. This is in

keeping with an integrated approach, and assistetarmining whether students

possess the skills, and attributes necessary fopetent practice. While this would
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appear straightforward, conflicting opinion, thelaof an accepted definition of
competence, and issues concerning the measurefeetfarmance have resulted in

the development of a plethora of tools to assedsnpeance.

2.4.3 Assessment tools and measurement of competnc

Problems concerning the measurement of competehee,dissatisfaction with
existing assessment tools, and the need for competessessment methods that are
fair, valid and reliable, have driven the liter&woncerning competency assessment
in nursing. This has primarily been focused on #ssessment of undergraduate
students, determining competency requirements ity do professional practice,
and the development of tools to assess this. Windalevelopment of task checklists
are helpful (Bjork, 1997; Elzubeir & Sherman, 1998hile, 1994), by identifying
elements of practice that are considered essdntitie safe delivery of care, the
issue of measurement of practice remains problem@iindre, 2000; Buckingham,
2000; Freeth & Nicol, 1998; Horsburgh, 2000; Ne&§01; Nicol & Freeth, 1998;

Robb, Fleming & Dietert, 2002).

Bondy (1983) sought to address this issue by deusdo criterion-referenced
definitions for rating clinical performance. Thedefinitions provided a framework
for grading performance according to specified Ilevef practice. Each level is
assigned a numerical value. This is recorded agspesified criteria of performance
that represents various elements of practice. Scame tallied with the outcome of
the calculation designed to determine the levedtoflent practice, and whether this
meets the prescribed level. The assessment tdetlmical, and using this is time

consuming. The exclusiveness of the criteria amthterpretation raise similar issues
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as those previously discussed. This includes cargleout interrater reliability, and
whether the outcome of analysis can produce acepradictions about competence

to practice.

O’Connor, Pearce, Smith, Vogeli and Watson (199@dentook research to
determine the competence of newly qualified nur$égy used rating scales in an
attempt to overcome the subjective nature of assa®s While they were able to
compare senior nurse’s expectations of the levaloofpetence of newly qualified
nurses with those of preceptors conducting compgtassessment, they identified
the need for consensus about what is an acced&adkeof performance for newly
qualified nurses. They concede that in order tamede competency by objective
means, further development of their tool was regfljiand advocated that research
should be conducted to compare methods and deterooimpetence of practice on

qualification as a nurse.

The adequacy of some assessment tools to assegpeteone, including personal
attributes, and requirements for specialty praciiceas have been raised by some
authors (Buckingham, 2000; Chambers, 1998; Dol@032 Smith, 1997; Waddell,
2001). While tools provide sources of evidence timaty be useful in informing
decisions, they do not address issues related wodssessors use these to inform
decisions, and how they know that practice is cdenge While competency-based
assessment is designed to be objective, the assmripat the influences of being
human are set aside, and that competency-basedsassd is free of norms is
challenged by some (Wolf, 1996According to Girot (1993) using rating scales is

open to different interpretation, and have beeticeged for their lack of reliability.
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Attree (2006) argues that “no toolkit of standaedisoff the shelf’ valid, reliable and
sensitive measure exists to evaluate performanre340). Mahara (1998) and Wolf
(1996) support this position arguing that the dyiwamature of the context of
nursing, and the uniqueness of caring for indivisudave resulted in no one
assessment method being found that can successfufljuate overall clinical

competence.

2.4.4 Validity and reliability of assessment

As previously identified, a diverse range of tomsequired to assess the different
aspects of practice. The variation in tools hasegiconcern about the consistency of
assessment, and whether judgements arising frose tt@n be generalised (Dolan,
2003; Girot, 1993; Smith, 1997). The literature @as with publications which
discuss the thorny issue of subjectivity, and preseplethora of assessment tools
that have been developed and abandoned in the tueastercome this problem
(Woolley, 1977). Chambers (1998) argues that “takdity of tools used to asses
clinical competence are difficult to establish, mmgkobjective assessment complex
at best, and impossible at worst” (p. 201). Theesolved issue of valid and reliable
assessment methods to determine competence hésdeasihe search for valid and

reliable methods of assessing competence.

Norman, Watson, Murrells, Calman and Redfern (2@0®)ertook a study to assess
the reliability and validity of tools used to assestudent competence in the United
Kingdom. This study spanned two years and colleeagskssment data from 257
nursing students and 43 midwifery students studinnigur educational institutions.

Correlational analysis of data showed that thers htthe or no relationship between
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most of the competence assessment tools used. Natral., conclude that there is
no single method yet determined that is approprifiie assessing clinical

competence. Attree (2006) supports this positiord elaims that this is because
assessment tools are developed on evidence thatgsly derived from small scale,

single case studies, [with] the majority of measureing self devised” (Attree, 2006,
p. 640). She contends that this results in assedsoiepractice being based on
invalidated tools of unproven reliability, and th#te results are often not
generalisable. This raises concern about the amsessnethods used in nursing,
whether these are accurate predictors of competemckif professional standards
and public safety can be assured by their use.g¥arance can be drawn from the

literature to support that this so.

2.5 Conclusion

This chapter has highlighted that much attentios baen given to defining

competence and addressing the difficulty surroundiesessing students’ practice
performance. Girot (1993) identifies that issuesainding the validity of assessing
practice competence have presented in the litergince the 1960s. Forty-five years
on, the commentary about competency assessmentpiaesice, and the need for
assessment methods that are reliable and validncentAssessment of clinical

practice is intended to ensure occupational andfepsmnal standards are
maintained. The nursing profession is accountabbotiety, and by inference, those
who undertake clinical assessments are accountablensure that assessment
processes are robust and public safety can beeaksgtiarding & Greig, 1994).

While a number of different competency assessnuais have emerged to guide the

assessment process, Attree (2006) argues thatsasseseed valid and reliable
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assessment tools to evaluate knowledge, and itBcafppn to practice. This is
difficult to achieve in healthcare contexts, where complexity of practice results in

confounding variables that are difficult to control

The literature presented in this chapter has eggldhe notion of competence,
competency-based assessment, methods of assessipgtence, and issues related
to the reliability and validly of assessment outesmWhile this supports the notion
that nurses are able to take account of the comtplet practice and real life
situations (Benner, 1982; 1984; Benner & Tanner87)9 it highlights the
deficiencies of current methods of assessment,daed not adequately reflect the
process involved in making complex judgements. tmes it provide an explanation
of the processes underpinning the assessment gbetente, how nurses measure
practice performance, and / or account for howsdess about competence are made
in differing care contexts. Until the processed teamonstrate how nurses do this are
revealed, issues related to the reliability anddugl of competency assessment

processes, and decision making will remain unresblv

According to Athree (2006), theory provides the Wierlge base in a discipline. It
can explain processes, conditions and factors @natimportant for facilitating
understanding. There is a need to development amrerate methods of assessing
competence and facilitate the management of thesasgent process, to ensuring
that professional standards and public safety eegted. Theory explaining what is
happening regarding the assessment of competerumargfieting students will assist

nursing to address this and the issues raisedsichiapter.
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The next chapter presents the theoretical undamgarof this research and outlines
how grounded theory, underpinned by the tenetsywibslic interactionism, is an
appropriate methodology to have been employed is1 rfsearch to discover how

nurses determine the practice competence of comgleBN students.
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methodology and methods

3.1 Introduction

Theoretical perspectives inform research methododogl methods. These guide the
way in which a study is conducted (Crotty, 1998)ohded Theory (Glaser, 1978;
Glaser, 1992a, 1992b, 1996, 1998; Glaser & Strdl®&) underpinned by symbolic
interactionism (Blumer, 1969) was the methodologgdifor this study. In order to
enhance understanding of the methodology and methsdd in this research, this
chapter discusses the philosophical issues undengirthe research methodology

and methods utilised.

3.2 Theoretical underpinnings of the research

Different ideas about the aims and methods of rekehave given rise to some
friction and disagreement within the research comtguThis has arisen as a result
of criticism of the positivist approach to researthe positivist approach to research
is one which focuses on ‘hard facts’, natural pimeoca and scientific methods. It
lends itself to quantitative methods and statistacewlyses. The empirical nature of
the positivist approach is one of its most impdrteratures (Davidson & Tolich,
2003). This is characterized by the research pruresd which aim to demonstrate
how results are obtained and the ability of thesde replicated (Polit, Beck &

Hungler, 2006).

For some time now the scientific method has beeuntiazed and criticized by
philosophers, scientists, creative artists, samidilcs and social scientists (Cohen &
Manion, 1994; Davidson & Tolich, 2003). Since thelmineteenth century the core

ontological and epistemological assumptions of sheentific method have been
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challenged. Its reductionist, objective, mechaniatid empirical nature has become
transparently inadequate for examining naturallguodng phenomena involving
people (Polit, Beck and Hungler, 2006). Individliaés, minds and social realities

cannot be accounted for using a positivist appréachsearch in the social context.

Nursing education occurs in a complex, multifacetedcial context. There are
differences between the people involved, and timesas in which clinical teaching
and learning take place. All clients are differemd require differing levels of
nursing skill and intervention to achieve posithealth outcomes. The contexts of
research in this arena are diverse, multi-dimerdicand comprise numerous
variables. Many of these factors are impossiblectmtrol, thus rendering a
positivistic research approach inappropriate. Fcational and nursing research, an
alternative approach would seem more appropriate, that caters for specific
situations and provides rigorous and valid datal which takes into account the

‘real world context’ of the subject of study ane theople involved.

In recent years, there has been a tendency fomgurssearch to adopt interpretive
and critical paradigms using qualitative methodsaiDson & Tolich, 2003).
Interpretive enquiry is regarded as humanistic arwblistic with regard to its
treatment of people. It is premised on certaindamental principles, which

distinguish it from positivist inquiry. According BBassey (1999)

Interpretive researchers reject the positivist®withat the social
worlds can be understood in terms of general stetémabout
human actions. To them the descriptions of humé#orecare based
on social meanings...people living together interphet meanings
of each other and these meanings change througgd sdercourse

(p. 43).

45



Chapter 3: Theoretical underpngsi, research methodology and methods

Therefore, understanding a social act cannot bercid from the socio-cultural
circumstances (Mezirow, 1996). Davidson and ToligB03) contend that “[The]
interpretive approach is the systematic analyssoofally meaningful action through
the direct detailed observation of people in natgeditings in order to arrive at
understandings and interpretations of how peopdater and maintain their social

worlds” (p. 26).

Cohen and Manion (1994) assert that an interprefpg@oach takes into account the
individual, has a focus on action (behavior withameg) and from a theoretical
perspective, theory is emergent. As in groundedriheheory follows the research
and does not precede it. Interpretivists seek tterstand the lived world from the
viewpoint of those who ‘act’ in it (Singleton & &its, 1999). The roots of grounded
theory can be found in the interpretive traditidnsgmbolic interactionism, which

speculates on issues related to human behavioteu{girt, Speziale & Carpenter,
2003). For this reason, grounded theory, a metloggolpositioned within the

interpretive paradigm, was selected as the metlggdbr this study.

3.3 Symbolic interactionism

Underpinning grounded theory, symbolic interactsomiembodies the tenets of the
interpretive paradigm and is a branch of interpeesociology. It was developed in
reaction to the grand functionalist theories of ialocaction that dominated
sociological thought during the mid nineteenth oent(Bowers, 1988, Charon,
1998). Developed originally by George Herbert Methe, intellectual development
of symbolic interactionism was influenced by mamgislogists, philosophers and

psychologists, most of whom were closely associatgld the Chicago School of
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Sociology. Of these, Herbert Blumer comprehensivaiticulated the work of
George Mead and developed Mead’s ideas further éBewi988), coining the term

symbolic interactionism in 1937 (Blumer, 1969).

Symbolic interactionism aims to explain social actibby understanding the ideas,
values, interpretations, meanings and the socidldvwad individuals (Charon, 1998).
It is underpinned by three assumptions. Thesehangan beings act towards things
based on the meanings things have for them; mearisgs from communication
with others and facilitates the construction off;selhd people use interpretive
processes to deal with the world (Blumer, 1969)isTtheory of social action is
organized around three central concepts. Thesehareelf, the world and social
action (Blumer, 1969; Bowers, 1988; Stryker, 198Q)Meads theory,the self’is
composed of two components, these being the ‘I'thedMe’. The ‘Me’ is that part
of self that can be identified and talked abouisltonceptualised as the object of
self-reflection, while the ‘I' component is the leftor. Self-identity emerges from
the social interactions of humans and is adjusteldnaodified in changing situations.
“Mead regards this ability of the human being to tagvard him-self as the central
mechanism with which the human being faces andsdedh the world” (Blumer,

1969, p. 80).

According to Mead’s theory, rather than being thggical world, the world’ refers

to the social world that is interpreted and expergéel. The term ‘object world’ is
used to describe the world as individuals intergirtdth symbolic interactionism, an
object is anything that can be named, described rafidcted on. This includes

“everything from physical objects to abstract cqise Anxiety and professionalism
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are no less objects than are chairs and hats.heasyimbolic interactionist, objects
have no inherent meaning. Their meaning is derivech how people act toward

them” (Bowers, 1988, p. 38).

As individuals define the meaning that objects hfavehem, the meaning of ‘things’
may vary from one individual to another and mayngeover time. As a result, what
is reality for one person may be different for deot “This notion of multiple
realities precludes the development of anythingamable to operational definitions
used by other research methods” (Bowers, 19889)p.The prime objective of an
interactionist as a researcher is to discover ¢adities of people, the nature of the
objects in their world, their experience of thatrldcand how the process of social

interaction directs their behaviour and actions.

According to Mead, the processes of social inteacind Social action’occur as a

result of a series of events and processes thatgkice among individuals in the
context of the social world (Blumer, 1969). So@ation helps individuals to learn
the meanings of ‘objects’ by observing and inteipgehow others act and react to
these. In doing so, emersion of the individual e tsocial context assists the
construction of self, and reality facilitates urgtanding, directs behaviour and

assists people to predict the behaviour of others.

Symbols such as verbal and non-verbal gesturegrdesi objects within the social
world. Symbols, which have a shared meaning, allp®ople to interact in
predictable and meaningful ways (Gladwell, 20059nguage is an example of a

shared symbol, which facilitates understanding andial action. In addition,

48



Chapter 3: Theoretical underpngsi, research methodology and methods

because of their shared definitions and object dgprtultures and religions once
internalized, also facilitate understanding reaglin norms and conformity of action

(Bowers, 1988, 2003; Gladwell, 2005).

Social (symbolic) interaction is “a complex actiweries of social processes
involving the fitting together of lines of behavioof the separate participants”
(Blumer, 1969, p. 70). Symbolic interactionism pd®s the researcher with the
framework to unravel the social context. By focgsom the individual rather than on
the social system, the ideas, values, experienderealities of people, from the
perspective of their world can be discovered, dred grocess of social interaction
and how this directs behaviour and actions carxptamed. In order to achieve this,
analysis begins with the individual rather than theger group or system. The
direction of analysis is from the individual up dbgh social groups, organizations
and institutions. This is in contrast to grand tiss, who begin with theory and
attempt to validate it empirically working from ti@ down through the system and

its parts to the individual (Bowers, 1988).

Taking a symbolic interactionist approach usingugied theory, acknowledges that
the participants in this study would be influendsdtheir backgrounds. In addition
to family, culture, education, personality and othariables that constitute the
individual and society generally, the participantsuld also be influenced by their
nursing education and experiences within the spakhursing. This is important as
this influences the participants’ understandingcompetence in nursing and how

they assess this.
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3.4 Research methodology

3.4.1 Grounded theory

The development of the grounded theory approacinedited to Barney Glaser and
Anselm Strauss who, like others connected with deeelopment of symbolic

interactionism, were associated with the Chicagmo8kof Sociology. According to

Schreiber and Stern (2001), “Grounded theory isagomqualitative method...that
has made a significant impact on the developmesboial theory and more recently

in nursing research”(p. 1).

Since the development of grounded theory in 196i¢ tesearch method has
continued to evolve. Two dominant schools of thduigiive emerged over recent
years. These are primarily the result of differoinions and approaches to process
between the two original authors. Strauss and Gw1§1998) introduction of coding
matrix and dimensional analysis has been criticiaedhaving reduced the rich
complexity of grounded theory as described by Glasd Strauss (1967) “to a linear
and formulaic recipe” (Schreiber & Stern, 200156). Others have interpreted this
framework of analysis as forcing data and being elpfl to the constant

comparison analysis method (Glaser, 1992).

Regardless of the approach used, the aim of grautigery research is to explore
social processes that present within human interactt was developed for the
purpose of studying social and psychological phesman(Glaser & Strauss, 1967).
The primary purpose of grounded theory is to dgvelotheory about a dominant

social process (Giddings & Wood, 2000; Streubgrgztale & Carpenter, 2003).
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Theory is generated from an inductive approach,clwhallows whatever is
theoretically relevant to the population under gtud emerge. The goal of a
grounded theory researcher is to discover theaidBticomplete explanations about
particular phenomena. In doing so, fundamentakpattand processes that occur in
social life become apparent. Because of this, gtedrtheory is a useful method for
research in areas that have not been previoustifestlor where there are gaps in
understanding and new perspectives might be bealefihenitz & Swanson, 1986;

Schreiber & Stern, 2001).

3.4.2. The research process of grounded theory

Despite there being varying versions of how to utadke grounded theory research,
the fundamental elements guiding the research pso@e considered to be
theoretical sensitivity, constant comparative asiglytheoretical sampling, use of

literature and memo writing.

3.4.2.1 Theoretical sensitivity

Theoretical sensitivity is the process by which tegearcher guards against potential
biases that can threaten the rigour of the studg. the “ability of the researcher to
think inductively and move from the particular @gato the general or abstract”
(Schreiber & Stern, 2001, p. 60). Development adotietical sensitivity requires
practice (Glaser, 1992a). It helps diminish potdnbias from the researchers’
background and prevents premature closure of thdewglopment in favor of the

researchers’ personal beliefs and ideas.
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To develop theoretical sensitivity, the researchmrst recognize and constantly
challenge their personal ideas about the studyctd@emoing is advocated as a
method of promoting theoretical sensitivity (Glas#®78, 1994, 1998; Glaser &

Strauss, 1967; Schreiber & Stern, 2001). The reeeamemos their understanding,
assumptions and personal ideas about the topicr istdey and sets these aside to
compare against the data at a later date. Thistithe same as bracketing used in
other interpretive methods. In grounded theory y@hang is data (Glaser, 1998)

including the experience of the researcher, whiciicknowledged and recognized as
being unable to be removed from the research psoc&iaser (1992a) argues that
personal experience with the phenomena under ssudtal to the analysis’ process

and aids the researcher in identifying importafbrimation arising from the data.

Theoretical sensitivity assists the researchereteal degrees of difference in the
data, and be responsive to this. By being ableskojaestions of the data and remain
open to impressions, the researcher engages imceg¥ of constant comparative
analysis. This allows for the emergence of thebat ts grounded in the data. This

process is central to the method of grounded theory

3.4.2.2 Constant comparative analysis

Constant comparative analysis (Glaser 1992a, 188&er & Strauss, 1967) is used
to analyse data gathered from a variety of sourdéss process requires the
researcher to engage in a systematic process wlateare compared to determine
similarities and differences. Using a Glaserianugded theory approach, constant
comparative analysis is used in three levels ofrgpthat result in the generation of

theory. The levels of coding are known as firstosel and third level coding.
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First level codes are often referred to as in vimoppen codes. Reading through an
interview transcript or other documents and cahg®xamining the meaning of what
the participant or author has relayed, identiffesse. The content of the data is coded
by fracturing it into abstract segments. First legcedes contain the smallest
conceptualized portions of data. When undertakimgt flevel coding, constant
comparative analysis is used to compare incidetit Wwcident to identify similarities
and differences. The names given to the codesgrisom this process are often

words that the participants used to describe #hgerience.

Second level coding commences when the researasteres similarities in the
concepts identified in open coding and incomingaddthe goal of second level
coding is generation of “an emergent set of caiegand their properties which fit
the data, work, and are relevant for integratirtg m theory” (Glaser, 1978, p. 56).
To achieve this the researcher examines and ceHBafisst level codes into

categories.

When the researcher has successfully collapsedfitbe level concepts into
categories, the focus of the analysis changes aming the relationship between
and among the categories (Schreiber & Stern, 200hj)d level coding then
commences. At this stage of the analysis, hypothabeut the emergent categories
are formulated. Theoretical codes assist this le¥elnalysis. Theoretical codes are
emergent and “weave” the fractured story back togret‘They provide models for
theory generation and emerge during coding, memairdysorting” (Glaser, 1998,
p.163). Development of theoretical codes enhanee I¢hel of abstraction and

complete the concept formation phase by concepioglihow the categories
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interrelate, and account for resolving the partiofis main concern (Glaser, 1998).
Using theoretical sampling, these are tested arttl fumrther data collection and
analysis the researcher confirms categories and phaperties. To achieve this the
researcher engages in inductive and deductive itignkprocesses. Constant
comparative analysis is central to all levels dodlgsis including coding and sorting

memos in grounded theory.

3.4.2.3 Theoretical sampling

In grounded theory, theoretical sampling is a déde@rocess undertaken to delimit
the collection and analysis of data, and verify piheperties of categories. It is the
process whereby data are collected, coded andsauthkimultaneously to generate
theory. It is directed by the emerging codes andgmies and “is the ‘where next’ in
collecting data, the ‘for what’ according to codasd the ‘why’ from the analysis of
memos.” (Glaser, 1998, p. 157). As categories gajefthe researcher targets
certain groups or subgroups for data collection.tést and refine emerging
categories” (Schreiber & Stern, 2001, p. 64). Bgkasy different perspectives on a
topic, the researcher is challenged to developaggions for the variation in the
data and to unify them at a more abstract level theory. To assist in raising the
level of abstraction, memoing or diagramming isenaken throughout this process
to record ideas.

During theoretical sampling the researcher explorese than one data source
(including literature) to provide a wide perspeeton the phenomena. This may lead
to exploring the topic of study in other groupsamcumstances to elaborate and
saturate categories. Theoretical sampling continumés saturation has occurred and

no new information is identified. As a result bkoretical sampling and constant
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comparative analysis, concepts emerge which integategories. These validate the
relationship between categories and the contexhinvitvhich they occur. This
process reveals the Basic Social Process (BSP)caseacategory, which accounts

for the most variation in the problematic patteemly researched.

There are two types of basic social process. These basic social psychological
process (BSPP) and a basic social structural pso@SSP). Both should explain
rather than describe the phenomena under studyeTée described as “a central
theme or concept that holds all the data togetf®t&rn & Pyles, 1986, p. 7). The
core category or BSP reoccurs frequently in tha dat reveals the process used by
the participants to resolve a social problem ornphneena. A BSP “has clear and
grabbing implication for formal theory” (Glaser, 78 p. 95). It has the ability to
accommodate change over time and is labeled asuadyéhat embodies the actions
of the participants. The BSP illuminates the mahdviour of the participants in the
substantive area of enquiry and explicates “whajagg on in the data” (Glaser,

1978, p. 94).

3.4.2.4 Memoing

Memoing commences during the research planningstagd continues throughout
all phases of the research process. According ase€1(1998), memos keep track of
the emerging theory. They consist of the reseaishdeas and theorising about
substantive codes and their relationship to thergeme theory. In short, they

“capture the meaning of conceptulised ideas” (G|ak898, p. 178), and may vary

from being a few words to a detailed account ofrdsearcher’s thoughts about data,

and the development of the research. As the rdsgammceeds, memos become
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increasingly theoretical, suggesting relationslapgng the categories and concepts
(Schreiber & Stern, 2001). Memos provide an audill bf process and decision
making through the research, sorting these menussthe development of theory

and the writing of the final research report.

Diagramming is another form of memoing, which assike researcher to reflect on
and understand the relationship(s) between emergabegories of data. Diagrams
may take the form of scribbles or arrows with wondsually putting ideas together
in this manner can assist the researcher to igewtifat is missing, identify causal

relationships and progress theory development.

3.4.2.5 Use of literature in grounded theory

Although it is accepted that the researcher’s agpee is part of the research and
they cannot “unlearn” what is already known, th&ea risk that conducting a
literature review in the area of interest priorth@ commencement of the research,
may influence the researcher to superimpose preogtt ideas onto the data. To
avoid this, Glaser, (1978, 1992a, 1992b, 1998),s&land Strauss (1967), and
Strauss and Corbin (1998) advocate avoiding aatitee review or limiting this to
validating the need for the area of study. Altékedy, to promote theoretical
sensitivity, they suggest reading related and atedl professional literature to
expand one’s ideas about issues surrounding thee @frenterest. Once the core
category or BSP is revealed and the grounded theetlyformulated, a literature
review in the substantive area can be undertakiedirfgs from this are woven into
the theory as additional data for constant comepariscontributing to theory

development.
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3.5 Methodological rationale - Why grounded theory?

Symbolic interactionism theory described by Mea®6@) and Blumer (1969)
provides the theoretical underpinnings of grounitetry. Both encourage processes
of inductive reasoning, emphasise the importanci@dry grounded in reality and
allow what is relevant to the participants to emnger§oth symbolic interactionism
and grounded theory place social interaction ardab@rocesses at the center of
attention. When used as a theoretical point ofregfee, symbolic interactionism
lends itself well to studying issues associatedhhie nursing profession (Schreiber
& Stern, 2001). As a tenet of the interpretive pagm, it provides a theoretical
perspective for studying how individuals (nursedgiipret ‘objects’ and situations in
their world. In nursing, the shaping of self, ahd adjustment of behavior to varying
situations is the end result of the process ofadanteraction within the profession
(Benner, 1984). Failure to meet the social cond#i@f nursing may indicate to
others (nurses) deviant behaviour, where estallisbens have not been meet. With

regard to competency assessment, the influenceoatlly accepted norms of

impact on whether nursing students achieve compgten

For this research, grounded theory provided a whaydiscovering what was
happening in relation to the social process sudmghcompetency assessment from
the perspective of those assessing student congeettnlluminated the processes
utilised by nurses to determine competency and tiftesh the process and
meaning(s) underpinning decision-making. This hdewad this researcher to
develop a substantive theory providing a new petsge about how competency

assessment of completing BN students is undertaBied, address gaps in the
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understanding of how professional judgments andsioiers about competency are

informed.

For the purposes of this research a Glaserian gemltheory approach was adopted.
In my opinion, this was less prescriptive, redutied risk of forcing data, allowed
greater freedom to discover the realities of thetigipants and facilitated the
emergence of substantive theory more than the appradvocated by Strauss and

Corbin (1998).

3.6 Methods

3.6.1 Interviews

Interviews are an appropriate method of obtainirgadwithin a framework of
grounded theory. Polit, Beck and Hungler, (2006ppsut the use of interviews
stating that “[w]hether one chooses to conduct grou individual interviews, the
underlying goal of qualitative investigations isvals the same: to explore in depth
the feelings and beliefs people hold, and to ldaow these feelings shape overt

behaviour’(p. 7).

Interviews may be formally structured, based arosgtoquestions or as in this study
unstructured, where the interview takes place nagr@ conversation based around
some key issue(s) and “shaped around what the mdspts tell the researcher”
(Davidson & Tolich, 2003, p. 241). Unstructuredemiews provide an opportunity
for the researcher to pose questions and thenewtesressary, delve deeper in order

to obtain clearer responses in greater detail @5)d998).
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Importantly, the interview method allows a rappaa develop between the
interviewer and interviewee. This is more likelylead to rigorous and valid data
and prevent recording of ‘properline data’ (Glase®98), where answers that are
politically or socially correct are given insteafitbe truth (Goldman & McDonald,

1987).

3.6.2 Focus group interviews

In addition to interviews with individual participts, focus group interviews were
used in this study. Robert Merton is credited wiite development of this form of
group interview, which has become a highly regardeskarch method in social
science and education, and is an important, wideid, and psychologically valid
tool in research (Kevern & Webb, 2001). Historigafiocus groups were developed
as an alternative to individual interviews, andtfuised as a data gathering technique
by social scientists in the late 1930s (KruegeB88 9 ewis, 2000). In more recent
times, they have been used extensively in marketesgarch, because of their
tendency to provide valid data with a minimal invesnt of researcher time and

money (Kevern & Webb, 2001).

According to Davidson and Tolich (2003), focus gysuinvolve “a group’s
discussion focused around a particular issue...aodige a powerful technique for
gaining an insight into the opinions, beliefs amdues of a particular segment of the

population” (p. 123).

The main objective of a focus group interview ismake the participants aware of

the topic to be analysed and then allow them torgent on their experience
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(Kevern & Webb, 2001, Lewis, 2000). Self-expressioyn the participants is
important. In focus group interviews participants given considerable latitude to
express their definitions, ideas and feelings almatters of central significance to
them. This allows participant responses to be planecontext rather than forced

into a framework considered appropriate by therumever.

Conducting a focus group interview is a useful madtbf obtaining data in situations
where participants have common knowledge and expegiof the phenomena under
study. It encourages conversational interactionween participants allowing
elaboration and expansion of ideas about phenonidiscontributes to the depth of
data and assists in the surfacing of hidden meanifgcus group interviews “can
excite contributions from interviewees who mightherwise be reluctant to
contribute and, through their relatively informatarchanges, focus groups can lead
to insights that might not otherwise have come ightl through one-to-one

conventional interview” (Denscombe, 1998, p. 115).

Davidson and Tolich (2003) contend that the stiemgtfocus groups is the relative
freedom the group situation gives to participantsliscuss issues of concern. When
used as a data collection method in grounded théocys groups offer advantages
for the researcher. These include the potentiaédficing the number of interviews
and yet still being able to have many voices andhtpoof view emerging
simultaneously, and the ability to conduct the wsial more quickly in these

circumstances (Schreiber & Stern, 2001).
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3.6.3 Observation

Observation is another appropriate method of dali@ation, which ties in closely
with grounded theory (Glaser & Stauss, 1967). Bigdnt observation serves to elicit
from people their definitions of reality and theganizational constructs of their
worlds (Polit, Beck and Hungler, 2006). An advaetaj participant observation is
that, as a technique, it allows recording of réaldata pertaining to the behaviour of
the participants athis occurs. Observations may take place over &nded period
of time, permitting the researcherdevelop a closer working relationship with those
being observed, and may be used inclusively witdrirews. In these situations, the
use of observation provides a window to assist rstdeding of the meaning
attributed by the participants to situations to ebhihey have been exposed, and
facilitates a comprehensive explanation for thenpingena under study. Observation
in this study was limited to observing group intg#i@n and participant responses to

stories about assessment of competency duringntberiew process.

3.7 Conclusion

The methodology used in this enquiry was groundeebry. This chapter has
provided an overview of the interpretive paradigts, philosophical position, and
where the tenets of symbolic interactionism thaforim grounded theory are
positioned in relation to this. It has included wstification for the use of this
methodology, and illustrated how symbolic interactsm provides a way of
understanding the world of the participants, thailues, interpretations and what
meaning this holds for them. For this researchugged theory underpinned by

symbolic interactionism provided a way of discoagrhow nurses perceive practice
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competency and how this is used to inform decisiangd professional judgment

concerning the practice competency of completingsBMlents.

The processes advocated by Glaser (1978, 19922p19996, 1998, 2001) were
utilized in this research. These were considereletdess prescriptive than others
(Strauss & Corbin, 1998) and would allow the empogeof the participants primary
concern and the discovery of how they managed ctanpg assessment. In addition
to an overview of grounded theory, this chapterddas included information about

the methods used in this research.

The next chapter provides an account of the howsthdy was conducted. This
includes details pertaining to the sample, the ggemf participant recruitment, data
collection, the use of a constant comparative ntetho data analysis, ethical
considerations, rigour, and evidence of the trudiwoess of the research. In

addition, the role of the researcher in this rese#s explored.
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4.1 Introduction

Research design refers to the way in which theareber plans and structures the
research process (Creswell, 1998; Davidson & Tolfl03; Polit, Beck & Hungler,
2006; Schneider, Elliott, LoBiondo-Wood & Haber,03). Each researcher chooses
the design that is most useful to their researaipgse. This chapter presents how
this study was conducted. This includes the stualy mformation about the sample,
a description of the participant profile, an acdowh where the research was
conducted, how the data were collected and anglysbdtal considerations, rigour

and evidence of the trustworthiness of the research

4.2 The research process

4.2.1 The study aims and objectives
Using grounded theory the purpose of this studytwakevelop a substantive theory,
which explained the processes employed to determomepetency to practice for

completing third year Bachelor of Nursing studentslew Zealand.

4.2.2 The research question

In order to extract comprehensive data from theeash when using grounded
theory, researchers need to develop a researchiauésat will provide flexibility
and freedom to explore the area of study in de@lager, 1998). As discussed in
Chapter 1, the concern of this study related to pmisncy assessment practices.
Preceptors who both worked with students and wek®lved in competency
assessment did not appear to know or understandNtineing Council of New
Zealand (NCNZ) competency standards. These stamdaaVided the framework

and criteria for assessment practice competenasowipleting BN students. This
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raised issues about the validity of assessmentat was competency and how this
was being assessed. Therefore, the question pasethi§ study was “what is

happening regarding competency assessment of congpBN Students”?

4.2.3 Research location / setting

This research was conducted in New Zealand. Thgrgphical area of the study
encompassed three District Health Boards (DHBS3, dbope and size of which
included hospitals ranging from the largest hos$péteility in New Zealand to small
provincial hospitals and health services, and twdidry education institutions

offering Bachelor of Nursing Programmes.

4.2.4 Ethical considerations

The procedures utilised in this study can be ellyipastified in that:

= Consent and ethical approval to undertake the stuehe gained from Victoria
University of Wellington, Regional DHB Ethics Conttees and education
facilities whose staff were involved in the reséaf&ppendix A).

» Recruitment notices and letters of invitation tatjggpate in the study identify
that participation was voluntary (Appendix B)

= Information pertaining to the study was given te garticipants in written form
(Appendix C).

= Prior to their involvement in the study, each mapant voluntarily signed an
informed consent declaration (Appendix C).

» The participants were aware of the purpose of thdys the nature of the study

and methodology used.
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= Every effort was made to ensure that the parti¢gpaere well informed of their
rights.

= All participants were informed in writing of theright to withdraw from the
study without fear of repercussion. This includefbimation pertaining to time
restrictions in relation to withdrawal (Appendix.C)

» Coding interviews and the use of constant compearanalysis and inductive
theory development afforded complete anonymity airtipipants and the
organizations they represented.

= Data were not used in any way to evaluate indiViduase assessment practices
or the practices utilised by the institutions ttie participants represented.

» The information obtained was not utilised to conepand contrast the practices
of institutions that the participants represented.

= Participants were given the opportunity to haveopycof the transcription of
their interview and have access to the researclitses

= All raw data has been kept secure in a locked eapand this will continue for
10 years.

» The study did not require participants to partitgpan such a way as to

contravene the Nursing Code of Ethics.

4.2.5 Participant recruitment and selection

Participation in this study was entirely voluntaAfter ethical approval had been
obtained (Appendix A), the process of recruitmemparticipants and data collection
was undertaken. The procedures utilized for recrent and data collection are

detailed below.
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4.2.6 Advertising the research

With the consent of educational institutions andH3Ha recruitment notice was
placed in local staff publications, facility intr@inand on notice boards (Appendix B).
This provided information about the study, its amien data collection would take
place and the requirements of the participantmvited Registered Nurses in nurse
educator or clinician roles, with experience in emaking competency assessments,
to participate in this study. Issues related to ¢bafidentiality and anonymity of
participants were highlighted. This notice includad invitation to attend an
information-giving session at which more detail abthe research would be given,
and prospective participants could ask questionseek clarification on issues of

concern.

4.2.7 Invitation to participate

In addition to the recruitment notice, a letterimfitation to participate in the study

(Appendix B) was issued to all nurses who indicaeadinterest in participating in

the study. This encouraged prospective participaatdiscuss issues with the
researcher directly. This could occur outside ef phe-arranged information session
and included telephone discussion or e-mail. Initemtdto the recruitment notice,

written information (Appendix C) concerning the dyuwas also distributed to all

interested prospective participants.

At information sessions issues relating to the iclamtiality of the data and the
anonymity of participants were again highlightecheTstudy, its aims, and the
potential for results to be published were discds$eformation as to when data

collection would take place and the requirementhiefparticipants was given.
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4.2.8 Informed consent and declaration

Subsequent to the information session, participamis wished to take part in the
study identified themselves and informed consewtadations (Appendix C) were
signed. The date, time and venue when the datadwmailcollected were confirmed

at this time.

4.2.9 Sampling

In keeping with grounded theory, the sample waatidaal, with data completeness
determined by theoretical completeness (Glaser8;19@hreiber & Stern, 2001).
Therefore, at the commencement of the study, ndatslimvere set regarding the

number of participants or data sources (CutclZfzQO0).

Initially, a purposeful sample was sourced for thiady. It consisted of nurse
educators teaching on BN programmes, and preceftors DHBs and their
associated community health providers, who had aimum of two years
postgraduate experience and who had undertaken etengy assessments on
completing third year BN students. Two years pasjistration experience was
considered as a requirement for participation,feess ¢his period of time, nurses are
generally accepted as being experienced and ahladertake senior nursing roles,
including competency assessment. Two years posistr&ipn experience is
generally considered a minimum experience requintmér educational

appointments (Benner, 1984).

In addition to participant interviews, the reseasample also included professional
documents and literature. This enabled wider samggb occur. Sampling decisions

were influenced by the research interest and thergence of the BSPP. When this
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occurred, related literature became data and wamgea in the same way as that
generated from interviews. Using the constant coatpe analysis method, this was
compared to existing data for similarities andetiéhces, thus, contributing to theory

development.

4.2.10 Participant profile

To assist collection and collation of individualrieipant details, a demographic
profile sheet (Appendix D) was developed. The demoigic profile sheet provided
information about the participants and includedaietconcerning age, gender,
ethnic identity, nurse registration category/ typeaditional qualifications, number of
years and type of post-registration experience,l@npent status and setting, and

the amount of experience in undertaking competassgssment.

Once developed, the demographic profile sheet wateg with eight colleagues to
ensure that the instructions, questions and forpmaposed were clear and user
friendly. As a result, some modification was madettie format and structure of
some questions. The aim of the revisions was teesddambiguity and improve the
ease of reading, and condense the size of the daptug profile sheet. This resulted
in removal of sections requiring participants towyde a written response and

replacing these with a ‘tick the box’ format.

A total of twenty-seven registered nurses emplogedeither nurse educators or
preceptors took part in this study. Thirteen of paeticipants were employed by
educational institutions as nurse educators. Theai@ng fourteen worked within

DHBs or their associated community service prowdas registered nurses. Table
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4.1. presents the participants demographic data relavedyender and nurse

registration status. Almost half (44.4%gre Registered Comprehensive Nurses.

Table 4.1: Participant gender and registration statis profile

Participant profile data Education (%) | Practice | (%)
n=13 n=14

Gender

Male 1 7.69 2 14.28

Female 12 92.30 12 85.71

Professional Registration

Registered Comprehensive Nurse 4 30.76 8 57.14
Registered General and Obstetrig 5 38.46 4 28.57
2 15.38 0 00.00
Nurse 1 7.69 0 00.00
3 23.07 2 14.28
Registered Paediatric Nurse 1 7.69 0 00.00

Registered Psychiatric Nurse
Registered General Nurse
Registered General Nurse and Midwife

Although the research was widely advertised andigpimn was made for separate
hui for Maori, only one nurse from this ethic baakgnd participated in the study.
The majority of nurses who participated in thisdstinad New Zealand European

backgrounds. The ethnic background of the partitges shown in Table 4.2.

Table 4.2 Participant ethnicity profile

Ethnicity n=27

New Zealand European
European (other)

New Zealand Maori
Cook Island

Indian

()
el R

Table 4.3 provides information concerning the pgénts qualifications. Twenty

three of the participants held a post graduateifigaions. Twelve (44.4%) were
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Masters prepared. The majority of those (10) wempleyed in education. Twelve of
the participants were actively undertaking furteducation. Four participants did not
hold a postgraduate qualification. Of these thregewnot involved in any form of

further education at the time of interview.

Table 4.3: Participant qualification profile.

Participant profile data Education | (%) | Practice | (%)
n=13 n=14
Education First Qualification
Hospital based training Certificate 10 76.92 6 42.85
Polytechnic Diploma 3 23.07 3 21.42
Polytechnic Degree 0 00.00 5 35.71
Post Registration Qualification
Master Health Science 0 00.00 1 7.14
Master Health Science (Mental Health) 2 15.37 0 00.00
Master Education 1 7.69 0 00.00
Master Arts 6 46.15 1 7.14
Master Applied (Nursing) 1 7.69 0 00.00
Post Graduate Diploma 0 00.00 4 28.57
Post Graduate Certificate 0 00.00 1 7.14
Bachelor of Nursing 2 15.37 3 21.42
No post registration qualification 0 00.00 4 28.57
Continuing Education
Ph. D 1 7.69 0 00.00
Masters 0 00.00 5 35.71
Post Graduate Certificate 3 23.07 2 14.28
Post Graduate Diploma 1 7.69 1 7.14
Bachelor (Non Nursing) 0 00.00 1 7.14
Not undertaking further education 8 61.53 6 42.85

The employment status of participants is detaifedable 4.4. All were employed at
the time of interview. The majority (74%) were eoy#d full time. The mean
number of years experience was 20.62 years. Aliggzeints had two or more years

post registration nursing experience, which inctudendertaking competency
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assessment on completing BN students. The mean erunfbyears experience

undertaking competency assessment was 8.07 years.

Table 4.4 Participant experience and employment atus.

Participant profile data Education | (%) Practice | (%)
n=13 n=14

Post Registration Experience (years)
< 10 1 7.69 4 28.57
11- 20 5 38.46 3 21.42
21- 30 2 15.37 7 50.00
> 30 5 38.46 0 00.00
Mean 24.08 16.85

Experience in competency

assessment (years)
< 10 4 30.76 11 78.57
10- 20 7 53.84 3 21.42
> 20 2 15.37 0 00.00
Mean 11.92 5.28

Employment status
Part time 2 15.37 5 35.71
Full time 11 84.61 9 64.28

Details pertaining to the area in which participamése employed, including specific
practice settings are provided in Table 4.5. Theontg (70.3%), were working in

education roles in either educational institutionslinical practice setting.
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Table 4.5: Participant employment setting and areaf practice

Participant profile data n =27 (%)
Employment setting

Education 10 55.5
Clinical practice 14 51.8
Both education and clinical practice 3 11.1

Practice area

Education (Institution and practice) 19 70.3
Medical nursing 1 3.7
Surgical nursing 2 7.4
Mental Health 2 7.4
Emergency and trauma 2 7.4
Intensive care / coronary care 2 7.4
Nursing professional advice/ policy development 2 7.4
Nursing administration and management 5 185
Other 2 7.4

4.2.11 Data collection method and process
4.2.11.1 Interviews

A combination of focus group and individual inteawis were used in this study to
collect data. In total eight interviews were undken. Of these five were focus
group interviews and three individual interviewsheTindividual interviews were

conducted at the request of the participant. Tmesses wanted to be involved in
this study but were unable to attend at the tina¢ glhoup interviews were scheduled.
All interviews commenced by reiterating that papi#tion in the study was entirely
voluntary. Issues surrounding confidentiality wemphasized. To prevent forcing
the data, interviews in this study were unstructur€he format for interviews

followed recommendations by Charmaz (1990) and cenued with a general open
ended question. As discussion amongst the pantitspansued, more specific
questions about issues were raised and asked.lim@isf questioning provided an

opportunity to explore issues in more depth andegme rich, in-depth data.
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Examples of the questions asked, and the way irctwline interviews were

conducted, are presented in Appendix E.

As previously identified in Chapter 1 preceptorsl asducators appeared to have
differing perspectives about the assessment of etenpe. As a result it was
considered appropriate to interview preceptors @&adgicators separately. The
interviews provided me with an opportunity to gatimformation about competency
assessment processes, gain insight into the opginibeliefs and values of the
participants related to how practice competenaeitermined, and issues that impact
on this. With the consent of the participants, nigvs were audiotape recorded and
notes taken. It was found that, while coming froiffedent practice areas, both nurse
educators and clinicians shared similar concergarding competency assessment.
Because of this and the use of the constant conmai@alysis method, the results

of this study provided a joint perspective on themomena.

4.2.12 The process of data analysis and theory geaton

Data analysis commenced with verbatim transcripbraudio taped interviews.

Transcribers were employed to undertake this peoeesl were required to sign

confidentiality declarations (Appendix F). A dataamagement system was
established early in the research. Each intervias allocated a code to protect the
anonymity of both the practice area in which théenview took place and the

participants involved. Participant names and ptamployment were not recorded.

A transcription format based on Brown and Sullisa(l999) systems for managing

gualitative data was developed. This design alloweding and memoing to be
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recorded within the same document (Appendix G) hHae of data was numbered,

which was especially helpful during the data analysocess, as it kept initial

memos and the raw data together, making it easitrcate the origin of codes and

ideas about these.

A model of grounded theory based on a Glaseriamoagh (Figure 4.1)was

developed and used to guide substantive theoryla@went in this research. In

keeping with grounded theory, this shows how dass wollected, analysed and

coded simultaneously. The constant comparativeysisa{CCA) method (Glaser

1992b, 1998; Glaser & Strauss, 1967) was an ongpingess used to code and

categorise data.

categories/concepts

Theoretical sampling

T —
Theoretical sampling

Time/repetition of process

Theoretical sampling

Substantive theory

Properties and relationships

Core variable / Basic social process
Codes categories concepts -
AT T ey e =
5 ~./ CCA .
C e
— =

Theoretical codes

Substariive cudesi d
Theoretical sampling ;} o
= 7?,\ +y—  CCA .

Open codes (:t

Coding farmly

Fit, work, relevance, modifiability

g

Participant area of
interest/concern

Figure 4.1 Model of inductive theory development ued for the generation of

substantive theory in this study
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4.2.12.1 Analytical process and audit trall

Once a transcript or document had been coded, codestyped into a data base.
These were allocated an individual identificatiamber. This specified the data set
and line of text the code was associated with. Rem®le of this aspect of the data
management is provided (Appendix H). This systens wapecially helpful for
tracking where each code emerged from the data.ope@ codes generated from
each stage of theoretical sampling were printed ddferent coloured paper,
individually separated, and then placed on a laggd, where they could be viewed
as a whole. As data was easily moved around thellibs process was also helpful
in sorting, and re-allocating codes. This faciéthtthe research progression by
assisting in the recognition of similarities andfaetences in data and making
connections and linkages between categories. A¢rildeof each level of analysis, the
board was photographed and a record kept detadegjsions. An example is

provided in Appendix I.

Using CCA, three levels of analysis were employBagese were open coding, the

development of substantive codes, and theoretaxihg

4.2.12.2 First level of analysis — Open coding

The first level of analysis involved reading thrbuan interview transcript, or other
documents, and carefully examining the meaning ofiatw was relayed.
Systematically, the data was scrutinized with ellod of data being compared to
determine similarities and differences. This precieentified significant words or
phrases in the data used to describe phenomen&ingaxith a hard copy of the

transcript and using a pencil, words describingtwhas happening were underlined.
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As advocated by Glaser (1978) repeatedly askinggthestion “what is going on
here”? (p. 94), was helpful in making sense ofdha&a. This process fractured the
text into abstract segments and led to the ideatifin of in vivo, or open codes. The
names given to these codes were often words tleapdrticipants used to describe
their experience. Figure 4.2 provides an examplbaoi the first level of analysis

data was managed and open codes generated.

Interview data - Open coding Open codes

...It's grossly _unfairto put forward | thinkor | feel But | | Fairness / being unfair

think you do,_do that firstAnd when [she] was talking tpoPersonal feelings / feelings first
start with about grounded theory, it's like constan

comparative analysis. | think as nurses we actuhdlyhat
all the time. We_constantly compaend then try and Constantly compare

analyze. So we have a student we don't thirdoimipetent| Questioning / analyzing / thinking
Or we do thinkis competent. And you are constantliyVeighing up

weigh that up againsyes, what | would have don¥es || Personal expectations

that person, yes and the preceptor says and you take Listening to other nurses

the student to the patient and they do all thegthihat you| Valuing what others say

expect of them to do. And you say you are kind |ofeeting expectations

mentally ticking that off in your headk well where does Mentally ticking off

this fit and its then that you have to go back to the, ne@uestioning / analyzing / making
what is the core thing you are looking.for sense. Going back / searching /
recognizing practice

Yes and_make it objectiydut | think initially you have Being objective

that subjective, so what are the subjective ¢ltiest you| Acknowledging / subjective clues
kind of and one of them is comparing what you woditd Comparing practice

or what you know what other staff do.

Figure: 4.2 First level analysis - An example ofitie by line open coding

4.2.12.3 Second level of analysis — Developmensabstantive codes

Second level coding commenced when similarities/éen existing open coding and
that of incoming data were noticed. Repetition@des occurring in the data resulted
in the formation of substantive codes, where gnogiof similar codes clustered to
form an emergent set of categories. These wereattld properties and renamed to

fit the data.
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Each time theoretical sampling occurred, constaomparative analysis was
undertaken. This involved engaging in a process afonstantly sorting and re-
sorting data. Memoing continued throughout thiseti@nd resulted in ongoing
modification of categories and their propertiesgash new data set were added to
the increasing data pool. Occasionally, codes eedetigat did not appear to fit with
existing data. These were not discarded, rathgrwege named homeless codes and
put to one side. These were revisited each timensklevel coding was undertaken.
As the analysis and sorting progressed, most ofitineeless codes worked their way
into a concept and became part of a category. €igu8 provides an example of

grouping of properties and formation of concepts.

Properties — Open codes Concept - Substantive code

Losing faith

Monitoring assessment outcomes
Validating the professional judgment of others
Questioning the validity of assessment
Lacking of confidence in the system Trusting
Having confidence in others

Trusting practice

Trusting education

Valuing the professional judgment of others
Trusting students

Figure 4.3 Example of category formation

At this point in the data analysis, the focus & #malysis changed to examining the

relationship between and among the categoriesharttliével coding commenced.

4.2.12.4 Third level analysis - Theoretical coding
Theoretical coding is a conceptual phase of datalysis which explains the

relationship of substantive codes to each othertlam@&mergent theory. This level of
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analysis primarily consists of memo writing and difegical coding. These two
processes assist the researcher to think abouflateein a way that is theoretical
rather than descriptive. Glaser (1978) lists eighteoding families that can be used
to assist this process. In this study, linkagethendata and the substantive meaning
of connections between concepts emerged. Througking a hybrid theoretical
coding family that included a combination of théenactive and process families
(stages, phases, progression and the interactiovebe categories and concepts),
and the model family (where one’s theory is piclbyi produced in a linear model),
the fractured story was woven back together. Thisided a framework for theory
generation, which enhanced the level of abstractiod completed the concept
formation phase by conceptualising how the emergateggories interrelated. The
outcome of this phase of the data analysis proeassthe emergence of a BSP,

which accounted for the most variance in the data.

4.2.12.5 Identification of a core variable or basisocial process (BSP).

As previously identified in Chapter 3 there are tiypes of BSP. These are BSPP
and BSSP. These are core variables that emerge eantral theme or concept that
holds all the data together” (Stern & Pyles, 19867), and reveal the process used
by the participants to resolve a social problenplognomena. The primary problem
identified by the participants of this researchalation to competency assessment of
third year BN students was that preceptors involvedssessment processes did not
know what the NCNZ competency standards were. Winenided with a copy of
these, they found it difficult to identify aspectsafe practice that exemplified the
standards. The participants indicated tlatmparing was an activity that they
engaged in when making competency judgments. Thas veferred to in all

interviews and was also found in literature disoygsssessment of students. Over
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an extended period of time, the analytical procdsomparingemerged from being

an in vivo code, to becoming a category, beforeagug itself as the BSPP.

An example of diagramming showing the relationdsepveen concepts and BSPP is
shown in Figure 4.4. With further development o€ thubstantive theory, this
diagram later became the template for the Crit@ainparative Nursing Assessment
(CCNA) model, which was used in this research &mthtically explain how nurses
formulate competency assessment judgments andrdeéethe practice competency

of completing third year BN students.

?uud‘wi endent /

Figure 4.4 Diagramming the relationship of theoratal concepts to each
other and the basic social pree®

4.2.12.6 Saturating categories and properties - Seltive coding

Selective coding is undertaken after the core cajegr BSP or BSPP has emerged.
This limits coding to only those conditions thalate to the core variable (BSP or
BSPP) (Glaser, 1998). At this point in the reseaddta continued to be gathered
until saturation occurred and no new informationowtb categories and their

properties was discovered. During this processovad back and forth between the
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steps in data collection and analysis, and engdged process of continual

refinement of the emergent theory.

4.2.12.7 Construction of substantive theory

Grounded theory is used to generate two typesemrth These are substantive and
formal theory. Formal theory is developed for acaptual area of inquiry, whereas
substantive theory arises from the substantive a@freaquiry. Both are considered to
be middle range theory. The purpose of this study te explain the substantive area
of competency assessment of completing third yeldr dBudents. Hallmarks of
substantive theory are that it 'fits’ the real verworks by predicting and explaining
the area of enquiry, holds relevance for thosénendrea of enquiry, is immediately
recognizable to the participants and can be easdyifiable to differing contexts
within the substantive area of enquiry (Glaser,8)9Evidence that these criteria
have been meet was confirmed by member checkingeXample, when presenting
the Critical Comparative Nursing Assessment Mo@&€IJA) identifyingcomparing

as the BSPP, patrticipants said

‘Oh yeah, | can totally see it happening and | cbWeep

bringing out examples of it happening’ (11-348).

‘that is exactly what | do’ (127- 680).

‘...we do gather in the information. It sounds vesgital and

the flow — it just makes sense. I'd never thoughit §CCNA]

that way, but | can totally see it. All these thing weighing up
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and the considering and the benchmarking. You this into
account...It happens so intuitively, but we do adyutdke all
those things into account...But I've never been abldiscuss
that before in this way and when it comes down aitda&tion

[moderating] | have been in that situation’ (16-1-204).

‘That’'s exactly what | do. | gather, | benchmarlgutomatically
compare. Comparison and the validating processs—pdrt of

practice’ (17-1-9).

4.3 Trustworthiness of the research - Rigour and febility

The validity and credibility of the type of reselarased for this study is frequently
challenged. Primarily, the concern is that qualiatresearch methods are not
reliable because they do not involve statisticadlgsis or deductive, hypothesis-
testing methods of enquiry (McTaggart, 1998). Tikisiot the case with grounded
theory, which through the use of the constant coatpe method of analysis and

theoretical sampling, employs both deductive arbliyesis testing methods.

As grounded theory methodology (Glaser, 1992, 1@8ser & Strauss, 1967) was
chosen for this study, the criteria for determinthg rigour is based on Glaser &
Strauss’s (1967) evaluation framework. This incki@aluation offit, relevance,
work, and modifiability which are depicted as integral components of thdemnof

grounded theory developed and used in this study € 4.2).
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According to Glaser (1998) “fit is another word falidity” (p. 236). The processes
utilised in grounded theory to analyse data anchidate theory inherently validate
the findings, in that, a functional requirementgobunded theory is that the theory
must relate to the data. In order to evaluate tiacepts are examined to determine
if they represent the pattern of data they purpmrtdenote. The data management
process provides an audit trail, which enables disjgect of rigour to be evaluated.

The open coding example (Figure 4.3) providesharrevidence of fit.

Relevances apparent in this study, as the pattern of dataonly‘fits’ the pattern of
data it is purported to denote, it also explaingtik happening that is important to
the participants in the substantive area. The eemergoncepts both fit and are
relevant to the core category. This explains thestnvariation in behaviour in the
substantive area, and how this is resolved by #@néigpants. The CCNA model
embodies concepts that are related to what is mapgpdor the participants. These
‘work’ by interpreting and explaining what is happening aiffer a prediction of
what will happen. Using the constant comparativethodd the theory can be
modified to fit and work with relevanceas new situations aris@lodifiability is
demonstrated when the theory can readily incorporew data, and while this
allows for qualification of what came before in tdiscovery process, it does not
loose what has already been generated (SchreibeBtéin, 2001). This is
demonstrated during member checking, where paaiitg generalise the CCNA
model to explain aspects of practice other than pmiency assessment. In this
situation, the components of the modif, are ‘relevant’ and ‘work’ without
loosing the essence of what has already been disedvFurther, the components of

the CCNA model can stand across time and placgoilmg so, political challenges in
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education, changes to curricula and assessmenbdsetiould be accommodated and
add to the theory without changing this. This iagment with Glaser’s (2001) ideas
about the rigour of substantive theory, which stduhve general implications and

the ability to transcend the substantive area stludi

4.4 The role of the researcher

According to Glaser (1992a) everything is data.sTihcludes the experience of the
researcher, which is acknowledged and recognizeoeamy unable to be removed
from the research process. Glaser (1992) arguéspdraonal experience with the
phenomena under study is vital to the analysis gg®cand aids the researcher in
identifying important information arising from thdata. While this is so, the
researcher must recognize and constantly challpagg®nal theories and ideas about
the study topic, as there is always the risk thatresearcher’s bias may influence the

direction and outcome of the research (Glaser, 1998

As previously identified, theoretical sensitivity the process by which a researcher
guards against potential biases that can thredienrigour of the study. This
diminishes potential bias from the researcher'skgamnd and prevents premature
closure of theory development in favor of the reslear’'s personal beliefs.
Theoretical sensitivity assists the researcherei@a degrees of difference in the
data, and be responsive to this (Glaser, 1992amditey is advocated and was used

as a method of promoting theoretical sensitivity.

With a background in Nursing Education and expeeernn assessing student

competency, it was inevitable that | would entex #tudy with some assumptions.
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The potential existed for these to influence myliptetation about the participants
understanding of competence and assessment prechbseole in this research was
to put aside preconceived theory, provide oppotyuor the participants to tell their

stories in their own words, and systematically gnée these data into a theoretical
representation of the phenomenon. Following theicadeof Glaser (1978, 1994,

1998), Glaser and Strauss (1967), Schreiber anuh,S2001) | memoed personal
ideas and assumptions about the topic under samy,set them aside to compare
against the data at a later date. In keeping withigded theory, this information was

then woven into the emergent theory as more datarfalysis.

45 Conclusion

This chapter has presented the study design, puoeedised to recruit participants,
the participant profile, data collection, data gsa and the analytical procedures
utilized to generate substantive theory. Ethicalstderations and trustworthiness of
findings have also been discussed. The next chapteoduces the Ciritical

Comparative Nursing Assessment model (CCNA). Thavides the reader with a
brief overview of the categories embodied in theotly, and parameters for
consideration when reading and interpreting theorthgoresented in subsequent

chapters.
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5.1 Introduction

Critical Comparative Nursing Assessment (CCNA) dbuotes a theoretical
explanation about how nurses determine the practogpetence of completing BN
students. This chapter provides a brief overvie'tCGNA and introduces the Basic
Social Psychological Process (BSPP)coimparing its categories, concepts and
properties. The purpose of this chapter is to pl®vhe reader with an understanding
of how the theory is constructed and to providertext and parameters for reading
and interpreting each phase of the CCNA procesghal presented in more detail

in subsequent chapters.

5.2 Overview of the theory of CCNA

The substantive theory of CCNA was generated ugijaserian grounded theory
approach. This is presented as a model that descahd explains the processes
utilised by nurses to mange the assessment of retumlese competence, and how
these support and inform decision making. This themerged primarily from the
perspectives of nurses with experience in undertakbmpetency assessment, who
participated in this research, and other data ssuiiacluding literature, which was

accessed during the process of theoretical sampling

Theoretical sampling and the other methodologicat@sses outlined in Chapter 4
were used to determine saturation and verify arel dhtegories, concepts and
properties embodied within this theory. This canixd the presence of a core
variable, which emerged in the form of a BSPP. Ageaund this is labeled

‘comparing. Four sub-categories labeleghthering, weighing up, judgingnd
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moderatingconceptualise the four phasescofmparingwithin the theory of CCNA.
These are underpinned by theoretical concepts lagid properties. Each concept
reveals a different group of interactions thatsthate the processes in which nurses
engage while undertaking competency assessmentnaking decisions about
practice. The BSPP, categories, concepts and piepehat denote the theory of
CCNA are encapsulated in Table 5.1

Table 5.1 CCNA: Categories, concepts and properties

BSPP | Category | Focus Concept Property Theoretical propositions
and ouicomes

Establishing relationships

Creating Identifying learni d E
et carning needs
g opportunities % 5 _;.:n £
= Teaching competence -L?’ £ 2
& = Supervising practice ﬁo = § g
g £ g |Letting out the — : EL -
= é 2 leash Monl_tonng and controlling 2 5 = .5
o £ practice g = _E = z
- =
; = £E g =
E Tracking practice development _E g 8 2 = £
= = o .=
3 g = D Lr
= Sourcing evidence .E = Em = EO E
Collecting the E E 2 w.g b+
evidence Facilitating and managing E § 'E g E'
feedback = 8 & RE O

Comparing benchmarks

24

_g] Benchmarking Perceiving competence £ E - &

=y g Perceiving non competence E“ g2 58 -§°

= % = B Rt —Y
.§ = 5 2

= ) 5 2S5

§ E Caleulating value, merit and E E 8 57

= Constructing a | worth % = : = "‘g

= icture of g 245 - &

: picture o il = &

competence |Making sense £ = ,_g 3 g

5 5§ 83

Z .= Z o B.8

Reflecting
Being aware

Making allowances

Comparing

Being objective and fair

Tudging
Making a professional
Judgement

Being f
professional Gate-keeping
Worrying
Knowing

judgement that is aceurate and

fair

and ensuring public safety

Being sure — -
Determining the bottom line

Formulating professional
Tudgements are made based on
maintaining professional standards

Establishing truth
Truth secking

w e
o |

& Benchmarking professional 2 :'—..;' E

‘g judgement = 8

L= =

f; Confirming judgement g ? E

=8 Judging truth g e

g g Dealing with conflicting < = o
= opinions g -2 g ;
s g z T E
= £ Hirving faithi £ <34
= Trusting 2 &2y
i Losing faith = 2 S
i g 3 SEE
- Relying on others = g 2z g
- 4 CE
Defaulting Pt § ZS -

Abdicating
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Where possible, in vivo codes have been used terhmcategories, concepts and
properties that make up the CCNA model. The lageien to in-vivo codes consist
of words used by the participants to describe tb&perience. In doing so, these
reflect the perspectives of nurses and connecptbeess of CCNA together. This
connection is strengthened with quotes from inewiranscripts. These explain
relationships using the participants’ thoughts #nk the conceptual ideas under
discussion back to the data. These quotes areifiddnas indented text written in
italics and coded by number and line of the trapsion to reflect the interview from
which the data was gathered. For example the cb@® indicates that the quotation

source is interview one, line 28.

The theory of CCNA is described and explained usiagh of the four conceptual
categories embedded within it. Chapter 6 will pnégbe categorygathering This
explains the concepts ofeating opportunitiegor teaching competengcéetting out
the leashandcollecting the evidencdhese concepts and their properties explain the
context, conditions and consequencgatheringdata, and how this activity impacts
on other categories facilitatesomparing in the CCNA model. The category
weighing ups explicated in Chapter 7. This outlines thellatdual process involved
in calculating competence and how the BSfkhparingfacilitates measuring the
value, meritand worth of student practice against professional benchmarke
concepts obenchmarkingandconstructing a picture of competenicethis category
of CCNA, inform and assist the processjwdiging and moderating The place of
weighing upin relation to the other categories of the procasd its integral
relationship tocomparingis explored. Chapter 8 presents the categoryading

This category explains how the outcomes of analf@esghing up are compared
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andjudged Factors influencing the resultipgdgmentand assessment outcome are
explored in the conceptseing aware, being professionand being sure These
highlight the tensions inherent in making profesalgudgments and detail strategies
that nurses employ to ensure that judgments abmupetence protect professional
standards and public safety. Chapter 9 presentsdtegjory ofmoderating when
nurses validate the competency judgments they haage. This chapter explains
how nursegjather the opinions of other nurses andmpare weigh upandjudge
these against their own competence decisions. Thoren of professional
benchmarkings explained by the conceptsith seekingtrusting judging truthand
defaulting These describe the methods used by nurses togemdha moderating

process and what happens when conflicting judgmedmist competence arise.

The categories that comprise CCNA are not mutuakglusive. There is a
continuous interplay between all four categorieshia CCNA model that represent
this theory. While the presentation of the catezpwf the BSPP provide a logical
way in which to present the theory, the explicatmihconceptualised data, that
interrelates at various points within the dynanmegess described here, has provided
some challenges. This is due to the interactiowéen categories and the way in
which they support and reinforce each other. Thegmated nature of the model,
demonstrates that the concepts and propertiesnod sategories are cross contextual
and overlap. It is important to note that this & repetition. The reintroduction of a
concept addresses the different emphasis that e, @mhcept or category has in
relation to varying aspects of the theory and ttee@sses occurring within this, and
is an indication of the interrelationship of varsocomponents and the complexity of

CCNA model (Figure 5.1).
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Weighing up
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Figure 5.1 Interconnectedness and interaction of ¢egories and the basic
social process of comparing GCNA

Gathering Judging

In order to facilitate understanding of the complexf the model and address the
overlapping concepts the theory is, in the firstamce, presented as a linear model,
with one category (phase of the BSPP) leading tihem as depicted in Figure 4.4.
(page 71). It is acknowledged that in doing sorehg a risk of over simplifying the
theory and that the complexity of the comparativ@cpss will be lost. This will be
addressed in Chapter 10, where the categories aneenwback together and
theoretically take CCNA to the next conceptual leWdis will be achieved in two
ways. Firstly, through presentation of the BS&#mparing and explicitly how
comparing interconnects the processes involved. This wilplax how the
theoretical concepts afathering weighing up judging and moderatinginterrelate,
work and fit to accommodate changing circumstanadsit is happening in relation
to the assessment of students’ competence, and dwmparing resolves the

participants’ concern. The connections betweengeaites, transitions between the
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phases of CCNA, and identification of cyclical peeses, where categories interact,
and interaction between various processes occlibwitliscussed. Secondly, it will
be argued that the notion of CCNA is a substarfoven of comparative analysis and
that while this may incorporate the use of prof@sai nursing standards
(competencies) as benchmarks, it does not relyesetto explain how professional
judgments concerning the competence of studentsmaide. The conditions that
impact on a comparative assessment model and tpécations these have in
relation to CCNA, and the outcome of the assessmwieabmpetence, are explored.
This draws together all of the concepts within @ENA theory and explains the
theoretical proposition of how the BSRBmparingcontrols each of the processes
involved and facilitates the formulation of compete decisions by identifying
contradictions in practice. With the support of tata, this chapter will theorise that
comparingis more an ad hoc means of determining competeau,argues that
nurses use a combination of variable and case tedeoomparative assessment
methods (Rangin, 1989) which include inductive deductive methods of enquiry
(Vartiainen, 2002) to determine student’s practtoenpetence. The resonance that
CCNA holds with other research theories about coatpe evaluation suggests that
Comparingis a process not only central to determining caemee of students, it
connects critical thinking, reflection and the selfulatory thinking processes to
construct nursing knowledge. This informs the letglal process involved in
learning competence and underpins knowing in practihe relevance of this to
nursing is presented in Chapter 11. While thisviaddition to the BSPP, it conveys
the contribution CCNA makes to nursing knowledgel gmovides direction for

further research.
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5.3 Parameters for consideration

When writing this thesis the conceptualisationhsd tata, and the interactive nature
of the CCNA model presented the challenge of haw should be presented. The
interconnectedness and complexity of the modehtgees this difficult to pull apart.
In presenting this theory in a linear way and sifgplg this, | am aware that there is
a danger that the dynamic nature of the model ceileer be misinterpreted, or its
complexity be overlooked. To assist the reader,indeins explaining the
terminology used in the text are provided in thesghry of this thesis. | draw the
readers attention to the following points which niaypact on the interpretations of
this theory, and should be taken into account whkensidering the material

presented.

5.3.1 Points for consideration in relation to readig the thesis

Glaser (1978; 1998), makes reference to the fattgtounded theories should have
fit and relevance to wider social groups. While theoretical constructs within the
CCNA model and issues discussed within this théwmrig relevance and resonance
for nurses in general or even other groups of hepitbfessionals, the reader is
cautioned about generalising the ideas in thisystihile reading this thesis, it may
be helpful to consider that as a mid-range the@@NA is developmental and a
theory in progress, rather than a complete prouuitself (Glaser & Strauss, 1967).
It is equally important to reiterate that this @®d has purposefully been confined to
realising a substantive theory concerning compgtassessment of nursing students
in New Zealand, and it may not hold fit and reles@mo the assessment of students

in other countries, nor the ongoing assessmentropetence of registered nurses.
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CCNA is based on the perceptions of nurse educatatpreceptors involved in the
competency assessment of students. While thesdepespresented a cross section
of practice (education, acute medical / surgicakdatric, orthodpaedic, operating
theatre, mental health, maternal and child heatith @mmunity), not all areas of
practice were represented. As a consequence tleeptens underpinning this

theory cannot be claimed to hold fit and relevaceurses generally.

5.3.2 Terms

Unless specifically noted, the term ‘nurses’ insthhesis refers to both nurse
educators and preceptors involved in competencgsassent. It is acknowledged
that nurse educators’ understanding of competentandards was more
comprehensive than their practice colleagues. Hewewmterviews revealed that
educators were dependant on preceptors for infesmadand were equally concerned
about the impact that the limited understanding aafmpetence standards
underpinning the assessment had on the assessmeatp and outcome. Analysis
revealed that as a result, educators and preceggesged in the same process even
though they came from differing positions. The noeith employed in this research
have resulted in the emergence of the B&&Rparing,which holds relevance to all
parties involved in this research. Member checkihfoth educators and preceptors

confirmed this.

The use of the term ‘competency standards’ in thesis is in reference to the
Nursing Council of New Zealand (NCNZ) Professior@mpetency Standards.
Further to this, the reader should be aware of ube of the term ‘practice

development’ and the context in which this is agqbliThe international literature on
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this topic is acknowledged, and while it is accdgteat the context of this differs to
that described in this thesis, this term has besed uas it was utilised by the

participants to describe the process of studefitagiquisition.

5.3.3 The role of the researcher

Glaser (1978, 1998) asserts that the researcheowlkdge of the substantive area is
important and assists in the development of thexaletensitivity and the recognition
of the emerging theory and its development. |, éfoge, need to acknowledge my
experience as a nurse educator of some 21 years,hat been involved in the
assessment of student competency and preparingsokbiethis. |1 recognize that
while it was necessary to put aside preconceiveebrth my personal and
professional knowledge of the assessment of competare an integral part of this
research. My role in this research was to provid@portunity for the participants
to tell their stories and to systematically integrahese into a theoretical

representation of the phenomena.

5.4 Conclusion

The CCNA model provides a theoretical construct toderstanding what is
happening in practice regarding the competencysagsent of nursing students. This
explains how the Basic Social Psychological Pro¢BS$P) ofcomparinganswers
the research question and resolves the centra issthis research. This chapter has
provided an overview of the theory of CCNA and fyigresented the categories

and concepts within this. Parameters for considerdtave been identified.

93



Chapter 5: Critical comparative nursing assessment

The following chaptergathering represents the first of the theoretical categories
embedded in the theory of CCNA. This describes Imanses gather evidence to
inform competence decisions, and the processesnwiiils that create opportunities
for teaching and assessing competence, provide ansnér monitoring and
controlling student practice and issues relatetthéocollection of evidence, and how
these influence the BSRI®mparing,and impact on the decision-making process and

the determination of competence.
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6.1 Introduction

The category‘gathering’ represents the first stage of the Critical Comipaga
Nursing Assessment (CCNA) model and is a procesgioh nurses engage in order
to collect evidence of student practice that wilform decisions about practice
competence. This chapter commences by outliningthberetical propositions of
gatheringand their relationship to the BSPPcoimparingto determine competence.
The second part of the chapter will explore eachthef concepts that comprise
gathering and how nurses manage this process by implengeastrategies such as
creating opportunitiesfor practice development and assessment of comgete
controlling and monitoringpractice byletting out the leashand facilitating and
managing feedback processeken collecting evidencéo inform decisions. How
these concepts, and the properties embedded witbm, influence the nature and

quality of decisions about student’s competenga&ctice are presented.

6.2 Gathering, comparing and determining competence

According to Gordon, Murphy, Candee and Hiltune®9), when engaging in
decision-making, information about the phenomendeurtonsideration is required.
They contend that collecting information is thesffiphase in a decision-making
process. Collecting informatiomsults in the accumulation of facts that accoont f
what is happening. Hegatheringassists the decision maker to formulate a coherent

picture of events or issues that comprise a saoair phenomena to be considered.

In this theory, the categogatheringand the concepts and properties embedded

within it, describe the complexity of what nursasvalved in this study
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considered an integral component of the competdacision-making process. In
order to make a decision about the student practiogetence, nurses identified
that they required information about the studeabgity to practice Gatheringis

a strategy utilised by the nurses to obtain thisrmation. This commences on

immediate contact with students.

‘Within the initial few minutes of the start of vikawe start a process of

gathering information from your student’ (14-3445)3

Gathering is a continuous process that occurs throughout stiuelent clinical
placement. In order fagatheringto occur and information to be obtained to inform
professional judgment, students require opporesitb demonstrate their knowledge
and ability. The concepteating opportunitiesacilitatesgathering,by establishing

relationshipsidentifying student-learning needadteaching competence.

While these strategies are employed to provideestisdwith the opportunity to
develop their practice and provide a useful meangdtheringinformation, nurses
are very aware of the vulnerability of patients amdploy strategies, which involve
supervising monitoring, controlling, and tracking the student’'s development of
practice. These are designed to make provisionstiodent practice development
whilst maintaining patient safety. Nurses desctilis activity as‘letting out the

leash’

Like other concepts that make up the categorgathering ‘letting out the leash’

has a direct correlation with the theoretical psfions and outcomes associated
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with this aspect of CCNA. These are that in ordemassess practice competence
information regarding the students’ practice knalgke and ability is required,
processes that monitor and control student devedoprof practice are essential to
gatherinformation to in order to maintain patient safedipd competence is taught.
These theoretical propositions are based upon é¢neeption of the nurses in this
research regarding what was essential to deterounmgetency. Figure 6.1 Depicts
the concepts and properties of the categorygathering and demonstrates the
interrelationship of these to the theoretical pgifions supportinggatheringas an

integral component of CCNA.

Conceptz and Catezory Theoretical proposition
propertiss and owtcomes
E‘_;f’cu ey, :""-c..-_,& _’,.-gci-"ﬁb .1-;'7-\.'.'\; 51__;,
Creating opporiunities . osh
Establishing relationships Lo #¥| Information about competence
Identifinng leaming needs % to inform decizions
Teaching competence @
] . ¥
Letting ount the leazh m & ;
Supariizing practice H i-Ic—nlljﬁnng a.m.] m::trnllmg
Momtoring and confrolling practice ﬁ practice to maintain safety
Tracking practice development =]
- z -
i o b .
Collecting the evidence f
Somring evidance r Competence iz tanght
Facilitating and managing feedback | J %\
1.--1:';,.,,": it ;_F_‘,.Iﬁ_?"\;'r '"-5-"?._5;\..1 Y- ..lJ-‘\‘é':"?“

Figure 6.1 Interrelationship between concepts andrpperties of gathering
and theoretical propositions andutcomes
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In a linear descriptiongatheringis the first stage of the CCNA model. This is
however present in all of the categories describethe CCNA model. Figure 6.2
illustrates the relationship afatheringto the other three categories in the CCNA

model.

Weighing up

>
Gathering ‘. Judging
>

Moderating

Figure 6.2 The relationship of Gathering toother categories in the CNNC model

While gathering is a category in itself and describes strategims dbtaining
information and directing and controlling the stotdepractice development, it is also
an important aspect iweighing up Here the informatiomgatheredis comparedto
accepted standards (benchmarks). Thraxgghparingvarious aspects of information
gathered contradictions in practice may be identified amequire further
investigation. In these circumstances nurses welurn to gathering further
information in order to progress the analysis ttedrine thevalue, merit and worth
of the practice. This will confirm or dispel pertems of incompetence and assist

nurses to construct a picture of the student’stm@&dGatheringis also associated
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with judging Like weighing upthe completeness of information is important tg th
aspect of CCNA. Having determined the level andtrdmution of the student’s
practice, further information may need to degtheredin order to confirm or dispel
ideas about competence, or provide further evidettceconfirm professional
judgments made. This will involvemoderatingjudgments with othersModerating
presents as another form géthering, where information iggatheredto test ideas
about competence. Againpmparativeanalysis is employed and judgments arising
from this are considered. Where there is dispdrétyveen the nurses’ judgment and
that of others, furthegathering weighing upandjudging activities may be engaged
in. These processes confirm the need ¢athering to occur. Without this,
comparisonwould not be possible and information to inforntideons would be
unavailable. This would impact on all stages of @ENA and demonstrates that
gatheringplays an important role in feedback processesinvitmle CCNA model,
reveals the inter-connectedness of the categdmesnmiake up the CCNA, and the

role thatgatheringplays in this.

How the conceptgreating opportunities, letting out the leaahd collecting the
evidenceembedded in the category géthering are utilised by nurses to collect
information, and factors that influence the processomparative analysiand the

impact these can have on the assessment of coropeteii now be explored.

6.3 Creating opportunities

The theoretical proposition that information abthé student’s knowledge base and
practice ability is required to assess competensepported by the concepeating

opportunities.This comprises the propertiestablishing relationships, identifying
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student-learning needsand teaching competenceThese properties represent
strategies that nurses use to position themselheseathey can observe, assess and
gatherinformation about student attitudes, practice kieolge and ability that will
inform competency decision€reating opportunitiecommences witlestablishing

relationships

6.3.1 Establishing relationships

Establishing professional relationships that feetidi communication and support the
student and those supervising their practice deweémt, is important to the CCNA.
In order to identify student learning needsreate opportunitiesfor practice
developmentgather information and undertakeomparativeassessment, nurses in
this study identified the need for effective radaships. These facilitate
communication and place nurses in a position whbey were able tayather
information to inform decisions about competenceanage the learning

environment, and keep patients safe.

It is vital to develop a working relationship withe student that results in the
preceptor being able to get close, and assesgutend’'s practice development and
resulting level of competence. The closer the i@ahip, the more likely the student
will talk openly about their feelings, and how thggrceive the practice experience
and those they work with and care for (Booth, 199fpw & Suen, 2001; Mahara,

1998). The development of trust is central toghecess of interactions between the
student and the preceptor (Curzon-Hobson, 2002enétudents know that learning
is respected, and that if they do not know somgthor a mistake is made, the

preceptor will be supportive, welcome questionsl laelp them to problem solve the
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challenges of practice, the student is more likelyrust those that they work with
and communicate their feelings and learning ne&i®th, 1997; Chow & Suen,
2001; Gaines & Baldwin, 1996; Redmond & Sorrell98Q Being open to questions
and encouraging students to discuss practice agist development of working

relationships and reinforces the notion that prewspare there to help.

‘I am constantly saying to students...anytime, askauestions, we will
remember the mistakes but we never remember tgegaistions’ (12-

494-495.

The outcome of this type of interaction encourapesdevelopment of the student —
preceptor relationship and provides the precep#taits valuable information that is
used to determine learning requirements, and gaching, which contributes to the

assessment process.

The length of time that students work with one suisfluences the degree of

relationship development. This is problematic wheoatinuity of preceptors is an

issue (White, 2001). The situation where studematgeha different preceptor every
shift makesestablishing relationshipslifficult. The consequences of this are that
often no one preceptor has had sufficient time wgrkvith the student to establish a
relationship andgather information about their practice ability beyond athwas

observed during a single shift.

‘If you have half a dozen preceptors, who knows Wwhe done

what?’ (12-1081).
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In this situation, the scope and level of the stiidepractice becomes fragmented

and it is difficult to identify practice developntehat may have occurred.

‘[The] consistency and continuity in preceptors aclthical nurse

educator is so valuable’ (12-448).

This was considered an advantage and one whichtdgeml the establishment of

relationships with students

‘[and]results in a more accurate assessment’ (1344

Another factor affecting theestablishment of relationships the individual’s

personality. This may or may not be congruent whih development of a positive
relationship. Personality clashes are cited asiémiting the quality of teaching and
learning in practice, and colouring nurses’ peroeyst about student ability (Booth,
1996; Spouse, 2001). Nurses are aware of the mpaitémt this and that the outcome

may adversely impact on the assessment outconzesfmdent.

‘| think as a preceptor you have to be aware offtet that sometimes
you get a student, who for some reason you juste.the a
personality thing. I've just said, look I'll get s@one else to do this or
it's time for me to have a change, you know ang st&de and let

someone else have that person’ (12-699-700).

Here concern for student learning and the impliceti of a non-productive

relationship and the
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‘potential for a member of the preceptor team teeha bias’ (14-489)

is acknowledged. If it is established that the trefeship is not workable, the
preceptor may change. Nurses said that studenttoHadrn to work as a team, and
that they [student] could not choose who they wdrkasith, or cared for.

Consequently changing a preceptor was not considigyfly.

Where positive relationships are established awee,tpreceptors are able gather
more comprehensive data about students to informpetence decisions. Working
with students and talking about experience pro@d@luable source of information
that would not necessarily be available if a relaghip had not been established.
Conversations between the preceptor and studemhentgobservation of practice.
These contribute to the assessment process bydprguihe preceptor with insights

into the student’s knowledge and attitude. Oneasesd

‘[the] conversations | have with students...influehosv | think about

their competence...| listen for the language, thieuakes’ (13-17-19).

While the relationship contributes to the assessmieoompetence by providing the
preceptor with a means to better understand tliestutheir perceptions, behaviour
and learning requirements, establishing a trusttagionship with the student is also
important for the preceptor (Gaines & Baldwin, 19B&@dmond & Sorrell, 1996) to

maintain a safe practice environment for patieRt®ceptors need the security of
knowing that students will be honest about thepezience and capabilities, and will

communicate these to them, identifying when asstgtas needed. In this study,
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some preceptors feared that students believedithatder to be seen to be effective

and competent, they had to do everything by therasel

‘So the danger is that instead of going OK thistigite something
I’'m aware of, | will go and talk to the staff nurstey think oh my

god, | have to solve this by myself’ (12-491-493).

This applied especially to transition experience®rpto state final examination,

where student’'s practice was expected to demoasingependence. Nurses were
concerned that unless a close working relationslap established, where students
felt safe to ask for advice and assistance and agpeopriately supervised, they may
engage in activity that was unsafe for their lesfeéxperience and knowledge. They

stated that students needed to realise that

‘They don’t have to do it solely on their own’ (K74).

Nurses appreciated that the pace of practice is fsl that sometimes students
found themselves in situations, that called on Kedge and skills beyond their
capability. Having established relationships witieqeptors meant that in times of
stress, or when students do not know what to dy, lave someone to consult in the

department.

‘Having someone that they trust and will tell whbey are not sure

or if something happens’ (12- 964-965)
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is an important aspect of maintaining a safe emwirent. For this reason, the
establishment of a close working relationship gitldents is deemed important.
Relationships are more likely to develop quicklyemdnthe practice environment is
friendly and welcoming and where nurses recognesning competence as a
developing process (Booth, 1997; Spouse, 2@4tablishing relationshipbetween
students and preceptors that are positive, reauthare successful facilitation of
teaching, learning and assessment of competenceheagpreceptor can more
accurately establish which experiences are apmtepfor students to undertake,
assess the student’s ability to manage new singt&nd intervene where needed to

ensure that patient safety is maintained.

While establishing a relationship with studentscnsidered important to the
teaching, learning and assessment process, nurgegieg with students are very
aware of professional boundaries. In situationsrevtieese are transgressed and very
close relationships have been developed, it magrbecvery difficult for a preceptor

to fail a student. In situations like this nursagls

‘It's really difficult where students are well knavand liked...people

feel sorry for the students, they understand theegat problems’

(11-924-925).

‘You want them to get through’ (12-197).

Where preceptors get over involved with studeihisie is a risk that the relationship

may compromise the assessment of competence (C200d).
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‘They think this student is a nice person and mayhe day they’ll

make a really good nurse’ (15-121-122).

The impact of the relationship between the nursk stndent, and the influence

on the competency assessment process is explainedre detail in Chapter 8

(judging).

Relationships with colleagues are also import&neceptors are reliant on other
nurses to provide information about the expectati@mi student practice and
competence requirements, support students in thbsence, and contribute
information about the student performance when aenzy is formally assessed.
Developing relationships with those who work dihgctvith students was of

particular significance for nurse educators, whdsect contact with students is

often limited due to the number of students needuqervision. They identified that

‘...working in close relationship with the other regired nurse [was
important] as a lot of the time you are not actyaNorking with the
student. You are relying on people’s reflectivesgrand narrative

stories to inform competence decisions’ (11-50-53).

Using second-hand information about student perdoice to make a decision about
competence was reported frequently in interviews.aAresult, nurses disclosed the
need to feel that they could trust colleagues toopen and honest about their
perceptions of the student's ability, and provideedback about professional

judgments regarding the student’s level of compmadastablished relationshipare
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important for this and the validating processesdubg nurses when making
competence decisions. This issue is explored muieih the concepts ofollecting

evidence, truth seekirandtrusting in Chapter 9rfoderating.

In addition to facilitating and managing feedbackherent in the process of
gathering positive working relationships with colleagues anportant forcreating
opportunitiesto extend the development of the student’'s practWhere learning
experiences are not available in the immediate afepractice, the preceptor’s
relationship with colleagues in other areas canitipely influence the student’s
access to these ammteate opportunitiesfor further practice development. For
example, having an established relationship witbobeague in operating theatre
may facilitate a student’'s opportunity to follow patient through an operative
procedure. Connecting with colleagues and faditigaexperiences like this increases
the number of opportunitieavailable togather information about the student’s
performance, and is useful fadentifying learning needand further opportunities
for practice development. The wider the varietyemperiences available, the more
opportunities arise tgather information for comparative assessmémtdetermine

practice competence.

6.3.2 ldentifying learning needs

Experienced nurses have developed diagnostic amitariag skills that are used to
detect signs of patient deterioration (Benner, }983imilarly, nurses with
experience of students develop specialised knowledput students and what they
need to marry theory with practice to develop aedthdnstrate competence. The

process ofdentifying learning needprovides a beginning point for nurses working
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with students, and is a diagnostic process thegméral to the teaching, learning and
assessment of competenddentifying learning needsletermines the scope of
student practice and provides the foundation fae ttlentification of practice
boundaries (Spouse, 2001fentifying learning needsinderpins the theoretical
propositions associated wigfatheringandcreating opportunitiesin that, in order to
facilitate development of student practice and ssseompetence, information
regarding the student’s knowledge and ability gpureed. It clarifies which tasks are
safe to delegate to students. This determines ishatight, the extent @upervision
required and measures employedmonitor and control practice development to

maintain patient safety.

Identifying learning needss facilitated by the successfulnessgatthering Course

handbooks detailing learning outcomes, informatidiout the expected scope of
student practice, assessment requirements andiarigssist this process. These
sources of information provide insight into praetexpectations and help preceptors
establish the student’s clinical focus and how timéght facilitate and assess practice

development.

Establishing expectations for students’ practiceprigsblematic for those working
directly with the student, ifjatheringis impeded by the lack of readily available

information.

‘you are not sure what's been taught and you aresuwe where the

student should be at on some things’ (12-819-820).
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Where this occurs, making decisions about how naigbents know and what the
focus of learning and assessment should be, iguliff Access to information was
identified by nurses in this study as a significasue impacting on the competency

assessment process.

‘While they [Nursing School] send out the coursendizooks...they
often get stuck in the manager’s office and doatttg the people that
need them...or the people precepting don’t get a@ham read them’

(11-664-667).

Lack of accessibility to information and not havitighe available during the
working day to become acquainted with student etitueal background influences
the process ofjatheringand determining competence. Without knowledge ef th
expected level and scope of student practice, tiger@ danger that preceptor’s
expectations of students may exceed the studentisvledge and practice ability.
Here the risk exists for students to be delegatdtbmt care that they are unable to
implement safely. This was of particular concernriarses who said they did not
have a reliable source afformation and could not rely on students to pdevi

direction about teaching requirements. One nuetedt

‘You cannot rely on students to tell you what tbay or cannot do as
they themselves were unsure of their scope of ipeaand go ahead

with procedures that they were not certified to emake’ (12-42-44).
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Without clearly defined expectations, nurses hatfecdlty knowing what students
need to learn and how they can support studemifenin practice, assess this and

maintain a safe environment for patients.

If preceptors have unrealistic expectations of shelent’s ability for their level of

education, assessment outcomes may be adversdlernioéd. Here, individual

preceptor’'s expectations of practice determinebgmechmark for safe practice. This
may differ from the NCNZ professional standards aesllt in students passing or
failing an assessment when they should not. Lacknaferstanding related to the
student stage of education, and practice ability also result in unsuitable learning
needs being identified. If this occurs, teaching/rha inappropriate for the level of
practice, for example, titrating narcotics. Whilkeidents need to know about this
procedure and the implications for monitoring dgent is inappropriate for them to
engage in performing a post registration activdtynore in-depth explanation of the
implications of lack of knowledge of assessmentuiements, and the influence this
has on determining competence is discussed in tmeepts ofcollecting the

evidenceandbenchmarkingand the categonyeighing upin Chapter 7.

Until learning needs are established and nurses hAalear idea about the student’s
knowledge base and practice ability, they contt@ practice environment and
ensure safety by limiting student practice to olser or assisting. This limits

student practice to that which is undertaken umiitexct supervision. Nurses are not

comfortable delegating care to students until theye
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‘an idea of the student's knowledge base and practbility and
[are] confident that the student is safe to praetiithin the context of

the situation requiring intervention’ (12- 621-623)

During this time, preceptors closely observe thedemt practice andjather

information by asking questions that elucidate lthes| of student knowledge. For

example

‘I like to ask about predisposing factors they amare of...and what
are you going to be observing for and why...[and] tAhahe

pathophysiology. Do you know about the emergeratleyr...its just a
flow [of questions about] a chain of events...likeatidrnormal and

what’s not’ (12-368-370).

Asking questions and testing the student’s knowdealgsituations is a strategy used

by nurses to establish information about the sttislebility and is used talentify

learning needs.

‘You can judge a lot from the questions that stislask as well and
the frequency. If they ask the same question, ¢hatlead you to
wonder how much of a good knowledge base haveytht@y

(14-386-388).

As an educator, | am aware that student prepardtiompractice, or lack of this,

greatly influences the ability of the preceptoruadertake an early assessment of
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their capability, toidentify learning needsand establish practice boundaries and
teaching. Preparation is considered more than dittgnlectures and laboratory
sessions at the educational institution. Studengsexpected to have input into
determining the nature of their practical expereerand have undertaken some
preparation before reporting for practice. Thisludes formulating individualised
learning outcomes or practice objectives that Hétair aspirations for practice and

learning needs.

Objectives provide a means for the preceptayatherinformation and gauge where
the student is ‘at’. They also provided insighbimthat students think the experience

might offer and their perception of their learnimgeds.

‘What information they [student] provide as theibjectives can

actually tell you quite a bit as far as where same is at’ (12-19-20).

Students who come prepared for practice with objest positively influence what

preceptors think about them and their level of ficaadevelopment.

‘Objectives are one of the things that give yoitteelbit of a clue ...If
they come and say this is what | want to achievaur.yostant

impression is wow...they’re switched on’ (12-34-36).

Thoughts surrounding this are considered by nunde=n undertaking competency

assessment. One nurse said
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‘| judge students on their preparation. Have theggared objectives

that will work’ (11-128-129).

Presenting for practice without objectives is nieiwed favourably by preceptors or
educators, and raises questions about the studerdfessional responsibility for

learning and commitment to becoming a nurse.

When determining student learning needs, nursegevaiformation concerning
previous practical experiences and how students tiik learn, with conversations

focusing on

‘determining learning and learning styles and caipdd11-453).

These, coupled with responses to questions, olsmrsaof practice, course
information and student objectives enable precsptor envisage the student’s
practice capacity and limitations. Questioning juieg an opportunity taather

information and cultivate initial impressions abdbe student’s level of practice

competence. This assists preceptors

‘in identifying which practice tasks the studentaisle to complete
safely and independently, which requires supermisiand what

aspects of practice [they] needed to teath 685-687).

Comparing student responses and the informatgaiheredto expected levels of

practice identifies contradictions. These suggesiedge and practice deficits and
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assist the nurse to establish learning needs. ififaamation provides the basis for
planned teaching and enables the preceptor toecopgortunities that students need

to be exposed to in order to develop their pracitg demonstrate competence.

The practice environment and the variety of expees available, impacts on
student learning and the opportunities to creatpee&nces to extend practice

development and assess competence. This is coegider

‘tricky point if they [students] are in an area wiethere is limited

hands on’ (11-453).

Here the student may not be afforded the oppostunitdemonstrate their ability.
This in turn impacts on the assessment process hagldights the need for
appropriate clinical placements that will allow tsi®ident to interact with patients,

perform care and develop practice competence.

In situations were practice opportunities are eshed) preceptors and educators look
to others areas for experiences that endate opportunitiesor student development
and provide other avenues fgathering information about students to inform

assessment decisiortsstablishing relationshipwith colleagues assists this.

Nurses acknowledge it is especially difficult tacloup’ on everything that a student
is doing when they do not work consistently withattstudent over a period of time.
Nurses rely on others to feed back their experendgéh the student. This aspect of

creating opportunitieshas been previously discussed in the propestablishing
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relationships This also influences the processidéntifying learning needsOne

nurse commented

‘in situations where I've been concerned and padbatl concern on
to the colleague working with the student...and tbay ‘oh yes’ |

hadn’t noticed that’ (11-585-587).

This is an example of the value of having well eshed working relationships with
colleagues, and communication networks that caistas® preceptor and educator

confirm and monitor student practice developmemd, plan teaching.

While gathering information from students and assessing their legrmeeds
provide a starting point for determining requirensefor practice development, this
process continues throughout the clinical expegehike the assessment of patients,
the assessment of students is an on-going prolcess study, preceptors appeared
to give little planned thought to this activity tuitively knowing when to provide
support, teach or intervene, with the frequencasdessment being directed by the

learning need®sf the student.

Each time the student’s practice is assessedyvileree isgatheredandcompared
Nurses reflect on the outcome, a judgment is mauk rsew interventions for
teaching and learning implemented as required. prosess is illustrated in Figure
6.3, which demonstrates the interconnectednegmtbieringto theidentification of

learning needs teaching competenceand creating opportunitiesfor practice
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developmentComparingthe information that has be@atheredis central to this

process.

Gathering

Practice exp(\‘\

/ Assessment of student learning needs

A

Competence decision Identification of practice
development need

t

Teaching competence
Assessment of practice /

Creating opportunities for student
practice

Gathering

Figure 6.3 The process of gathering and identifyingtudent learning needs

Here, citical comparative analysisdetermines practice contradictions, identifies
learning needs and directs the ‘what next’ in teagland assessment of competence.
In situations where assessment outcomes do ndt nresudecision where the student
is deemed competent, the cycleidéntifying learning needscorporates further
teaching and assessment. The number of tigagisering, assessing, teaching and
identification of the need for further learning amuactice is undertaken, is
determined by how quickly a student achieves coammet. Where practice exposure
results in the identification of contradiction atiek need for practice development,
the significance of the contradiction and the tim&vhich this occurs will impact on
whether this can be addressed within the timefranfieke practice experience, and

whether the student will pass or fail the assessmietompetency.
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Once learning needs are assessed, preceptors igmglestrategies, including
teaching, to provide students with experience Wiktntegrate theory with practice,
support the development of practice, and consdidaarning. Nurse Educators,
maintain detailed records of interaction with stutdeteaching, future learning needs
and evidence of competence. However, few preceptorslved in this study
constructed a plan for teaching and assessingiggacr maintained records of the
students learning needs, what they had contribidestudent learning or evidence
that they hadgathered during the assessment of competence. This impatts
gatheringinformation and influences the successfulness afitaring and tracking
processes employed by nurses to control the stgdgenelopment of practice. This
is further explored in the conceletting out the leashDetermining student learning
needs, teaching and assessment of practice arigepastunities present during the

day. This process is continuous throughout thetjpaexperience.

As a diagnostic procesgjentifying learning needss a moderating factor, which
interconnects with teaching and assessing competktentifying learning needs
essential for determining the scope of the studeptactice ability, knowing the
tasks that can be safely delegated, the experiethegsneed to be created and
determining what needs to be taught, in order se®s student’'s competence to

practice.

6.2.3 Teaching competence
Central to the category @fatheringis the theoretical proposition that, in order to
assess practice competence, it first needs to bghtta The propertyteaching

competencefocuses on addressing practice deficits or extendpractice by
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providing new information and teaching skills toppart practice development.
Teaching competencéacilitating occasions for students to practiagsing, and
supervising practice developmentreates opportunitiesto gather information.
Information gathered as a consequence of teaching interactions witllests

contributes to the decision-making process

The process of exposing students to pracimentifying learning needdeaching
competence, and assessing student practice development providdtiple
opportunities foigatheringinformation about student practice knowledge dnitity
that can beomparedo best practice benchmarks to determine competerke the
identification of learning needspmparisonand the identification of contradictions
between observed student’s practice and practioehnearks provide the means for
determining the student’s level of knowledge andl.skhe degree of difference
between student practice and benchmarks becomescdtadyst for teaching
competenceThe greater the identified variance between thdent practice and the
practice benchmark, the greater the need for irtion and teaching. The use of
benchmarks in analysing practice highlights theneation between categories in

CCNA. This is explored in more depth in Chaptew@ighing up.

Where a practice deficit is identified, the degoéerariance will determine the type
of teaching strategy employed and include strasetgienonitor and control practice
until such times that the deficit is addressed. hlee variance is minimal, teaching
may take the form of a casual conversation betvileempreceptor and student about
the issue of concern. In situations where the wagas great, or when new situations

present for practice development and the studenehher little existing knowledge
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or skill, the preceptor is likely to restrict théudent’'s practice to observing or
assisting until the procedure or aspect of practimecerned can be taught, and a
controlled environment is present that allows thulent to practice what they have
learned under supervision. This aspect of teactdmgpetence is interconnected with
the conceptetting out the leastwhich is explained in more detail later in this

Chapter.

When selecting elements of practice to be taughtses acknowledge that these need
to provide students with opportunities to meetldaning outcomes of the course in
which they are enrolled; be appropriate for thepscof practice for a student; be safe
for the student, those with whom they are workind #or whom they are caring; and
provide an opportunity to demonstrate competenchiléeMhis may suggest that
teaching is structured and planned, this was nendhe case. Preceptors frequently
useeveryday moments in nursing tweate opportunitiegor teaching, learning and
assessment. For example “By pointing out patieablems that are unusual and by
illustrating what is normally expected” (Benner, 889 p.186), nurses teach

competence through usiegmparisorof similar and dissimilar patient cases.

In the same way, nurseteaching competencemphasise practice that meets

competence standards.

‘You see them do something or you hear them sayttsomeand |
might say that's a really good example of how yeuieeting this
competency or that competency, as they don’t alwagegnise it

themselves’ (13-217-219).

119



Chapter 6: Gathering

‘Its like pointing out to them [student], that’'s axample of, or | think

that’s a good story that relates to this competée(iy256-257).

This practice reinforces knowledge development mmmyides a means to integrate

theory learned in the classroom with the practiceunsing.

While everyday moments provide teaching opportesjtinurses acknowledge that

these can place undue stress on students who eeted to perform. For example:

‘The other day we had a student working with us.\Weee changing
IV fluids and | got her to work out a litre of fthiover 8hrs and she
was having difficulty working it out. There wereotwf us trying to
explain it to her. | think she was feeling pressulecause she had
two RNs standing there asking her questions. Iretitg | pulled back
and said look why don’t you go out the back andkhabout fluids

and work that out. She came back with the rightems(12-400-405).

Choosing experiences and knowing when the studg@méistice capacity has been
reached or pulling back is important to the teaglaind assessment process. Inability
to perform does not necessarily mean that the stuttges not have the knowledge
base or skill required to complete the task. Hdhe, influence of the learning
environment is acknowledged. Nurses consider thinvmaking competency

decisions.
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Common strategies emerged from interviews about howgesteach competence

These include facilitating learning competence ulgio practice, role modeling,

teaching reflective practice, self directed leagniand facilitating clinical reasoning
using critical thinking exercises. Of these, fdating learning competence through
practice was the most common method used by ntosessist practice development
andteach competenc@&he outcome is that the student is often expettquerform

and achieve competence having observed a procedoes Here

‘see one, do one supervised, do one unsupervided002).

was cited by nurses as a common framework for asganteaching. Demonstration
Is perceived to be the quickest and most convenmiayttoteach competenc& his
provides an opportunity to role model the proviswincare and allows multiple
facets of information about equipment, proceduned patient requirements to be
covered within the one activity. When selectingri@g experiences preceptors
prefer to

‘...start with the basics, then progress to more @em tasks as the

student’s knowledge and skill develop[ed]’ (11-1446).

This provides a way of further establishing an idéaut the student’s knowledge
base and ability, and is a way @dntrolling the teaching, learning and assessment

process.

Identifying appropriate learning opportunities daa difficult for those who do not
have a clear understanding about the student’scéeghecope of practice (Herrmann,

1997). While assessment frameworks utilise the NGiMpetencies to provide
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direction for determining what students need tovkramd what needs to be taught
and assessed, nurses in this research were oélibéthat finding tasks that students
could safely undertake to meet competency standhatsare designed to provide

practice guidelines for registered nurses, wascditf One nurses said:

‘Competencies have moved more to broader categeaddss hard to
find a task they [student] can do that reflectsdntalefinitions’

(11-86-87).

As previously identified, the process gditheringinformation is not limited to the
first interaction with a student. The outcome afajatheringdetermines the ‘what
next’ in teaching competencé&his is also important for monitoring and supsing

practice. Gathering is initiated in response to the need for informatiand is

purposeful. However, there are times when thisazaur spontaneously.

‘...you pick up on things and it just comes at yod gou don’t

realise what the triggers are’ (11-1278-1279).

The identification of learning needsand assessment of practice is a continuous
process. While decisions about competence may grnmoabe formallymoderated
during this phase of CCNA, through thstablishment of relationshipgformation

is gatheredfrom colleagues and the student. This influendes preceptor’'s or
educator’s ideas about the student’s level of caemme. The greater the degree of
contradiction between the student’s practice arattpre benchmarksthe more

likely preceptors will discuss student performamgth others, and where necessary
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moderate their decisions and plans feaching competencélhis may result in
students being taught elements of practice, straziatrols being placed on practice,
and an increase in supervision and monitoring gti\rhis is discussed further in

the concepletting out the leash.

For nurses involved in this research, another dasp#c learning through
demonstration in practice involved role modelingisTis considered to be an
important factor influencingteaching competenceand assessment outcomes
(Andersen, 1991; Howie, 1998; Lyth, 2000; Rittmar©&burn, 1995). According to
Bahn (2001), role modeling can be conceptualisedsiagple imitation, which
encompasses learning about professional attitudejrderactions with patients and
members of the multidisciplinary team. Bandura {{)93nsiders modeling as being
a powerful means of transmitting not only valued attitude, but also patterns of
thought and behaviour. In nursing, role modeling likened to professional
socialisation, where the student learns to act ameaber of the group, their
behaviour representing the social norms and actepéhaviours of the clinical
practice area and those who work within it (Bet283; Davies, 1993; Benner &

Tanner, 1996).

Where role modeling behaviour does not meet bexsttipe guidelines, students are
at risk of learning practice that does not meeeptad standards. This may adversely
impact on the outcome of competency assessmentewihe practice beliefs and
behaviour of others are not congruent with thosegha to the student (Lauder,

Reynolds & Angus, 1999).
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The nurses in this study were aware that it is shalent’'s aim to fit in. They
believed that students were very aware that precepiad the power to pass or fail

them in practice. Because of this some nurses tiidhgt students

‘...do and say what they think you want’ (13- 44).

Whether students would consistently perform to ltheel and expectations of the
preceptor is an issue that is considered when ctange is assessed. Issues related
to the pressure under which students are placetitrenexpectations of individual
preceptors, are also acknowledged. Nurses belleteuntil the student’s level of
confidence and assertiveness is developed, theyleaselikely to challenge the
practice of others and are therefore acceptindi®fways of knowing and doing to
which they are exposed. While “there is no guaertat the observer [student]
would express or reproduce the behaviour” (Bah®12®. 111), it was felt that
unless the practice observed violated the studantal principals, it was likely that
they would base their practice on that which was neodeled. The influence of role
modeling unsafe practice is a concern and was teghoo be a point of debate when
student’'s competency assessments are non achiBetzl (1985). Students would
argue that they were doing what they were taugbht@ine & Pullon, 2000). This
issue, and how nurses manage conflicting opin®ujscussed further in Chapters 8

(judging) and 9 (nederating.

6.4 Letting out the leash

While teaching students and allowing them to previdre and practice the art of

nursing provides a means gétheringinformation to inform assessment decisions,
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this may place patients at risk. The condefting out the leasls about managing
this risk. It is comprised of a combination of stgies nurses employ to control the
process of teaching and learning in the practic&r@mment. These activities and the
properties imbedded in this concept interrelatédwhbse described in the concept of
creating opportunities Together these enable nurses to fulfill the teecal
propositions and outcomes associated with thiscaspfeCNNA. In doing so, the
need for the student to develop practice and hay®rtunities to demonstrate this

need to be balanced to ensure that public safethaistained (Brykczynski, 1999).

Nurses recognise the importance of monitoring stugeactice development as part
of their moral duty to care (Benner et al., 199&k8s, 2005). To protect patients,
nurses incorporate practices that make provisiognstgervising,monitoring and
controlling student’s practice development (Lyth, 2000). Instlstudy, these
strategies include the useadmparative analysito identify practice that contradicts
accepted standards, anticipate unsafe practicesandtions where students will
require support, assess the patient’s conditionsaitdbility for student involvement
in care, assess the demands of the environmenhwiay influence the provision of
safe care, continuallgatherinformation to assess student practice developiauedht
identify their strengths and limitations, and impknt strategies to reinforce

teaching and to help students learn and achieveetency standards.

6.4.1 Supervising practice
Supervising practicés a property of the conceldtting out the leashThis supports
the theoretical propositions underpinning the oatggof gathering in that, by

working alongside students and supervising theaciice, preceptors are able to
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place themselves in a positiondatherinformation about the student’s ability and
address this througteaching competenceéit the same time, they can intervene

when patient safety is questioned.

Supervising practicés a condition ofjathering This means that, in order ¢@mther

information, assess student practice and make idesigbout competence, nurses
are to a large degree reliant on direct contach wtudents. Lack of supervision
limits the nurses ability tg@ather information. Supervision of student practice is

dependent on the availability of appropriately el preceptors.

In recent years, the role of the preceptor has gddfrom that of a ‘buddy’ (where
the nurse assisted with orientation and was adheface in practice) to that of
facilitating and supporting the practice developth@&others (Chow & Suen, 2001;
Lyth, 2000; Spouse, 2001). Issues relating to desti@n of the work force and
nursing shortages are believed to have had a nmajoact on the availability of
nurses to perform this role (White, 2001). Thers been little acknowledgement of
the skills required for preceptorship or the woddassociated with managing a full
patient load, and supervising and teaching studarttsose being preceptored (Chow
& Suen, 2001). Where there is a lack of preceptausses involved in this research
expressed concerned that both of these issueshbaubtential to have a significant

impact on the process gatheringinformation and the assessment of competence.

In situations where there is little planning or gmeation made for students, nurses
are often unaware that students are reportingrietigal experience. The nurse may

have no time to prepare for students, and may awt lbeen asked if they will
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precept students. In the current environment, veaids are high (White, 2001) and
while having a student may be perceived as havimgther pair of hands, the
responsibility of supervising a student and the am@f time required to teach and
assess practice is not acknowledged (Hunt, 199FkyT& Watson, 2005). As a

result, nurses involved in this study reported thay felt the role of a preceptor was
a burden and contributed to nurses becoming buuht $everal instances were

quoted where preceptors

‘lack[ed] knowledge surrounding the outcomes foudsints. Their
competencies and the responsibility for supervisamgl assessing

students is quite often - just thrust upon the@r1(10-114).

In these situations there is an increased liketihtbat nurses will decline to precept
students (Gidman, 2001Yhe consequences of this situation occurring ae¢ th
students may not be adequately supervised, arabihiy to gatherinformation, and
therefore public safety may be compromised. Thisfoeces the need testablish
relationships and for practice and education to work togetherfdailitate the

development of the students by employing strategiesonitor and control practice

6.4.2 Monitoring and controlling practice

As previously identifiedgatheringinformation is a continuous process. The result of
this activity informs the nurse about the studekti®wledge, ability and progress
made toward achieving competence. Inherently,gtosides a means for monitoring

practice development and is used to control thpesod student practic€ontrolling
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practice is achieved by determining boundaries lihat the scope of what students

can do. Boundaries identify

‘...which  practice tasks the student are able to
complete...independently, which require supervisiod avhat
procedures students should not be allowed to attemp

(14-685-687).

To a large extent, boundaries are determined bysthdent's status and legal
requirements associated with guidelines identiffed health professionals. The
student’s scope of practice may also be constramegolicy within the clinical

practice area. Selected procedures require thgieardo be a registered nurse, who
has undertaken further education in a particulaa anf practice. For example,

canulation and intravenous drug administrationpaodibited activities for students.

For nurses in this research, the primary reasoncdotrolling practice was the

maintenance of patient safety. The number of mgins that nurses place on
student’s practice is dependent upon the individuaise’'s practice experience,
knowledge of practice expectations for students, @xperience working with and
assessing students. Nurses who are new to presbiptoor who lack knowledge of
the expectations surrounding student practice, rer rt confident in their own

ability, are more likely to set strict boundarigattlimit the scope of student practice
and reflected their personal expectations. Thexamplified by the following nurses

who said
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‘| always set boundaries first and say its realtyportant...this is the way |

need you to practice with me’ (14-22-23).

‘Until 1 know and | am happy with where they are &t not going to let
them have a patient because | actually have to khthwey are ok’

(12-600-601).

The termletting out the leasks used by nurses in this research to describe/élyein
which they maintain control of the student’s preetwhile they ascertain the extent
of the student’s knowledge and skill base. Whilerimtaries are revised frequently,
the concept ofcontrolling practice is a strategy that nurses continue tol@amp
throughout the placement to maintain safety. Ttae provides a means gathering
information, which in turn contributes to the idénation of learning needsand
supervisionrequirements. The interrelationship between ptogserand concepts
within the category ofjatheringare evident and reveal the complexity of nurses’
practice when they are engagedyatheringinformation to facilitate and assess the

practice development of students.

As students demonstrate their ability and nurses satisfied that the student’s
practice is safe, boundaries are extended to ghiastice development to move to
the next level. The process of allowing the studeate responsibility as their skills

base develops is described as giving the studaris bf rope’.

‘| like to see them doing it [when] | have thatgtythen] | give them a bit

more of that rope’ (14-380-381).
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‘Then we let them go...letting the leash ouf..bit more everyday
[based] on what your observations are of the jobytlare doing...

they are fine... they feel safe’ (12-602-604).

Maintaining boundaries and continuinggatherinformation provides the means for
determining whether the student is able to copén \lie extension of practice
offered. This informs perceptions of what the shidean do safety and is a

significant aspect afontrolling andmonitoringstudent practice development.

The analytical process underpinning how nursesrih@te when to either ‘let’ or
‘hold’ the leash, to maintaircontrol of the student’s practice, or facilitate its
advancement, is the BSBBmparing The assessment of similarities and differences
resulting in the identification of practice contiettbn, determines when practice
needs to be controlled and intervention is requifdte nurse’s responsiveness is
directed by decisions that are informed by infoioratgathered about student
practice. This iscomparedto known practice benchmarks, the nurse’s knowdedg
and the memory of past experience. Interpretinglaiities or differences between
student practice and benchmarks verifies or falsifideas (Sartori, 1991) about
competence. Where contradictions are associateth wdk, controlling and

monitoringstudent practice is more intensive.

Once the student’s ability is determined, nurséswathem to engage in practice.
Determining practice knowledge and ability requia@sopportunity to work with the
student and time tgather information. During this period, nurses keep shide

close and carefully monitor their practice.
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‘We work with the student for a couple of days &adp them quite

close’ (12-600-601).

Lack of continuity of preceptors and the time reedifor gathering information
impact on the nurse’s ability to determine the ehits knowledge base and
capability (Gidman, 2001). The consequence beiagdk students moved from one
preceptor to another, the mechanismsafitrolling practice and keeping students
close, restricting delegation of care, resultedhi@ student’'s practice development
being arrested. Here students are required to tegigaperform tasks in order to
prove that they have mastered a skill and are Sdfes impedes the amount of
information that can begatheredabout the student’s level of practice and may
adversely affect the decision making processesGMA. In these circumstances, the
limited amount of information may not be sufficiefar the nurse to undertake
comparativeanalysis and feel confident that they are ablddt@rmine the level of

practice competence.

According to Saul (2001), imagining consequencesmgimemory and knowledge
results in the ability to predict events. In CCNApnitoring student practice and
knowing when to intervene is guided bgmparingpractice to accepted standards
that benchmark practice requirements. By watchingdent behaviour and
identifying contradictions, nurses use knowledgd aremory of past experience to
imagine the consequences of the student actionsitlations where nurses talk
about ‘feeling’ uncomfortable, unsure or not cogefitl their perceptual awareness
has been raised. According to Benner, Tanner andsl&h(1996), perceptual

awareness arising from emotional responses likeitha reflection of unconscious
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identification of similarities and differences. $hs central to problem identification
and is described as being the impetus for nursgoneling even when the situation
is unclear. This emotional response activates tloenscious, creating a situation of
‘knowing and results in the nurse intervening in a ‘momehpractice’. While the

student has yet to act, nurses are able to useskiligo predict student’s actions,
intervene where student practice is likely to cavmdéne patient safety, and avoid

what they refer to as ‘near miss ‘ situations. Tdil®wing nurse explains

‘You can actually have near miss situations. | tank of one where
the student was almost about to take a verbal ofolePanadol and |
said no, she picked up the phone, and you couldhsgevas where it

was heading and | intervened’ (12-900-903).

Here, the nurse senses impending risk as a crimalt in this aspect of CCNA. By
intervening, nurses attempt tontrol the teaching and learning environment. This

nurse summarisdstting out the leasnd controlling practice saying

‘| always set boundaries...| orientate them [studetdsthe way |
work...all the safety issues first, see what theyadi@ut — what they
come up with. Then | give them a bit of rope andféel that their
practice isn’t safe and they are about to do somethhat’'s not

appropriate, then I'll step in’ (14-22-27).

The supervision of practicegathering information and constanthcomparing

students actions and responses, guide nurse’sateasking aboutontrolling the
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leash. The number of times intervention is requirdiiences the nurse’s decision
about practice competence. The more frequentlyintervention is required, the
more likely that this will influence the nurses fassional judgment and result in
failing a student, as the perception is that thelest is not safe (Stokes, 2005).
Similarly, the number of times a student asks #raesquestion or requires repeated
teaching raises the nurses perceptual awareness #igo student’s capability and
identifies risk. These situations determine how mlatitude nurses will afford the
student. This practice is evidenced in nurses kngwihen tdet out the leastand

when to ‘haul’ students in.

‘Sometimes you have to say hang on. Lets get tiessorted...’

(12-455).

Controlling practice byletting out the leaslsupports and sustains the theoretical
proposition of maintaining patient safety.etting out the leasls a cyclic process
that is dependant on informatigatheringandcomparativeanalysis. The complex
nature of this aspect of CCNA is depicted in FigGré. This illustrates a process
wheregathering the outcome of assessment, and the existencemsexistence of

contradictions facilitate eith@ontrolling (holding) orletting out the leash.
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Gathering

Practice exposure Agsessment of practice
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Figure 6.4 Letting out the leash — controlling pratice development

Embedded in this process is thdentification of learning needsnd teaching
competencewhich work in unison to manage and control thecpce development
of students. Each time a contradiction is iderdifitne leash is held and controlling
and teaching activities are engaged. These contintiethe nurse is satisfied that
the student’s practice is safe. At which time, thetyout the leashre-expose student
to practice by giving them a little bit more ropend re-embark orgathering

information.

While the primary focus oletting out the leasls to control practice development
and ensure safety, nurses also describe this astlaodhof weaning students. As
students become more and more proficient, the ptecallows them to take more
responsibility. As a result of constant feedbacld @omparative analysisthe

processes inherent in this concept manage pradgeelopment. The greater the
degree of feedback that affirms accepted ways oivkmy and doing, the greater the

degree of latitude is afforded to the student. Tisfirms competence and instills in
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students confidence to exercise and develop peaatisdom. According to Musinski
(1999), whilemonitoring and controllingstudent’s practice, nurses become aware of
student’'s level of practice maturity. Evidence iagds from monitoring and
controlling student practice facilitates the managing batting out of the leashnd
promotes the development of independent practicethst students gradually
become less dependant on the preceptor for direetml advice. The practice of
weaning students is seen frequently during trasrsipractice experiences, where
completing third year BN students prepare for neadgate roles. This situation and
the processes inherent gontrolling the development of practice are reliant on

tracking practiceprogress toward competence.

6.4.3 Tracking practice development

As previously identifiedetting out the leasls reliant on informatiomgathering,the

results of which confirm or dispel notions of contgree. The propertyracking

practice developmenis another facet of this. It is a mediating factbat is

implemented in tandem with the propertynodnitoring and controlling practicand

provides the feedback mechanism to determine thgredeto which practice
development is allowed to progress. Nurses usesthetegy tracking practice

developmentto provide a continuous flow of information abotite student’s

performance and ability, which is used to guideisiens.

The length of time that a nurse works with a sta@de how many preceptors the
student has influences informatigatheringandtracking practice development
In this research, interviews revealed that in sameas of practice, students were

reported to have a different preceptor every shiifa means of capturing and
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transferring information is not implemented, thewl of information about
students andgathering become disrupted. Here preceptors find themselves
starting afresh, nurse educators have diffictrligking practice developmeand
student’s practice is continually arrested duergx@ptors not releasing the leash
until they have had an opportunity to assess theestt’s capability. When
combined, these factors are considered by nurskaue a significant impact on

their ability togatherinformation to inform decisions about competence.

Where practice areas appoint a coordinator to eeetBe student’s experience
and facilitate the collection and transfer of imf@tion, making decisions about

competence is easier.

‘Having one person coordinate student practice sally
important, not only from being able to facilitateet learning
experience in terms of teaching and all the restt,oit's the
coordinating the feedback for the assessment ak.wsl like

pulling it all together’ (12-1099-1104).

This is of particular assistance to nurse educatwie are charged with the
responsibility for completing competency assessmeamid yet, due to the
numbers of students that could be accommodatedenacea, found themselves

unable to spend an extended period of time witividdal students.

The importance oéstablishing relationshippreviously discussed in the concept

of creating opportunitiesis again highlighted in relation to this aspect of
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gathering Here the successfulness of relationships infleenthe flow of
information. Where trusting relationships are eshbd and nurses work
together; there is a higher likelihood that complabd accurate feedback will be
gathered The reliability of information and its completesseinfluences the
nurse’s ability tomoderateperceptions of competence acmhstruct a picture of
competenceWhile these aspects of CCNA are later exploredietail in the
categories ofeighing upandmoderating,t is important to note the significance
of gatheringinformation and the importance twacking practican this process.

If information is either unavailable, incomplete inaccurate, the nurse’s ability
to track the student’s practice development andkiydhe properties embodied
in the category ofjatheringmay be inhibitedShould this occur, nurses are more
likely to experience difficulty determining the lgvof the student’s knowledge
base and practice competence. As a result the 'suabdity to manage ‘the

leash’, control practice and maintain public safely also be compromised.

The way in whichracking practiceinter-relates with the properties in the concept
of letting out the leashand other concepts connected witathering
demonstrates the interconnectedness of properties categories, and the
complexity of the CCNA model. It highlights the iompance oftracking practice

developmenand methods of capturing information about theesds.

While tracking practice provides a means for determining pradicendaries, it is
also a means of collecting evidence. Without tbisnparisonsannot be made and

notions about practice competence cannot be coadirm
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6.5 Collecting the evidence

Collecting the evidences an aspect of assessment practice that is oneected
with other concepts in the categorygzthering Like these, the focus abllecting
the evidencas that of obtaining information to inform decisgabout competence.
Evidence establishes the parameters of the stwdlemdwledge and practice ability.
Collecting information about this is integral itentifying learning needseaching
competence, supervising, monitoriagdtracking practice The focus of the concept
collecting the evidenceelates to the source and type of evidence ortipeac
situations nurses target g@atherthe information required to inform decisions about

competence. This includes the ways in which nuiagitate and manage feedback

The process ajatheringinformation andcollecting the evidence® inform decisions
occurs by both informal and formal means and inetudourcing objective and
subjective data (Shapiro & Drivever, 2004). Infoinwmllection of information
occurs throughout the clinical placement and isdus® guide the day-to-day
management of student practice as described ioatheeptetting out the leashThis
may include direct observation, talking with otmerses, asking students questions,
reviewing documentation and listening to commenéslenby patients. An example

of questioning is giving by one nurse who said

‘...questions like “show me what you've done...tell.rdefine...what
do you mean...is it ok to do things that way”? Thaywou can get a
clear understanding of their [student] ability anbackground

knowledge’ (11-283-317).
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Formal collection of information, however, is a ibdetate act, whereby nurses
purposely seek out information from others or paytipular attention to a specific
aspect of practice in order to facilitate the ass®nt of competence. This generally
occurs in two situations. Firstly, in the procedscomparison when a practice
contradiction is identified. This generally signatoncern and suggests the
identification of unsafe practice. It is likely ththe assessing nurse will need to
collect further evidence to confirm or dispel pgtiens of incompetence. In this
situation, nurses deliberately follow drack practice related to the concern.
Secondly, when nurses make decisions about practingpetence and engage in
moderating.This involves nurses deliberately consulting wathleagues to confirm
professional judgment and is another formcofiecting evidenceln this situation,
talking with other nurses and sharing informatioroydes another source of
evidence. Consulting others and plays an imporntaletin confirming or dispelling
perceptions of incompetence and contributes to ftimeulation of professional
judgment. The processes associated with this ageCCNA are detailed in the

category ofmoderating(Chapter 9).

Information sharing plays an important role dollecting evidenceand assisting
nurses to formulate perceptions about student’stipgacompetence. According to
Dreyfus and Dreyfus (1996), information is sharegl burses in informal
unstructured exchanges that occur during the caafrge duty, for example during
meal breaks. While these exchanges may not beedaldly sought by nurses for the
purposes ofjatheringinformation to make decisions, they provide valaahsights
into student practice of which the assessing narag not have been aware. Here

other nurses’ perspectives become evidence andder@another dimension to the
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assessment of practice. These contributions oepsidnal opinion may be treated as
reliable evidence that is used in the assessmesitudent practice, or a means for
moderatingthe assessing nurse’s perceptions. Like othetegies associated with
gathering collecting evidencein these circumstances is reliant establishing

relationships communicating anttustingthe professional judgment of others.

Informationgatheringfor the purpose of assessment is context spedifis means
that nurses working in specialty practice areas bawme set ideas about what
knowledge and skills they think are required fdiegaractice. These ideas are often
based on the patient conditions treated and proeedihat are most frequently
performed within the practice area. Unrealisticeptptions of student practice may
influence the information sought and the type afsmg activity used tdenchmark
best practice. Individual nurse’s ideas about wbanstitutes safe practice can
influence the types of practice activities condiedcto facilitate opportunities for
collecting evidencand how this is used. If these are inappropriatesfudents, they
may impact on the validity of datmtheredto inform the assessment of competence.
The influence of nurse’s perceptions and use otherarks is explored in more

detail in the categoryweighing up(Chapter 7).

Knowingwhat information to collect and the contributidmisthas to the assessment
process is a factor that may influence the prooés®llecting evidenceln order to
use the assessment framework and assess competerses need to know what sort
of activities students need to undertake to dematest competence. Not
understanding the competency framework impactscr@ating opportunitiesand

collecting evidenceBeing familiar with the competency assessmemhémaork and
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expectations of student scope of practice is ingmdriThis prevents situations where
students may be expected to work outside theiresempl facilitates a more accurate

and fairer assessment outcome.

Nurses are very aware of the need for assessmefie tdhased on objective
information. This motivates nurses ¢@ather evidence that is reliable and that is
recognisable to other nurses as either competenturmafe. Information is

purposefully collected to substantiate perceptidnssituations where practice is
questioned, it is common for nurses dgather multiple snap shots of particular
aspects of practice from a variety of different rees to confirm suspicions of
incompetence. The outcome triangulates perceptimmd confirms notions of

competence or incompetence.

6.5.1 Sourcing evidence

Nurses collect evidence of the student’s perforraana a wide variety of methods.
The most common sources of evidence include dimadervation, assessing
knowledge by means of questioning, and discusgiagstudent’s performance with
others. Of these, nurses involved in this studyelietl that direct observation was
the most reliable and objective methodyathering While this perception was held,
nurses acknowledged that, more often than not, tieby on others to provide
information about the student’s performance. Thia consequence of either lack of
access to students in the course of their work €¢fample nurse educators being
unable to observe student practice in operatingttbeor in the community), or
because of rostering and the lack of continuitpreiceptors. These factors impact on

gathering and issues associated withcilitating and managing feedbacland
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influence the nurse’s ability to make judgmentsisTil discussed in more detail in

the category ojudging(Chapter 8).

In relation to observation, nurses in this studlyetd about ‘listening with their eyes’.
Gladwell (2005) refers to listening with the eyasaasituation where people are able
to pick up on *“fleeting cues from the expressiomspeoples faces” (p. 195) and
associates this with the military term ‘coup d’lbdn French this means the ‘power
of the glance’. This term is used to summarise ¢hpability that commanding
officers have to immediately see and make sensthefbattlefield. There is a
resonance between this and nurse’s ability to cehmard a patient’s condition and
sum up or diagnose problems in seconds. GladweDXPdescribes this ability as
being able to comprehend and cognitively managiuary of visual facts” (p. 50).
Here, visual and other sensory cues combine amaufate an impression. While this
may possibly explain in some way intuitive thougBenner, 1984) and practice in
the care of patients, it may also explain how rautsek, see and know if a student’s
practice is competent. Nurses used this skill wtalecting evidence. They referred
to this as the nursing gazé/hen used the nurse is often situated a considerabl

distance from the student and is not involved endituation observed.

‘| have watched and listened’ (13-192).

This form of gatheringhas also been cited in the literature as ‘watchéiéning’
(Rittman & Osburn, 1995) and ‘critically noticin@Paul & Heaslip, 1995). In these
circumstances, nurses believed that they were @bigather information about

student performance without any interaction witle tstudent. This method of
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collecting evidencds connected tdknowing discussed later in the category of
judging Nursesgatherup a collection of perceptions through the aablugervation,
and although unable to explain or articulate théise,nurse has a sense that they
know and understand what they are observing.  dBpect of CCNA, this means
that nurses felt they could assess the studenttapetence based on their
observationknowingand the connection this had for them and theietstdnding of
competent practice. It is important to note thas tactivity is not the same as
collecting evidencehrough direct observation that involves intemctiwith the
student in the form of questioning, guidance andcheng, or observational

techniques involving thinking out loud (Aitken & Miegan, 2000).

Although not all-inclusive, Table 6.1 (page 144gntlfies the sources of evidence
used by nurses in this study gather information and inform decisions about
competence. The outcomes of accessing gathering information by these
methods constitute evidence of practice, and pteaermmultiple snapshots, which
portray a picture of performance. This evidenceised by nurses toonstruct a
picture of competencand assists them to determine if the student’stigea meets
the level of competence required. This procesdissussed in the category of

weighing up(Chapter 7).

The process o$ourcing evidencés influenced by the nurse’s practice philosophy
and what aspects of practice are deemed essentiphfient safety. The aspect of
practice targeted and the type information coll@ctpresents the nurse’s values and
ideas about competence, and what is necessarylar to meet practice standards.

Differences in collection methods, the type of evide sourced and the weighting
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given to this were observed in nurses in this stwtlp worked in specialty areas.
Here, knowledge and skills specific to the aregrmaictice that are associated with
patient safety, and are considered to be markersrapetent practice, are targeted as
sources of evidence. These may differ from practicEa to practice area and be
indicative of the focus of the service providedr Emample, the student’s ability to
conduct suicide risk assessment is a source okpwal of competence targeted in

mental health practice settings.

Table 6.1 Sources of evidence of studgrarformance.

Direct observation of interaction with patients aalhtives
Assessment of dexterity and ability to perform sask

Assessing ability to use equipment

Questioning student and assessing knowledge umhengi practice
Reviewing nursing care plans

Testing critical thinking and assessing clinicasening
Discussing student performance with other nursdsoétmer members of
the health care team

Gathering patient perceptions about student pedoo®

Listening to the way in which the student commutgsa
Considering attitude and professional behaviour

Listening to stories about performance

Evaluating record keeping and documentation

Evaluating adherence to protocols

Assessing ability to manage a patient load (timeagament)
Considering the student contribution to tutorials

Considering student reflections on practice anflasslessment
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The type of evidencgatheredand how this occurs indicates the nurse’s seityitiy
the student’'s stage of practice development, kngwihat is expected and
consequently what information will provide the apmiate evidence to assess this.
Where there is limited understanding of the compmteframework, and the
assessment criteria and level of practice requitked, nurse’s limited ability to
determine sources of evidence impacts on the asses®utcome. The consequence
of this may be the emergence of a narrow perspectipractice, and an inability to
assess practice comprehensively. These circumstéeo®me apparent when nurses
enter the next phase of the decision making proaedsenter intaveighing upthe
evidence gathered. Where the evidence is insuficieurses need to return to the
gatheringphase and explore other sources of evidence.i3sue is explored further

in the categoryveighing up(Chapter 7).

The nature of practice may influence the ability gather data, for example,
confidentiality issues. This, and situations whérenay be inappropriate for the
educator to become ‘the third person’ and ‘sitwriile the student engages with a

patient, directly impacts on the nurse’s abilitysturce evidence

‘...first of all you compromise the client and secgritle minute you
put a third person in you change the dynamics efititeraction quite

significantly’ (11-115-119).

Here, the nurse completing the assessment is fdedly on others and second
hand informationRelying on otherand issues concerning the validity of assessment

are addressed in the concepkobwing,in the categoryudging (Chapter 8).
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While establishing relationshiplas previously been discussed in this categotlyan
concept of creating opportunities it is also essential fosourcing evidence
Information from others is a form of evidence. Dadimited time in direct contact
with students, educators need to converse witheptecs in order togather

information to confirm or disconfirm perceptiongated to practice competence.

‘The area that the student is practicing in makeslifference. For
example, emergency department or operating theatieu have
difficulties trying to access some areas...its almogjamble as to

whether they [student] are competent or not’ (I55H).

The lack of continuity of preceptors highlights theed for good communication and
an effectivetrustingworking relationships between nursing education pradtice if
information about student practice is to detheredsuccessfully. Failure to do this
may result in incomplete data and inaccurate assm®s While gathering
information, nurses engage in a processnoideratingperceptions about practice
competency. This in itself provides a further seumf evidence from which
comparisonan be made. Nurses’ rely on each other to prostderrate and honest
feedback to confirm or dispel perceptions of practthat contradict accepted

standards.

‘...I haven’t actually seen you do it. I'm going tavie to rely on your

RN preceptors’ (15- 77-78).
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Failure to establish trusting relationships and mamicate effectively impacts on the
reliability and validity of judgmentsThese issues are drawn together and discussed

in detail in Chapter 9 in the conceptrobderating

6.5.2 Facilitating and managing feedback

As previously discussed in the concepteating opportunities,the property
establishing relationships an important aspect gathering The importance of this
in CCNA is again highlighted ifacilitating and managing feedbatletween nurses,
and influences the successfulnessgathering The property offacilitating and
managing feedbadlepresents a collection of strategies that nurseso manage the

process otollecting the evidenceeeded to inform decisions.

Organising and facilitating meetings with studeatsl preceptors are the primary
means used by nurse educators in this studgdittate and manage feedbackhis
strategy provides the opportunity to discuss peréorce, evaluate learning outcomes
andidentify learning needsThese meetings are designed to ensure that atjpest

of performance and assessment requirements ane El@dher to this, developing
documents designed to collect information aboullestii activities and performance,
and arranging for these to be passed from one noraeother augment the transfer
of information and facilitate feedback. While statte are often charged with the
responsibility of ensuring preceptors complete éhgscuments, nurse educators are
very clear about the NCNZ requirements for compmteassessments to be
completed in conjunction with practice, and therefmake provision for preceptors

to formally make comments on assessment forms.
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The nature of the practice environment was founohflaence the nurse’s ability to
facilitate and manage feedbadikorkload and the busyness of a work area impacted

on the ability of preceptors to attend meetingsetoew student performance.

‘Getting access to the preceptor to gather inforioratvhen areas are
so busy, or in the community where preceptors areamd about
makes it difficult to gauge how the placement imgand if there are

concerns’ (11-186-188).

How interested preceptors were in student praetcedevelopment, and the attitude
in the work area to students also influenced theuarhand quality of feedback
provided. Where nurses were not interested in stipgothe practice development
of students, there was a tendencyabalicateresponsibility for providing feedback
and torely on othersto do this. While this behaviour has a significanpact on
gatheringinformation to inform decisions about student picas its also impacts on
gatheringprocesses where nurses seek out opportunitieseitk dheir professional
judgments by moderating this with other nurses.s€hgehaviours, their impact on
CCNA and the implications for the validity of comeecy assessment are explored

in detail in the category ahoderating(Chapter 9).

While the preferred method ghatheringand source of evidence of nurses involved
in this study was direct observation, nurses ackedge that more often than not

they rely on others to provide information abow student’s performance.
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‘...you’re actually depending upon...the preceptord #r& actually

working with students’( 11-62-64).

Relying on others is a consequence of either laclaceess to students or the
continuity of preceptors. In these circumstancesaeducators have to rely on other
nurses for information. Where information is noa#able this influences the nurse’s
to make judgments. The influence this aspegatheringhas on decision making is

discussed in further detail in the categoryuafging.

The notion of listening with their eyes (Gladwe&lQ05) previously discussed in the
propertysourcing evidencgas also used when nurdesilitate and manage feedback
Nurses use this strategy to gauge responses afowoigins performance and monitor

the accuracy of the feedback being provided.

‘| pick up on the body language of preceptors. sk “what have
they [student] done today”? The moment you mentiwn student’s
name and there’s a shudder or...there’s a smile, dhaays says a lot

to me’ (11-239-241).

‘If there is a shudder or a roll of the eyes, ohét one”, then you
have to find out what reasons they [the studend aot performing’

(11-263-264).

Ekman (1995) refers to these cues as micro expressind suggests that detecting

these assists in the identification of incongrugsponses that raise questions about

149



Chapter 6: Gathering

the accuracy and reliability of the feedback. Hémedy language and facial
expressions may suggest that what is said, andttewstoryteller really feels are not
the same. Gladwell (2005) refers to the abilitythas slicing which is another form
of the appraisal of micro expressions. In this aede, nurses use similar strategies
when collecting evidence for competency assessnh@ertification of similarities
and differences detect contradiction and raise toquress about the reliability of the
feedback provided. Incomplete or dishonest feedibaska significant impact on the
process ofacilitating and managing feedbaekd is of particular significance where
nurses are hesitant to provide feedback aboutisfeszibry performance. The impact

this has on CCNA is discussed further in the conbemg professionalChapter 8).

Nurses who feel that feedback is not genuine @andsngruent with the perceptions
they have about the student’s performance, wilimMmivated togatherinformation
from other nurses. This aspect of CCNA intercormedth the strategies dfuth
seeking, judging trutlandtrusting described in the categonyoderating(Chapter 9).
These are helpful for dealing with incomplete ahainest feedback and are used to
moderate professional judgment. Nurses describe this be&sng aware The
significance of this is described in more detailthie categoryudging (Chapter 8)

and further highlights the interconnectedness efGQICNA model.

6.6 Conclusion

The categoryatheringrepresents the first stage of the CCNA model. @ittthis,
and the concepts within it, the decision makingcpses would be inhibited due to the
absence of information. The categaygtheringis comprised of the concepts of

creating opportunitiesletting out the leashand collecting the evidenceWhile
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interdependent, these concepts provide the meansnémaging and assessing
practice development by determining student legrnineeds and teaching
requirements, and predicting when interventioreguired to maintain patient safety.
They support the theoretical propositions undefpigrihe competency assessment
process, by providing information about the studgekhowledge base, directing
teaching and employing strategies to monitor androbthe practice development of

students to maintain public safety.

Information gathering is a continuous process that occurs from the buwkéhe
placement and continues until the assessment ipleten The quality of decisions
is dependant on the successfulness gathering and on nursesestablishing
relationships with students and others, ardcilitating and managing feedback
Where the professional opinion of others is valaed atrustingrelationship exists,
there is a greater likelihood that open and hoocestmunication will occur that will
positively influence feedback and contribute to teastruction of an accurate and

balanced perspective of the student’s practice.

In CCNA, the informationgathered by nurses is criticallycompared with
benchmarks, which represent the foundations ofpdedesafe nursing practice. This
process provides the means for analysing informa#ind calculating the value,
merit and worthof the student’s practice. Considering the infdioragatheredin
this way assists the nurse to construct a pictiiractice that clarifies the level of
practice and reflects the degree of competencesaethi How this occurs and the
contribution thagatheringhas in determining competence to practice wilfusther

explored in Chapter 7 in the categavgighing up
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7.1 Introduction

The categoryweighing up’ represents the second stage of the Critical Ccattipar
Nursing Assessment (CCNA) model. During this phafséhe process of assessing
and determining competence, nurses focus on anglysie evidence of student
performance that has beeathered This chapter commences by outlining the
theoretical propositions afieighing upand the relationship of these to the BSPP of
comparingto determine competence. The second part of taptehwill present the
concepts obenchmarkingand constructing a picture of competentteat comprise
the categoryweighing up.The properties embedded in these concepts déil t
strategies used by nurses to manage the decisikimgnprocesses. The context in
which these occur and the complexity of decisiokingain this phase of CCNA will
be explored. This will explain how nurses apply phmciples ofbenchmarkingo
calculate thevalue, merit and worthof the student’s performance and determine
competence in relation to known measures (standardsractice), and how the
outcome of this assists the nursectinstruct a pictureof practice, that indicates
whether practice standards have been met. Theemdti of the individual nurse’s
experience, beliefs, values and perceptions of ebemge, how these impact on
decision-making, and the processwighing upand determining competence will

be discussed.

7.2 Weighing up, comparing and determining competee
The categoryweighing upexplains how nurses utilise the processes inhdarent
comparative analysiso manage informationnake sensef this and calculate the

value, merit and wortlof the student’s practiceln order to successfully engage in
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weighing upmakecomparativgudgments and formulate accurate perceptions about
practice, the theoretical propositions and outcornesgerpinning the category
weighing upneed to be fulfilled. These are that nurses knoatwbmpetence means

to them and that they use nursing knowledge (beadkshto measure (calculate) the
student’s performance and determine competenceinféeelationship of concepts
and properties in this category and their connactathe theoretical propositions

supportingweighing upas an integral component of CCNA are shown in egut.

Concepts and Category Theoretical proposition
properties and cutcomes
P - "ol
Benchmarldog
Comparing benchmarks ﬂ Identifying and confirming
Pavcerving competence H COMmpEtence _
Percerving non competence — {Manses know what competencs 15
( ' =. i
. . - w
, d &
Cﬂ-nsu':um EEEL:::mrE of Meazuring competence
T‘-hb::iﬂg i a (Mu=ing knowledze iz used to
Caleulating valae, merit and worth = TOEaSIIE, £OMpCtEnse)

Figure 7.1 Interrelationship between concepts andrpperties of weighing
and theoretical propositions and outcomes

These concepts and properties involve the nurssidemng multiple snapshots of
the student’s practice that they hagatheredby means previously explored in
Chapter 6 gathering. The effectiveness @atheringand the amount of information

available influences the ability of the nursesteigh up make sensef the student’s
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practice anatonstruct a picture of competendeck of evidence impedes the nurse’s
ability to consider practice wholistically and isstructive tocomparing the process
of weighing up,and formulating perceptions about competence. Duethe
interaction betweeweighing upandjudging (Chapter 8), lack of information and an
inability to weigh up (measure) the student's perfance will impact on
professional judgment. In these circumstancesntivree may identify the need to
purposefully return tgatheringmore information in order to progress the proadss
weighing up to confirm or disconfirm perceptions of compe®ndhis may also
initiate moderatingprocesses where the nurse consults peers to moofirdispel
perceptions of unsafe practiddoderatingis a strategy used by nurses to facilitate
making senseThis aspect of CCNA is discussed in depth in @Gra®. The
interconnectedness @feighing upwith the other categories of the CCNA model is

illustrated in Figure 7.2.

Weighing up

: Comparing Judging
Gathering ‘.

i 1>

g

Moderating

Figure 7.2 The relationship of weighing up tmther categories in the
CCNA model
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Central to this is the BSPddmparing,which connects all aspects of CCNA to form
a dynamic model, where information gathered processedweighed up and

checked ifhoderatefl Comparison provides the means for comprehending,
explaining and interpreting phenomena (Ragin, 1981 outcome of which assists
the nurse to formulate and confirm perceptions ahpetence, measure this and

come to conclusions that will inform professionalgment judging)

‘Weighing up and comparing practice using benchreadhecks and

balances perception’ (I7- 7).

Making comparisonsand weighing upevidence to facilitate decision-making and
determining competence in this way involves conifiignor rejecting hypothesis.
This assists in clarifying the picture of competaad helps the nursenmake sense
of the student’s practice. This suggests thwatghing upemploys hypodeductive
reasoning (Buckingham & Adams, 2000; Manias, Ait€eBunning, 2004; Offredy,
1998) to facilitate decision-making. Here deductreasoning, pattern recognition
and intuition (Benner, Hooper-Kyriakidis, & Standarl999; Brykczynski, 1999;
Buckingham & Adams, 2000; Dreyfus & Dreyfus, 19&8¢ employed to facilitate
data analysisweighing up and formulate preliminary hypotheses about ttzetre
(Manias, Aitken & Dunning, 2004). Testing hypothesecessitates tlyatheringof
more data and results in nurggsthering multiple snapshots of practice. The new
data obtained igomparedagainst known benchmarks. This identifies simikesi
and differences, which are juxtaposed against iegisideas. Buckingham and
Adams (2000) describe this as matching activitigsseoved with previous

experience. The outcome of comparison between tleeséirms or rejects the
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hypothesis. In CCNA, the process weighing up,comparing and confirming or
rejecting ideas about competence is a continuowxeps and occurs at an
unconscious level. This results in the formulatioh perceptions that inform

professional judgment.

In order for weighing upto be successful, a diverse range of benchmarks
underpinned by substantial nursing knowledge anpeesnce is required. The
influence this has on the processaadighing upand the outcome of the assessment
of competence is discussed in the concepts embeddbis category. These include

benchmarkingandconstructing a picture of competence

7.3 Benchmarking

A mark is a sign or typical feature of somethingdBes & Stevenson, 2003). A
benchmark provides a point of reference or measane which the typical features
of something can be compared (Vartiainen, 2002nursing, benchmarks portray
typical features of practice that illustrate ways kmowing and doing. Practice
benchmarks are created as the nurse’s knowledgeg@utice develop, and their
understanding of practice increases. With incredsenlvledge and understanding,
nurses learn what is acceptable practice and vehabt. This is facilitated by the
nurse comparing experiences, remembering previous situations aflécting on

these (Benner, 1984). In doing so, nursemparecurrent situations (e.g. patient
signs and symptoms) with past experiences. Basedeinprevious experience, and
by usingcritical comparativeanalysis to identify similarities and differencesyses

can identify health concerns and predict what wadppen next, what intervention

would be appropriate and when this is best impléatenWhere difference is
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detected that contradicts expectations, nursesuttoriBhis process utilises peer
knowledge to confirm contradictions and determintervention. The process of
consulting andmoderating contradictions, also provides opportunities fowne
learning and practice development. The outcomaisfresults in the development of

nursing knowledge.

The process oftomparing constructing knowledge and developing benchmarks
makes an important contribution to the way nureasn what nursing competence is.
With increasing knowledge and experience, benchsnar& adapted or modified. In
this sense benchmarks are not static. The processomparison identifying
contradictions, learning and adjustment, allowrfardification of benchmarks. This
process takes into account practice innovationeldging knowledge and new
technology. The implication being that benchmarksdutwenty years ago may not

be appropriate to the use as benchmarks today.

Nursing knowledge and practice experience inforndemstanding of benchmarks
that signify both safe and professional practice(g 1998). Benchmarks underpin
standards of practice and denote professional c@tomes that represent quality
provision of careBenchmarkingnvolvescomparingevidence of practice to known
measures or standards that denote best practicerdig to Vartiainen (2000) this
Is a systematic process utilised for legitimisireggeption and provides a means of
controlling variables. In these circumstance, camnspa is made specifically for the
purpose of confirming evidence supporting or catitiing the accuracy of

perceptions (Sartori, 1991).
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7.3.1 Comparing benchmarks

When used as a point of reference, benchmarksgeauirses with a mark (position)
from which they carcompareand measure practice. Here the indicators of mmcti
embedded within benchmarks form criteria that pcactan be assessémbmpared)
againstCritically comparingthe practice under assessment to benchmarkss@sult
the identification of similarities and differenceshich either confirm or contradict
practice standards, thus distinguishing betweedtipeathat is safe, and that which is

not.

The more closely aligned the practice is with teadhmark, the more likely this is
to be determined as meeting the standard and @esdidafe. Conversely, where
practice does not align with expectations and ewinttions (discrepancies) are
identified, there is an increased likelihood thHa hurse will question the practice.
Questioning practice by employing critical thinkirand by comparing practice
contradictions with variables in the context in @hpractice takes place, determines
conditions of practice and establishes boundarfed identify a continuum of
practice acceptability. When all of these factore aombined, these processes
crystallise to form conceptual comprehension frohicl perceptions of competence

emerge. This assists the nurses/éighthevalue, merit and wortlf the practice.

Here the nurse is discriminating in the synthedighe evidence. The results of
benchmarkingesonate with the individual’'s perceptions of whahstitutes safe or

unsafe practice. Similarity between the studentactice and the benchmark, and
lack of evidence that contradicts best practicenfioms competence. Where both

affirmations and contradictions are present nuhaesgh’ the evidence. Indicators
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that determine unsafe practice are scrutinised eakfully considered. The
seriousness and frequency of unsafe practice fiedpsurse to decide if the practice
is safe ‘overall’ or not. Where a number of conitddns are identified, there is a

higher likelihood that the student will be deemedafe.

Weighing uppractice in this way takes into account the irdiinal circumstances, and
assists the nurse to refine thinking by determimniigether the practice falls within
the acceptable practice boundaries or not. Thixgs® is further assisted by
considering andcomparing practice against indicators that nurses perceivéd
unsafe practice. IEomparisonconfirms a match between the student practice and
identified unsafe behaviours, this will negativahfluence the outcome of the

weighing upprocess.

The process of usingenchmarkingengages the nurse in a continual process of
testing hypotheses they have about the studerd®ipe against what they perceive

as safe and acceptable nursing practice.

‘Its like the mental ticking off’ (12-150).

In CCNA, nurses use benchmarks as a framework framch perceptions of

competence can be constructed and tested.

‘Its comparing...I think nurses actually do that afl the time. We
constantly compare and then try to analyse...so we hsstudent that

we don’t think is competent or we do think is cot@peand you are
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constantly weighing that up against ...yes that’'s twhaould have
done, yes | expect that — yes and you take theerstud the patient
and they do all the things that you expect thema@nd you kind of
mentally ticking that off in your head and when yam't tick it off —

you like start thinking, ok well where does this(fR-155-175).

Weighing upinvolves the process of questioning performanatam be likened to
a form of decision analysis, which provides a framek to consider practice and aid
the formulation of a judgment. This process inckidenditional logic (Buckingham
& Adams, 2000). Here, the ‘if then’ type of quesiitg underpins decision-making,
guides the formation of professional judgment, amtreases the nurse’s
perceptiveness of influencing factors. This is désed further in Chapter gidging)

in the concepbeing aware

The creation of benchmarks, and how these areeafp$ influenced by the nurse’s
education, experience, exposure to role modelinge&ations of key personnel
within the practice area, and individual beliefsdamalues. Just as practice
benchmarks are created to provide a point of reterefor patient assessment,
benchmarks are also created especially for asgestident practice. Nurses in this
study identified a number of different benchmarkmiast which theycompare

student practice to assist the processveighing up make sense of practice and

inform professional judgment.
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‘Policy...law...procedures and protocols set boundariBgrsonal
experience, beliefs and values, knowledge and relsdandings — all
those sorts of things are our benchmarks. Theya&oset boundaries

for what you would expect’ (15-332-340).

‘Competencies are handy to use — they certainlye givie a

benchmark’ (15-710-712).

The theoretical propositions underpinning the aategf weighing upassume that
all nurses know what competence means to them lzatdthey evaluate student’s
practice by using nursing knowledge (benchmarksjnéasure (calculate) student’s

performance and determine competence in the same wa

‘Benchmarking uses standards to measure performavioa expect

other nurses to have similar standards’ (18-43-44).

These propositions are challenged if nurses ddknotv the competency standards
underpinning the assessment of competence, or daseothe same benchmarks to
assess these. The influence of individual beliaf$\alues, difference in knowledge
level and experience were acknowledged by nurst#sdrstudy, who recognised that

these variables may impact on the validity andabglity of assessment.

‘We’re judging them against our own standards i @wn unit.

We've produced our own student workbook’ (14-648)65
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‘More often than not, evaluation is undertaken vehesur own
experience and knowledge is compared against thi®nasc of the
student and involves subjective comparison...theHmeark is what |

expect’ (18-37-38).

Where ‘what | expect’ is not consistent with aceeptvays ofknowingand doing

reflected in practice standards, there is a riskk the application of benchmarks
underpinned by differing expectations may not resnl a reliable assessment
outcome This was recognised by nurses participating in shisly who identified

that some benchmarks are considered more relible ¢thers. For example, the
reliability of using intuition to inform professiah judgment was overshadowed by
the reliability of basing professional judgment smientific research. The perceived
reliability of a benchmark influences tiaeighing upprocess and the extent to which
this is valued when it is used to inform decisiofisis aspect of the CCNA process is

explored in further detail in Chapter 8 in the prdp of knowing

Having confidence that benchmarks will provide Balde point of reference from
which comparison can be made is further highlightad the use of specific
procedures being used as benchmarks. Unlike peadiandards that provide
overarching statements about practice (Eraut, 19Bd¥e are descriptive and detail
the actions to be taken. In this sense, procedimgsiature of the way they are
written, provide very clear expectations for pemfi@ance. Medication administration
was given as an example of a reliable benchmarks Was considered a critical

component of safe practice which would be consistepplied.
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‘A common standard [benchmark] would be medicatiliis. quite
clear that in order to meet the standard, you'vé gobe seen to be
able to follow the policies and protocols and giyeur patient’s

medication safely’ (15-456-458).

‘There are certain polices and procedures that aet in concrete

that are not negotiable. Those are benchmarks3@8-356).

Hunt (1997) believes the attraction to use proceslas benchmarks, is because they
are perceived as providing objective measure ofopmance and are there for
reductionist. Procedures however, do not take irdocount extenuating
circumstances. In these situations nurses needat@ lthe confidence to use
discretion and accept that having weighed up thedeece and considered the
complexity of the situation, that under normal gimstances the student would have
met requirements. Making discretionary judgmeris this gives nurses the freedom
to exercise wisdom. In doing so discretion appetseprofessional conscious and in
doing so addresses the moral concergaié-keepingand supporting students. This
aspect obenchmarkingandweighing upis connected witludging and is discussed

further in Chapter 8.

While common benchmarks such as procedures mat; #éxesconsistency in which
these are applied may vary and have consequencelefovalidity of assessment.
Bradshaw (2000) argues that inconsistency and ictnfi expectations in applying
benchmarks and assessing competence may relate tauch freedom in defining

and interpreting competence. Understanding the etengy framework used to
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assess competence and an ability to relate thpgatctice is an important influence

impacting on the use of benchmarks and assessmtunoes.

In New Zealand, the NCNZ competency framework aesi generic domains of
practice and details competencies. These are usebemachmarks to guide the
assessment of student competency to practice, amterds are expected to
demonstrate achievement of all competencies békirey able to register as a nurse.
The assumption underpinning the assessment of dengeeis that all nurses know
the competencies, are able to relate these toiggaatd use them to guide decision
making about student competence. While some n(psisarily educators) used the
NCNZ competency framework and the individual corepetes within this as

benchmarks against which to mas@mparison the majority of nurses involved in

this study openly confessed that they did not krswinderstand the competency

framework.

‘Benchmarking against competency standards is sueisvhen nurses

don’t know the standards’ (18-89-90).

As benchmarks provide a point of reference agauméth comparisoncan be made,
they play an important role in assisting the nutseinterpret the competency
framework. Benchmarks that underpin the nurse’s etstdnding of practice
competency are context dependant (Neary, 2001k fiaans that the benchmarks
used to assess practice will reflect the expectatiof practice for the context in
which the nurse works. This includes specific mgginowledge and skills required

for the area of practice and the individual vaodias in protocol of employers. The
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implication is that despite the notion that theme @@mmon elements in practice that
denote competent nursing, benchmarks have beertroctesl according to the
context in which learning has occurred and will bsed to assess practice
accordingly. This may result in discrepancy in ifptetation of competency
requirements and result in a significant differencevariation in what is accepted to

be competent practice.

‘When you are trying to manage someone’s performamnehose
competencies are you judging against? Is it thé’sieixpectations or
the CNL’s [Clinical Nurse Leaders] expectations gour own
personal expectations of what competency is and thleaminimum of

the competence is’ (14-143-147).

‘You could use the same form and still come up \aitdifferent

answer because each of us interpret things diftgrefd-678-679).

The consequences of differing benchmarks and irgexfion of these is that they
may not provide a reliable point of reference agaivhich comparison can be made.
If the benchmark for one practice area differs fribrat of another, students may be
deemed safe in one practice area but not in ther.otfihis raises questions about
making assumptions that a student assessed as temmimeone area of practice will

automatically be safe to practice in another. Qaestwere raised by the participants
in this research related to this aspectbehchmarkingthe influence of nurse’s

individual perceptions of competence and the demandpecialty areas of practice.

They highlight the potential pitfall in using bemgarking as an assessment process,
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where benchmarks are not the same or are incontystgplied. It also brings into
guestion the adequacy of using generic competetwidstermine competence in all

areas of practice.

Variation inbenchmarkingmay explain conflicting opinions about what congés

safe practice. It may also explain why nurses iacdg areas of practice have
difficulty interpreting the competency frameworkeg#ty, 2001). Differences in the
nurse’s knowledge, perceptions of what constitwi@spetent practice and of the
competency framework result in nurses perceivirgy tbompetency framework as
being abstract and unrelated to the real world raiciice (Cassie, 2006; Neary,

2001). These issues were raised by nurses inttidy svho explained

‘It's the way the competencies are formatted...| guesieeds to be

tailored to different areas’ (14-563-569).

‘we are actually assuming a lot with these fornts,not just, its not

just the real world’ (14-634-635).

The greater the perceived difference between thrsetss benchmark(s) and the
competency framework, the greater the level of rabsbn required to make
comparisonsThe increasing level of abstraction impacts andksessment process

making it difficult to identify similarities (Varéiinen, 2002).

‘The book from the educational institution doedwtus on clinical

application as much. It's written in a different ydt focuses on the
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knowledge and interaction the student has withpigent in the unit
and the staff, and not specifically on the actieityhygiene’

(14-649-699).

‘What's happening as far as the ward environmermiscerned is the

best way of doing things’ (15-14-26).

In relation to competency assessment, this meaatsitths difficult for nurses to
relate what they know and do to the framework, tmde able to use this as a
method of assessing competence. The benchmarksddeten the competency
framework become difficult to identify and interpreThe more abstract the
framework is perceived to be, the more difficulb#&comes for nurses to relate to
criteria to whichcomparisoncan be made. Adapted from the work of Vartiainen
(2002), Figure 7.3 (page 168) illustrates how #nel of abstraction arising from
differences in practice benchmarks influences thesais ability to use a generic
competency assessment framework and undertake catimpaanalysis. The level
of abstraction (A) is represented by the verticas,awhere the indicator A1 stands
for lower levels of abstraction and A3 for highevéls of abstraction. The horizontal
axis represents different areas of nursing pracf{eg which, with increasing
distance, represent degrees of difference accorttingpecialty areas of nursing
practice and the nurse’s comprehension of thisreHihe degree of difference is
illustrated by the indicators P1 to P3. P may atgwesent differences between the
nurse’s benchmark and that specified within compstestandards. The use of a

generic competency framework is illustrated bydkes G. The further G is from P,
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the greater the level of abstraction and difficuttyapplying the generic framework

A3

A2

Al

Level of abstraction

P1 P2 P3

Difference in practice

Figure 7.3 Differences in practice and levels of alraction in
comparative aryals

Based on Vartiainen’s (2002) ideas, the assumpsidhat, the more specialised the
practice area, the perception of difference in@sa¥Vhere difference in practice
increases, it becomes more difficult to find crdaeapplicable to makeomparison
to. This difficulty occurs as a result of the ingseng level of abstraction. As
abstraction increases, the concreteness of the’syssactice dissipates. When this
occurs, the nurse has more difficulty relating fhractice being assessed to the
competency framework or what they know. The lackl@nment of the competency
framework with the nurse’s benchmarks impedes theseis ability to make

comparisonand assess practice. The contradiction(s) inipettat would normally
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assist the nurses to recognise similarities arfdreifices in practice is so significant,
that it appears that there are no similaritiesaAssult, it may be difficult for nurses
to understand how the practice they relate to asgbsompetent is reflected in the
competency framework. Significant difference masutein the nurse perceiving that
either the competency standard doesn’t relate teftect the practice in the area in
which they work, or that the student practice ddesmeet the requirements of the
standard. The consequence of this and the incidenicereasing abstraction is that,
if the nurse either does not know the competeneynéwork well, or is very

inexperienced, the process of CCNA may become uageable. As a result, the
nurses may not be able teeigh upthe evidence or draw conclusions to inform

decisions about competence.

Using generic competencies to assess competenagaaqurses to employ high-
level conceptual comprehension. This is neededrdieroto manage the degree of
abstraction, conceptualise practice amake sensef this. While the use of generic
competencies are advocated by Nursing Councilsnatenally (Australian Nursing
Council, 2003; International Council of Nurses, 200NCNZ, 2004; United
Kingdom Central Council for Midwifery & Health Visng, 1992), many have
questioned the notion that a generic set of commpeds can exist (Gonczi, 1994;
Watson, Stimpson, Topping & Porock, 2002). Figui iighlights how differences
in the construction of nurse’s benchmarks andnflaence of the context of practice
may have on the assessment of competence. If bemkbrare constructed according
to the context in which learning takes place amdtherefore context dependant, the
notion that competencies are generic and that suapply these in a consistent

manner to demonstrate competent practice is clggdbbnAssumptions about the
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transferability of benchmarks from practice area pi@ctice area need to be
considered, as if these are not the same or ard wm®nsistently, there are
implications for the validity and reliability of ¢hassessment. Benner, Tanner &
Chesla (1996) determined that the degree of competén nursing practice is
experienced based and context specific and thaeauhat are competent in one
setting may be incompetent in another. Many nuirseslved in this study identified
the need for assessment frameworks and standatde/¢ine specific to their area of

practice

‘| think it's important that there should be difeart competencies for

various areas of practice’ (14-572-573).

‘to be able to understand what you are measuringryeed guidelines

that are unit specific rather than very generict-$94-596).

In order to address the complication of abstracttbe criteria detailed in generic
competencies would need to be extensive and ensmrglbaspects of practice for
all areas of nursing. Even if this were possildieré would be nurses who, because
of the way in which their benchmarks had been caostd, would continue to

experience difficulty using generic competency feavorks.

Where nurses do not have an established benchmagkide theweighing upof
student performance, they implement one of thremtegjies. They use their own
student or practice experience as a benchmarkhanetudent’s performance as a

benchmark, or abdicate responsibility for undenigkihe assessment. In situations
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where nurses default to using their own studergast experience as a benchmark,
they apply the expectations placed on them initrgior what they now know as a
registered nurses to guide decisions about whatests should be able do in

practice.

‘| returned to practice and was involved with stats, | had nothing
to compare with apart from my own practice a lomget ago, which is
no comparison. | think that having worked with smi$ for the last
two years that it is obvious that there is a cledifference in

expectations’ (12-341-352).

The risk here is that, where there are differemtéelse type of education programme,
or where time has changed expectations of pradhese benchmarks may no longer
be appropriate to the assessment of student pratilewise, the appropriateness of
benchmarkingstudent practice against that of an experiencgdtered nurse brings
into question the fairness of the assessment andliability to determine accurately

the ability of a student. Here, the learning predesiot acknowledged.

‘Often nurses assess at beginning practitionerlleand not as a

student’ (18-94-96).

‘Some people would say that's one of the problenidh whe
competencies. That's the fact that they are desigioe registered
nurses. How do you measure a student against stdadased for

RN’'s'?(13-1091-1094).
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Using the practice of one student as a benchmark aksessing another is
problematic. The risk is that, if the previous &untls practice is exemplary and
above expected requirements, the benchmark magdaigh. This may adversely
affect judgments made and result in other stud&li®g when they should not.
Conversely, where practice requirements are migrgeed and the practice
expectations embedded in benchmarks are low, &studay be deemed safe when
they are not. Both situations have the potentiahdwersely affect the assessment
outcome and highlight the danger in benchmarking student’s performance

against another.

‘Comparing on student against another. It's humatureand its
part of you weighing up...whether you think that peris ok’

(12-1041-1047).

If nurses are unclear about the competency stasdarchave little experience in
undertaking competency assessment, coming to cxionkl that will inform
professional judgment may prove difficult. Thisusition may also be influenced by
the adequacy ofjatheringand the amount of evidence available against wtoach
benchmark. The consequences of these circumstammgaffect the nurse’s ability
to weigh up It may lead to decisions being placed in the taod basket'. If this is
so, and there is insufficient support for the nuteey may abdicate responsibility to
assess students. This notion is explored furthethen category ofmoderating

(Chapter 9).
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While some benchmarks can be used in isolatios, rdgearch has found that they
are often used in combination with othersiake sensef the evidence gathered. A
secondary benchmark is used to triangulate the (@atdence) and provide a more
comprehensive picture of thalue, meritandworth of the student’s practice. The
most common secondary benchmark used in assesssénat of the level of
practice. In this case, the assessment of competakes into account the aspect of
practice being performed, the benchmark for thid #e level of practice expected
of a student. The level (year) of the student'scation and limited practice
experience is factored in when makirmpmparative assessment. This has a
moderating effect, influencing perceptions abouhpetence and where appropriate,
allowances can be made. This aspeatveighing upis presented in more detail in
the concept ofconstructing a picture of competenemd the decision-making

processes explored in Chapted8dging in the property omaking allowances

7.3.2 Perceiving competence

Benchmarks are made up of a set of indicatorsdéiatil the conditions of a specific
aspect of practice. The core of these, contaironstabout competence, that shape
and inform the nurse’s perception of what is safetice and what is not. Indicators
play a key role in enabling the nursestomparepractice and detect contradictions.
This facilitates theveighing upprocess, and contributes conceptual comprehension

and the formulation of judgments about competence.

For the nurses in clinical practice who participlate this research, indicators of
competency tended to relate to the ability to penfekills frequently carried out

within the practice area. The ideology of compegtewas underpinned by the notion
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that competence is the ability to complete taskd aranage a workload. This
perception aligns with the philosophy that perfong® is required to demonstrate
competence (Eraut, 1994). According to Watson, &won, Topping and Porock,
(2002) this means “competence merely representpdtential to perform” (p. 422).

The skills and abilities that reflect competencentified by nurses in practice

involved in this research are detailed in Table 7.1

Table 7.1 Nursing skills and attributes that reflet competent practice

Following orders

Effective communication

Safe medication administration

Basic maths and drug knowledge

Aseptic dressing technique

Accurate vital signs observations

Affective time management and management of ipatiare
Respect for patients and other staff

Team work

Accurate assessment of patient health status
Appropriate professional behaviour and presemtati
Knowing professional boundaries

Being honest and trustworthy

Taking responsibility and owning up to mistakes
Using initiative

Comprehensive and accurate documentation

While using tasks to benchmark practice was a comii@me in interviews,
differences in perceptions and the indicators ueedketermine competence differed

between nurses in clinical practice and those ucation. The educators agreed that
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the items in table 7.1 were of importance, and thay used these. However, they
expanded the list of competent practice indicatimrsinclude: knowledge base,
reflection, critical thinking, clinical reasoningbility to detect unsafe practice and
intervene, insight and knowing practice limitatipesigaging in practice, utilising

opportunities to learn, and being able to giveorale for practice.

‘We need to look more wholistically at their prablesolving, their
critical thinking’ (12-996-998).

While indicators of competence were similar for saureducators and clinicians
involved in this research, these were not easibcdieed. When asked “what do you
perceive as being competent practice”? both grafpsurses tended to describe
activity that demonstrated issues related to unsafencompetent practice. They
appeared to work from the negative, applying théngple of falsification

(Woolman, 2006). When applied to assessing practide means that the nurse
establishes competence by ascertaining that teare evidence that unsafe practice
exists. The assumption is that lack of evidenceaurtgafe practice infers that the

practice is safe. This results in the emergengeeofeptions of competence.

7.3.3 Perceiving non-competence

A clear definition of what constitutes unsafe bebaw is difficult to find in the
literature (Scanlan, Care & Gessler 2001; Stoké852 While the NCNZ Code of
Conduct (1999) gives examples of behaviour thatdcoutiate a complaint about a
nurses’ behaviour, this provides guidelines onlyl albes not provide a specific
definition of unsafe practice. Stokes (2005) codtemthat the lack of a specific

definition of unsafe practice has contributed te ttebate about what features of
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practice are acceptable (safe) or not (unsafe)keStaargues that uncertainty
surrounding the concept of unsafeness contributebe nurses “need for certainty
and consensus the need to get it right, and to tiredtruth” (p. 113). In CCNA
tensions surrounding making the right decision @ethg objective and fair are
characterised in the concepteing sureand being professionain the category
judging and this is also evidenced in the in nurses engau, truth seekingand

moderatingactivities.

In the absence of a specific definition of what stdntes unsafe practice, it appears
that the nurse’s personal beliefs and values, ipeexperience and role modeling
influence the formation of perceptions of competerttere, the circumstances under
which the nurse learnt practice informs percepéiod influences what is considered
safe or unsafe. This is reflected in the standahie they provide (Howie, 1998). If

this is so, variation in practice standards and twhases perceive as safe and

competent care can be expected.

Where the process afomparing practice with benchmarks include indicators of
unsafe practice, the identification of similaritghvarsely affects the outcome of the
assessment of competency. Here the lack of thetifidation of contradiction
confirms the presence of unsafe indicators and nmpstence. When making
comparison, the identification of contradictions that align twvi benchmarks
containing indicators of unsafe practice, influenice process ofveighing up For
nurses in this research, indicators of non-competéell into one of two categories.

These were knowledge and /or actions, that wherieabfhad the potential to
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adversely affect the patient's well being, andtadie and behaviour that was

considered to be unbecoming of a nurse.

In this research, the perceptions of indicatorg there perceived to demonstrate
unsafe practice were similar for nurses in clinipedctice and those in education.

These are detailed in Table 7.2.

Table 7.2 Indicators of unsafe practice

Abuse of patients (physical and emotional)

Abandoning patients including sleeping on duty

Professional judgment that compromised patientgafe

Working outside scope of practice

Failing to take responsibility for actions and lgeactcountable

Failing to pass on information including inadequadeumentation

Engaging in unethical or immoral practice

Untrustworthy behaviour, including lying or falsifyy information and stealing
Transgression of privacy and confidentiality

Not following orders

Non-adherence to protocol

Being unreliable, including being late for duty

Presenting in an unprofessional manner, includiingy uniform, drunk on duty
and the consumption of drugs

Failure to recognise professional boundaries

Inappropriate communication including swearing

Inappropriate relationships with patients

While there was congruency between what nursegpractice and educators
considered unsafe, nurse educators expanded tims ite table 7.2 to include:

avoiding contact with patients, inadequate knowéetgse, over confident, lack of
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insight, arguing with staff when they [student] @evrong, an inability to provide a
rationale for actions, repetition of transgressioof professional behaviour,

repeatedly making mistakes and not demonstratipgduement.

For nurses involved in this study, some practiadicators are considered to have
more influence or ‘weight’ than others when deaisiabout practice competence are
made. For example, physical abuse of patientsnisidered more serious than being
seen to be unreliable because of lateness in regofdr duty. The greater the

perception that practice (actual or future) willvasely affect the patient’s well

being, the more likely that judgment of incompetemall result. The seriousness of
the contradiction and how thisompareswith unsafe practice influences the

assessment and the procesweighing up

A number of the indicators in table 7.2 are peredibpy nurses to be unwritten rules
or expectations of practice. For example, some esuravolved in this research

believed that these are not clearly identified mitthe competency framework.

‘...] want something clearer. | like things more defi...that's where
the whole thing [competency assessment] falls dbwoause we

haven’t got that at the moment’ (14-182-193).

Nurses, who are unfamiliar with the NCNZ competeacand the type of nursing
behaviours associated within these, have difficdltyding a place within the
assessment framework to identify unsafe practites Tay explain the perception

that the competency framework is inadequate, do¢galate to real practice and
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does not provide an adequate framework for asgegsiactice. As previously
discussed, perceptions like these highlight theteths an assumption that all nurses
know what safe and professional nursing practicéhe the benchmarks they use in
practice to determine this are the same and they dre able to interpret the
competency framework in differing practice contextad to differing patient
scenarios as these arise. The influence that #soh the assessment of competence
is addressed further in ChapterJ8dging. Inability to match the nurse’s perceptions
of student behaviour with the assessment framevemidk criteria influences the
nurse’s ability toweigh upand formulate judgments about competence. Thigrm

impacts on their ability to complete the assessment

Having difficulty weighing upand making decisions may also arise as a result of
conflict between the nurse’s beliefs and values #edinability to make a direct
correlation between these, the benchmarks theyandeéhe competency framework.

In these circumstances, completing the assessnmehfiling out the assessment
form may be difficult. This was highlighted by somerses who indicated that there
was a perception that in order to non-achieve destuthere needed to be a clear
correlation between what was written in the compegestandard and the student’s
behaviour. If the behaviour could not be matcheth\ai competency, then it didn’t
count. Where there was conflict between perceptiohsinsafe or unacceptable
professional behaviour and perceived notions thay tould not fail the students,

nurses were very uncomfortable.
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Nurses had a clear understanding based on theefdend values of what was
acceptable professionally and what was not. Thetrfition and perceptions, relating

to the way in which competencies are written, i€®d by these nurses, who said

‘It's a professional standard and it's not written black and white.
It's like you wouldn’t work with your belly buttdranging out with a

stud in it’ (15-491-495).

‘I's difficult weighing up social standards v’sxpgectations. I'd
rather have a nurse with 75 body piercing and gréair who was
first class than someone who looks professionalvititout a clue’

(11-738-742).

Variation in degrees of acceptability of behavioand understanding of what
constitutes safe or unsafe practice, introducesabigs that may influence the
assessment outcome and the validity of this. lnasibtns where the standard of
practice of the assessor is inconsistent with tredepsional expectations of the
group, students practice may be assessed as sdlferor unsafe when general
opinion would suggest the opposite. This may leadisagreement between nurses
and manifest in lack of trust and respect in cgiless. The impact of this on the

assessment process is explored further in Chagftddo@erating.

Nursing knowledge and practice experience shapehpearks. The greater the
number of benchmarks the nurse has to measurerpenice against, the greater

their ability to test hypotheses and makemparison.The process of confirming or

180



Chapter 7: Weighing up

rejecting these clarifies the picture of competeswee helps the nurse tmnstruct a

picture of competencndmake sensef the student’s practice.

7.4 Constructing a picture of competence

During the course of working with students, nuraes exposed to scattered images
of practice. These arise as a result of the prooégmthering (Chapter 6). These
images provide evidence against whiclomparisonscan be made, and the
assessment of competence completed. In order thislonurses’ need to be able to

construct of picture of competence.

Constructing a picture of competenceguires nurses to comprehend, interpret and
translate the evidence of practice that has lgeémered This is a continuous process
that takes place over the period of the studenksegment. The outcomes of
comparisonof the student's practice with benchmarks fornalgerceptions of
practice. When these are pulled together, theyym®din image of practice. This
picture is modified with continued exposure to stotd practice. According to
Chenoweth (1998) the process of construction awcdnstruction congruent with
constructing a picture of competeneeplained here, is essential to the development
of knowledge in nursing. Unless there has been rmident where practice is
perceived to have contravened a standard and tisesiare specifically looking for
patterns in behaviour that confirm or dispel petiogys of unsafe practice, the

process otonstructing a picture of competenmecurs without thought.

As previously discussed in Chapter 6, the amourinoé the nurse works in direct

contact with the student has bearing on the atolitthe nurse tgatherinformation.
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Limited exposure to student practice inhibits teaeration of images and influences
the nurse’s ability tagyather evidence. The fewer the number of images, the more
difficult it is for nurses to engage iweighing up formulate perceptions and
construct of picture that is representative of shedent’s practice. As a result, the
nurse’s contribution to the assessment of competamy be limited by the number
of practice imagegathered These may not be sufficient to establish patterins
behaviour and formulate perceptions that indicadée or unsafe practice. The
casualisation of the workforce (White, 2001) andoimsistency in preceptorship
(Neary, 2001) may contribute to the occurrenceheké circumstances and explain
why nurses are uncomfortable passing judgment waests with whom they have
had little working experience. Issues related h@ tand the notion of nurses

abdicating responsibility to assess competencescusised in detail in Chapter 9.

Constructing a picture of competenisdllustrated by the propertiesaking sensef

the information gathered amdlculating the value, merit and wortt practice. Both

of these strategies employ the use cotical comparative analysigo identify
contradictions in practice. This helps the nurseetmognise practice and assess its
congruency with accepted ways of knowing and doingdoing so, a picture of
practice is constructed that assists the nurseetognise patterns of behaviour
(Buckingham & Adams, 2000). In order to be ableathieve this and calculate

competency, nurses need to be ableadke sensef this information.

7.4.1 Making sense
Making sensef the imagegathered(evidence) and formulating perceptions about

the student’'s ability to practice is the first pbasf constructing a picture of
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competence This employs a wholistic approach that is underpd by

benchmarking

‘Weighing up is not just looking at one thing. Assaent is complex
and involves many things. You can look at thenviddally. But you
need to look at the overall — is this person, tla@tions, competent. It
involves pulling together all the strands and wegvihem together to
look at the whole picture to see if it fits with pegtations.

Imperfections might be ok’ (18-68-76).

This means that all aspects of practice are corexidd-or example, the student’s
understanding of knowledge informing practice, $&gion are as important as being

able to complete a task. Here, each piece of eg@lenimage of practice wgeighed

up.

By noting similarities and differences, a picture behaviour is constructed that
resonates with the nurse’s perceptions of safe nsafe practiceMaking sense
enables the nurse to informally tally up confirroas and/or contradictions, and
construct a picture that reflects the student'sfira. As the student’s responses are
examined andcompared practice that contradicts accepted wayskmdwing and
doing in nursing is identified. The more contraitics, the more likely the outcome
of making sensandweighing upwill result in a perception of unsafe practiceisTh
process provides a means of comprehending therdtagheactice, which can then be

weighed and measured.
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Making sensef practice in this way “demands a level of thimkithat is creative,
clear, ethical, responsible and insightful” (Cheetiwy 1998, p. 283). Glaser (1985)
asserts that this requires practitioners to engagetical thinking, and that abstract
reasoning assists the practitionemiake sensef complex situations. While largely
a cognitive process, it enables nurses to judgesthmdness of information and
inferences drawn from it. This aspect of the decishaking process assists the nurse
to calculate thevalue, meritandworth of student practice. The connection between
this, constructing a picture of competenosaking sensand the concept gfidging

is explored further in Chapter 8.

The time it takes tonake sensef practice anatonstruct a picture of competenise
dependant on a multitude of factors. It may ocecuseconds, where nurses report
that they instantly know. Conversely, it may takeltiple exposures to student’s
practice and episodes gatheringto reach a point where the nurse has adequate

evidence, which is sufficient to inform decisionkimy.

Making sensés influenced by the nurse’s knowledge of the ficacexpectations of
students and previous experience of working wignthWhere the nurse has little
knowledge of the practice requirements of stud€msluding level), unrealistic
expectations, or a lack of knowledge of the commtdramework, may adversely
affect their perception of student practice and mragult in them drawing
inappropriate conclusions (Neary, 2001). This nmesult in the nurseonstructing a

picture of competendbat is not congruent with that accepted by otheses.
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As previously discussed, nursing knowledge and tjmecexperience facilitate
making senseThey shape benchmarks and have a bearing on ilitg abthe nurse

to make comparisons. The greater the number oftimeaks against which the nurse
has to measure performance, the greater theityatuliest hypotheses and engage in
comparative analysis. This process is influencedhynurse’s beliefs and values
about what constitutes competent practice, andwighting placed on practice
indicators embedded in benchmarks. This affectsmdng in which the nursenakes
sense of practice and how theyonstruct a picture of competenc@art of
constructing the picture andhaking senseof the data involves measurement

(weighing) of practice. This is achieved ¢glculating value, merit and worth

7.4.2 Calculating value, merit and worth

According to Neary (2001), the identification of mbellustrates appreciation, and
recognises practice that is respected and adnitedt acknowledges the sequence
of action, the appropriateness of this, and recamihe value of practice (Soanes &
Stevenson, 2003). The value of practice identifies worth of this. The quality of
the care provided, its importance and usefulnasspah, in addressing the patient’s
needs are acknowledged (Neary, 2001). The propatgulating value, merit and
worth is a strategy nurses use in conjunction viadmchmarkingo make sensef
practice and measure it. This involves making valilgments about the student’s
contribution to patient care and juxtaposing thibénchmarksComparisorbetween

aspects of practice and the value of these todlient are considered.

While this may be perceived as being subjectivea(fde2001),calculating value,

merit and worthclarifies the contribution of the student’s praetto nursing care and
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is an important aspect of determining whether theets accepted conventions. By
assessing how the student responds to the patentadculating value, merit and
worth, nurses are able to determine whether the studeatdtige demonstrates
imperative to care and is professional, ethical aradal. In doing so, insights are
elucidated into the student’s attitude and whetiage is appropriate and culturally

safe.

Judgments about value, merit and worth arise freractions between students and
patients. In CCNAcalculating value, merit and wortassists the nurse to determine
if the criteria embedded in benchmarks have beéieaed. This takes into account

situational and contextual variables and the levéhe student’s education, enhances
the nurse’s ability to interpret and measure thelence gathered,and come to

conclusions about competence.

As previously identified, the process @dlculating value, merit and wortbtalls on

the use of benchmarks. Bpmparingpractice behaviours to benchmarks, the nurse
is able to identify similarities and differencehi§ aids the process of identifying
features of practice and facilitates the considemaof the ‘worthiness’ of these.
Identifying similarities and differences disaggregathe character of the behaviour.
It illuminates contradictions of practice and hethe nurse to recognise and weigh
the qualities within this. As a result of gatherimgiltiple snapshots of practice and
evaluating these in this manner, the value, merd worth of practice become

apparent and patterns of behaviour become evident.

In order tomake sensef the practice behaviour observed and measues the

processes of deconstruction and reconstructionra€tipe events are employed.
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Deconstruction of events usesnchmarkingo breakdown the practice observed into
discrete features. This facilitates the identifmat of ambiguous practice
(Brykczynski, 1999), and in doing so, highlights pbints of difference. By
employing the process aomparing,this strategy enables the nurse to scrutinise
individual aspects of practice and identify conittidns that resonate with perceived
indicators of safe or unsafe practice. Reconstvadtivolves pulling the features of
deconstructed practice back together. To recorts@ugpicture of practice, it is
necessary to consider, timeerit, valueand worth of the features of practice, the
practice context, circumstances in which these haseurred, and the nurse’s

understanding of the patient’s needs (Neary, 2001).

‘pulling it all together with your own knowledge nchyou collate
that whole together to make a judgment and bringenchmarks’

(15-278-284).

Crucial pieces of information and nursing knowledge drawn together and used to
critically evaluate cues arising from the practi®@uickingham & Adams, 2000;

Hedberg & Larsson, 2003). Behaviour that is obskreéien is recognised and
contributes to the formulation of an impression wbpractice. In CCNA, this

process employsomparingand creates a cognitive representation of pradhiae

results in the formation of perception. This resutt the nurse recognising whether
the student’s practice is safe or unsafe. AccordmgBuckingham and Adams
(2000), this is a cognitive process that occursaagsult of the brain building a
network of connections between cues and categofiksowledge that the nurse has
built up as a result of experience. They contendt tthis process occurs

unconsciously, and is the basis for the developroémtuitive expertise described
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by Dreyfus and Dreyfus (1986), and in nursing byaAd1987) and Benner et al.,
(1999). Pattern recognition (Benner, 1984; Benhanner, & Chesla, 1992; Hedberg
& Larsson, 2003) pays an important role in thisgess. In CCNA, identifying
patterns of practice that align with either safeuosafe practice enable nurses to
make sensef the evidencegatheredand facilitates the process of formulating a
picture that represents the degree of competenbe. Aotion thatcomparing
facilitates this process extends ideas about expegd-based recognition described
by others (Agan, 1987; Benner, 1984; Benner et 1899; Brykczynski 1999),

informs decisions and determines action, if ieiguired.

The interconnectedness between the concepbeméhmarkingand constructing a
picture of competences illustrated in Figure 7.4 This depicts the meses of
deconstruction, reconstruction and pattern rec@gnipreviously discussed, their
influence on decision outcomes and nursing acticas] demonstrates how
judgments of merit, value and worth contribute to decisions about practice

competence.

Deconstruction Reconstruction and Decision outcome Action
pattern recognition

Features of practice student *E' safe dWatctllllf_ul
: = o nothing
behaviour g E > P Let the leash’
o g
‘ ¢ ¢ ¢ * '—'2 8 No immediate Control practice
- g threat practice and implement
Critical comparative analysis | ‘5 > o]  requires o leaching
P 4 E § Y| further 7| “Tightenthe
e development leash’
5 P
f T T T T Eh § Direct
- 7] " - ti
= g —— Unsafe i 117 er‘ve_n 1011
Assessor benchmarks = 2 g required
T ‘Hold the leash’

Figure 7.4 Constructing a picture of competence

188



Chapter 7: Weighing up

Calculating merit, value andworth is pivotal in assessing the level of performance
and determining whether this meets the standaptaditice required. The ability to
determine the level of practice arises as a comsemguof reconstructing practice,
considering qualitative contributions of practicedaomparingthese to indicators
embedded in benchmarks. The significance of thetipeaand the degree to which
this matches the benchmark provides an indicatdevadl and signifies the extent to
which the criteria (standards) have been achieWdten comparedto competency
standards, course learning outcomes and expedatidnpractice, this in turn
provides a measure that indicates whether the stgderactice meets the
appropriate level. This process is enhanced byesursing their nursing knowledge,
experience and imagination to identify consequermdgsractice, enabling them to
predict events. Where predictions indicate advergeomes for the patient, nurses
are able to identify practice that is unsafe. In@garising as a result of this provide
another means oWeighing up,determining the level of practice and whether
standards have been met. This assists the nucamtiom itsmerit, valueandworth.
The determination of the level of practice comesualas a result of the interaction
betweenbenchmarking and the process afalculating merit, value and wortfs
illustrated in Figure 7.5. This provides anothérsiration of the interconnectedness

between concepts and their properties in the cagegfaveighing up

Merit, value )
and worth Benchmarking

Figure 7.5 Interaction between merit, value and wah and benchmarking to
determine the level of student pctice
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The identification of practice contradictions iglienced by the perception oferit,
worth andvalue and level of achievement. Where the number of ealittions is
high, the level of practice will be perceived aw.ldn addition, the severity (scale) of
the contradiction and the weighting or importanEéhe benchmark that practice is
comparedagainst, will impact on the determination rogrit, valueand worth and

affect the assessment outcome.

While it is acknowledged that students are engageadprocess of learning, nurses
have expectations about what a student should hodids not be able to do at
varying levels of nursing programmes. Contradicion practice assist nurses to
determine the student’'s learning needs scope thel k& which the student is

practicing, and how much they can safely be allowedhdertake (Chapter 6),

‘You kinda develop an awareness of the studentéstime between

years one and three’ (11-531-532).

Nurses with limited knowledge, experience in pi@ind experience in undertaking
competency assessment will have limited benchmirksse as measures to assist
them incalculating the value, merit and wortf students practice, and to arrive at a
point where their perceptions of competence candmsidered in the context of the

practice and judge whether the student is competent

7.5 Conclusion

The strategies embedded in the categoryweighing up make an important

contribution in determining practice competence] amplain how nurses come to
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conclusions about whether a student’s practicefis ar not. The successfulness of
weighing upis determined by the nurse’s ability b@nchmark make sensef the
evidence that has begathered,andconstruct a picture of competendehe process
of weighing upis reliant on the activity obenchmarking.The cognitive and
analytical processes afitical comparative analysisinderpin this This assists the
nurse tocalculate the value, merit and wortii student practice and assess the level
of performance. When the outcomes of these prosessmbine, they crystallise to
form conceptual comprehension from which percegtioihcompetence emerge. The
nurse’s beliefs and values, and indicators thanifsigunsafe practice, guide
perceptions arising fromveighing up The lack of contradictions in practice or
identified unsafe indicators, willveigh in favour of supporting a conclusion of
competence. The outcome wfeighing upand the degree in which the nurse’s
assessment reflects professionally accepted s@smaépractice, is influenced by the
nurse’s ability to think critically, their breadtf nursing knowledge, amount of
practice experience, repertoire of benchmarks, kndwledge of the practice
expectations of students and the assessment recpiite. These and the outcome of
the weighing upprocess contribute to the formation of profesdigndgment and
cement the concepts difeing aware, being professionand being sure.These
concepts underpin the categalydging This is the third phase of CNNA and is

described in the next chapter.
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8.1 Introduction

The categoryjudging explains the third stage of the Critical CompatNursing
Assessment (CCNA) model. During this phase of thecgss of assessing and
determining competence, nurses focus on usingviderce of practice that has been
gatheredand weighed upto inform and make judgments about competences Thi
chapter commences by outlining the theoretical psgpns of judging and the
relationship of these to the BSPPcomparingto determine competence. The second
part of the chapter will present the conceptbaihg aware, being professionahd
being surethat comprise the categojydging. The properties embedded in these
concepts explain how the nurse judges perceptiosg@ from weighing upand
makes a decision about competence that they belkesaecurate, fair, and reflects
professional standards. In doing so, the tensieasaated with making professional
judgments about practice competence are highlighded the strategies used by
nurses to manage the decision-making process daflede This explains nurses
knowing what constitutethe bottom linevhen determining competence, and brings
into focus the burden of undertaking competencesssent and the professional

responsibility for ensuring public safety.

8.2 Judging, comparing and determining competence

The interconnectedness pfdging to other phases of CCNA means thatging
provides a feedback mechanism for bgtithering (Chapter 6) andveighing up
(Chapter 7). Ingathering, judging determines the ‘what next’ ircreating
opportunities it is the mechanism for determinirigtting out the leashand the
‘where next’ incollecting the evidenceThe nurse’s ability tbenchmarkweigh up

thevalue, merit and wortlof the practice observemake sensef this, andconstruct

192



Chapter 8: Judging

a picture of competencas reliant on judgments being madewirighing up.The
outcomes of the judgments madegatheringandweighing upassist the nurse on a
day to day basis to extend the student practicesldpment by teaching and
assessing competence. The nurse considers theppenseof competence generated
by theweighing upprocessreflectson the overall performance of the student, and
decides whether the student’s practice behavioonodstrates provision of care that

meets the requirements of professional standards.

There are two primary instances when judging occlinese are on a daily basis
associated with the supervision of student expeeemd practice development, and
at the completion of clinical experience, whereafipudgments are generally

formulated and competency to practice is formadlyegsed.

When competence is formally assessed at the etige gftudent’s clinical placement,
the formulation of judgment takes into accountadlthe perceptions and outcomes
that have been generated throughout the studerpsrience, and uses these to
inform and construct a professional judgment alibet student’s overall level of
competenceludgingat this time differs from that which occurs durgatheringand
weighing up,in that, while making a judgment requires analydis situation, this
aspect of the categogydging takes into account the students performance tweer t

entire experience.
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‘You've seen written work, maybe a care plan or tshar. You've
seen them [student] caring for patients, performipgocedures,
writing reports. Professional judgment is collatia of that, all the
data — your observations, the feedback, and you paiéng it all

together with your knowledge and experiences...yeuwnat just using
your own professional judgment, you are using otheople’s, the
preceptor’s, possibly feedback from patients and woe collating

that whole together and bringing in benchmarks: 2I63-284).

The focus moves from concentrating on the intries@f analysing the features of
practice, to considering professional implicatioofs practice, ensuring that the

analysis reflects an objective picture of perforoenand that the assessment
outcome is accurate and fair. Here a wholistic epgn is applied in which the moral

and ethical aspects of making professional judgmere considered (Benner,

Tanner, & Chesla, 1996). The way in which the nursmages the formulation of

professional judgment is illustrated in Figure 8.1.

Deconstruction Reconstruction and Formulating judgment Judgment
pattern recognition

f [ 1 [ 1 [ 1

Outcomes from weighing up i — Being aware > ‘g’
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Critical comparative analysis —® e > —> 2 > & =
g o = E
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Standards of practice E ) Being sure il &
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Figure 8.1: Formulating judgments about competence
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This shows how previous impressions about studempetence arrived at through
weighing up are drawn together and collectivetyitically compared with the
assessment framework (competency standards). Time ggocess underpinning
critical comparison explained in previous chapters applies. This ifiest
similarities and differences and the degree in witiempetency standards have been
achieved. Where contradiction exists, this signatgpects of practice where
competency requirements have not been met. Thisyssmacontributes to the
recognition of patterns (Benner, Tanner & Ches86) of student behaviours that
resonate with the nurse’s knowledge of either safansafe practice, and results in
the formation of an overall perception of competeriRefore judgment is passed this
perception is examined. This deliberation takesftmm ofreflecting The outcome

of reflection results in a judgment of either congme or not competent practice.

In the event that a judgment cannot be reachednihge may find it necessary to
return to gathering more information. Just as iweighing up,the greater the
evidence, the easier it is to distinguish contrigals that expose practice that does
not conform to conventional ideas about competeBggatheringmore information
and weighing this up, notions about competencebeaconfirmed or dispelled, and a
clearer picture of the student’s practice obtairgzkking the opinion of other nurses
and moderating judgments assist the nurse to come to conclusam$ make
judgments about competence. This involves the sureeparing perceptions to
validate judgments about competence. This aspe@GCNA provides a means of
ensuring that the judgments made are accurateaandife acceptable to the group,
and in keeping with professional standards. Whiile teature of CCNA is discussed

in depth in Chapter 9r{oderating, it is important to note that, for some nurses,
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making a judgment is dependantrmanderating In other words, they are unable to or
will not make judgments without consulting theirepg Conversely, some nurses
may formulate judgments independently of othersd anay not engage in
moderatingactivities. This generally occurs where the nusseonfident in their
professional judgment. According to Dreyfus andyiue cited in Benner, Tanner

and Chesla (1996), this behaviour is typical ofeekpurses.

The activities underpinning the formulation of judgnt are embedded in the
category ofjudging, and are described in the concelpgsng aware being sureand
being professional These support the theoretical propositions andcomues
underpinningudgingandare based on the premise that when assessing ampet
nurses utilise nursing knowledge, reflection andical thinking to formulate
professional judgment about a student’s practi¢e ihterrelationship between the
theoretical propositions and outcomesjudging and the concepts and properties

imbedded in this category are shown in Figure gayé 197).

Figure 8.2 illustrates the connection between tloegss of formulating professional
judgment outlined in figure 8.1 and the theoretioaterpinnings of the category
judging It demonstrates that nurses are mindful of tredrte make judgments that
are accurate and fair, and ensure that public ys@fietl professional standards are
maintained. To ensure that judgments are madeaitgabbjective and fair, nurses
consider the context of practice and how this migifiect the student’s ability to

perform.Being awareof this andreflectingon circumstances provide the nurse with
the opportunity to moderate judgments amdke allowancesvhere appropriate.

Careful consideration is given to ensure that msifnal standards are maintained
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and that judgments are in keeping with these. Thaeption of professional
standards and making judgments that are objectidefar is a reflection obeing
professional.This demonstrates the nurse’s acceptance of aculityt to protect
public safety (Hunt, 1997). Making judgments irsthiay employs a measuregzte
keeping (Mahara, 1998), and ensures that only those stsdehb demonstrate
practice that is safe and acceptable to nursesdegmed competent, and are put
forward to enter the profession. This reinforceg theed to ensure that the

foundations of judgment are accurate and fair.

Conceptz and Catezory Theoretical proposition
propertiss and owtcomes
Being i Formulating professional
= e = judgment that is accuarate
Makmg allowances L i and Fair
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7 e |
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Bemg objective and faur L ﬁ = Enzuring public safety
Gate keapmg g - =
Worrying ‘-5-.‘ z 4
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@ ]
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Heing Eﬂ T k™ Maintaining profezzional
Determming the bottom line standards

Figure 8.2 Interrelationship between concepts andrpperties of judging and
theoretical propositions

The connections thgtdging has with the other phases of the CCNA model are

illustrated in Figure 8.3. Central to this is th8BEPcomparing.
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Weighing Up

Moderating

Figure 8.3 The relationship of judging to other catgories in the CCNA model

In relation to judging comparison assists the nurse to critically evaluate the
outcomes of the analysis€ighing up and confirms if the student’s actions are safe
and appropriate. Usingomparisonat this stage of the decision-making further
advances the analysis of student practice. Wodmparing has been described
previously in the category afeighing up it is important to note that in the phase of
judging the focus ofcomparisonconcentrates on making an assessment of overall
performance rather than on individual features w@cfice (i.e. micro aspects of
nursing work). While the identification of simildgs and differences remains
important, in order to identify contradictions, amake distinctions between safe and
unsafe practice, technical errors are considered, may be rationalisedThis
process is described in more detail later in thegpter in the concept bkeing aware

The influencecomparinghas on the process @idging and the outcome of the
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assessment of competence is discussed in the denaepedded in this category.

These ardeing aware, being professiorahdbeing sure.

8.3 Being aware

The concept obeing awareemerged from the categopydging It recognises that
nurses have a responsibility to safeguard standafrgigactice and that judgments
should reflect these and support the principleprofessional care to reduce risk to
public safety.Being awareprovides a means for ensuring that judgments are
congruent with and uphold standards of practicaddimg so,being awaresupports

the concepts obeing sureand being professionathat comprise the category of
judging and makes provision to ensure that professionadarals of practice are

maintained.

In being aware,nurses use reflective practice to consider peimeptarising from

weighing up This process is underpinned by critical think{vgoolley, 1990) and
assists the nurse to distinguish factors that ndwergely influence or prejudice
judgments. It acknowledges the complexity and udiptability of the practice
environment, and that nurses use differing bencksntr analyse practicéeing

aware recognises that these factors may impact on thuiation of professional
judgment. In doing so, it acknowledges the po&ritir bias resulting from internal

and external factors, and prejudice that may imitgethe assessment outcome.

Internal factors included the personal beliefsugaland knowledge of the assessor,
failure to acknowledge learning, unrealistic exp#@ons, getting too close,

personality clashes with students, pre-judging, tautiors that influenc&nowing

199



Chapter 8: Judging

The issues related tmowingandjudging are explored in more detail in the concept
of being sure External factors that may bias or influence tesegasment judgment
may arise as a result of feedback from other numsksh may reflect their internal
factors, and other issues influencing practice kbgveent within the learning
environment (Paterson, 1997; Spouse, 2001). Thedade issues related to the
context in which the practice took place, situagioavents such as patient equity,
unexpected events and horizontal violence. Batbrial and external factors may
impact on thgudging process and result in students passing or fadmgpetency
assessment when they should not. The way in whirkes take these issues into

account when making judgment is detailed in theerty ofmaking allowances

Judgingis a complex activity that requires a combinatdrabilities that distinguish
features of practice, confirm contradiction anchfafate perceptions of competence.
In order to do this, the nurse needs to be ablmterpret student behaviour and
feedback provided by others about this. The abibtynterpret and problem solve is
interlinked with clinical reasoning and profession@dgment (Boychuk &
Duchscher, 1999; Brown, 1999; Buckingham & Adan@0®. These activities are

supported by critical reflection (Johns, 1995).

8.3.1 Reflecting

Benner, Hooper-Kyriakidis and Stannard (1999) coatehat by identifying

ambiguity and exploring tensions, reflection can helpful in developing

understanding and lead to more informed reasomdgchnical judgment. Reflection
provides a practical means for understanding sttnatand assists in resolving

contradiction and confusion (Farrell, 2004; Tanneadrick, Westfall & Putzier,
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1987; Tolich & Davidson, 1999). dfectinginvolves thinking about an event and
dialoguing with self with the intention ahaking sensef the situation and drawing

insights, that will inform decisions (Johns, 200@is process is self-directed, self-
disciplined, self-monitoring and self-correctingck®n, 1987), and focuses upon
deciding what to believe or do (Norris & Ennis, 099Reflection assists the nurse to
promote understanding and reconstructs ideas, ntakaes aware of values and how
these can influence the process of determining etemge. Further to this, reflective

thinking is considered to reduce error, and clasifgpe of practice (Schon, 1987).

Reflectingallows the nurse to see both the value and limaitatof their thinking in
decision-making. lrgathering, reflection is used to guide decisions aborgating
opportunities, letting out the leasind collecting the evidencdt also has a role to
play in determining the value, merit and worthf practice when engaged in
benchmarkingandweighing up In moderatingnurses use reflection to consider the
contribution others make by way of feedback andgivéhis against their judgment.
It is also utilised intruth seeking, judging truthand trusting The category

moderatingand these concepts are explored in depth in Ch@pte

While reflective thinking is associated with mostiaties that comprise the CCNA
model, nurses in this research spoke more of thi®lation to the role of clinical
reasoning and the formulation of professional judgte about competence.
Reflection arose as a result of the nurse’s neethae sense of the student’s

practice and make the right decision in relatioa fmarticular set of circumstances.
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‘...reflection. That's when you actually go back amgick what they

are doing’ (13-267-269).

‘Judgment is informed by being thoughtful. Crititlainking is needed
and also reflection. You need to be able to asksaiuwhat is the
basis of this — where does it come from — what Wwaél the

consequences?’(18-27-33).

By consciouslyreflecting on feedback about the student's practice and gskin
questions of their understanding of this, the nuwae use reflection to come to a
point of realisation about what they know, and hbey know, to inform decisions
about competence. In this way, reflection is imgotrtfor making senseof the
complexity of practice, assists the nurse to resglbntradictions between what they
and other nurses perceive, and to unravel contefdors that may influence their
perception. The outcome of reflection provides tlwekages that facilitate
information processing in decision-making and is ieaportant factor in critical
thinking and reasoning (Baker, 1996; Benner, Tadn€hesla, 1996; Farrell, 2004).
Reflection helps the nurse to reconceptualise péres, problem solve, arrive at

conclusions, and make decisions that are reaso(ldbtes & Ennis, 1990).

Engagement in reflection reveals patterns of kngvand acting that help the nurse
to recognise situations and respond appropria@Wer time recognition of patterns
facilitates knowing that becomes embodied in pcactReflection is considered to
contribute significantly to the development of nngs knowledge and decision-

making (Benner, 1984; Benner, Tanner & Chesla, 19¥&noweth, 1998; Manias,
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Aitken & Dunning, 2004), and practice developmafa(sh, McAllister & Morgan,
2002). In CCNA, it contributes tbeing sure nurses knowing whether the student
has demonstrated competent practice and assistdet@rmining the practice

development needs of students in the propgedghing competence

In this research, pattern recognition emerged asngortant factor contributing to
nurses recognising safe and unsafe behaviour aedhideing competence. This was
especially so in the stages wfeighing up and judging where perceptions of
competence play an important role in the formutataf professional judgment.
Reflection facilitates these aspects of CCNA bylipglscattered images together,
and providing the means for thoughtfully explorihg implications of the student’s
actions. Being attentive in this way provides arparfunity to imagine possible
outcomes of student practice and explore implicatiof this. According to Saul
(2001) imagination is a human quality that, likéletion, allows people to think
laterally and consider probabilities. As cognitifanctions, imagination and
reflection provide internal regulatory systems, ethiwhen combined with common
sense, knowledge, memory and ethics, “protects lpefspm the temptation of
premature conclusion” (p. 116), and help refinecpption. In this way, both
qualities enhance sensitivity to contradiction dadilitate the weighing upand

judging process and enhankeowing.

Using reflection to contemplate incidents and tregdiency in which these occur
further assists in the formulation of perceptiortsowd competence. Reflection

promotes a sense of awarendssng awareandfacilitates the nurse’s sensitivity to
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similarities and differences in practice. Thudattilitates the process @bmparing

to determine competency to practice.

Nurses involved in this research reported that etherere times when they
deliberately reflected on the student’s performaoe@amples of the types of issues/
questions that nurses considered when making desisabout student practice
competence are detailed in Table 8.1 (page 2élflectingon these issues and the
questions that arise from them leads to enlighterniraad promotes the filtering of
perceptions about the student’s performance thag hesen over the duration of the

clinical experience.

Being awareof issues that impact on student performancerafidcting on these,
acts as a means for self monitoring perceptionalsti facilitates managing the day
to day thinking that occurs for the nurses as thather, weigh up, judgend
moderatestudent practice. It assists nurses to managsideainaking in such a way
as to be less judgmental and emotive, and to usera reasoned approach (Tanner,
1983). Here, thoughtfulness assists interpretagiott understanding and heightens
the awareness needed to make judgments (Beve@8§8, Jay & Johnson, 2001,
Johns, 2004). By facilitating a reasoned approachiecision making, reflection
assists the nurse to determine if judgments ane dad provides the space for
considering discretionary judgment and the appabpniess ofnaking allowances.
This is guided by what Jay and Johnson (2001) rédethis as comparative
reflection, when the interpretations arising froeflection are compared with the
perspectives of others. Contradictions arising fammparative reflection illuminate

the limitations of thinking and may become a catalfor truth seekingand
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understanding of others. This aspect of reflectiom evident in moderating

(Chapter 9).

Table 8.1 Issues reflected on when making competgndecisions

Stories about student practice

Nurse’s relationship with student

The student’s performance as a whole
The degree to which the student’s practice atigngh the competency standargs
Was the student trustworthy and reliable?

Did the student follow orders?

The student’s relationship with other team membenow well did they fit in?
Were there patterns of behaviour that were aeorc

Quality of feedback from preceptors — was itZair

Feedback from patients and families

The student’s performance in challenging situegio

Were there ‘near misses’- if so, how serious @¢thiese have been?

The student’s knowledge

Issues related to professional behavior

The student’s insight of ability — did they knewthen to seek help from others?
The student’s ability to assess clients andoatity think through problem

What did others think — am | being objective &md?

How would | feel if this person was looking aftere and mine’?

8.3.2 Making allowances

As a property obeing aware, making allowancesplains the factors that nurses are
aware of that can influengadging Making allowancesdlemonstrates how nurses
employ reflection, critical thinking and reasonittgmoderate and adjust perception.

The result ofmaking allowancegnsures judgments about competence are fair and
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are made in a professional manner (Hunt, 1997his sensepbeing awareand

making allowancesontribute to the success of the other concegtgging

Making allowancesand modifying judgments generally occurs when ehes
reasonable doubt about the fairness of a judgnmniyhen feedback from other
nurses is incongruent with overall perceptionsh® hurse assessing competence.
These situations often become apparent wheoderating perceptions about
competence with other nurses, and presents in @ays wW-irstly, nurses may discover
that their ideas about the student’s practice mmontrast to that of their peers. The
incongruence in perception becomes the catalyshdoses revisiting their thoughts
about the student’s practice areflectingon these. If it is identified that the nurse
was either unfair, had failed to take into accoextenuating circumstances, or that
their expectations of student performance werensistent, resulting in the student
being disadvantaged, allowances will be made. Rgegjuilty about failing to support
a student to reach competency avatrying about making the right decision (Hunt,
1997) may also lead to allowances being made, eaditb ‘letting students through’.
This is discussed further in the concepbeing professionalSecondlymoderating
may lead the assessing nurse to question the agoofréeedback about the student’s
performance. If the nurse believes that they areecband others are not, they need
to decide whether they adhere to their own perspecr accept that of the group.
This will determine whether allowances are madeair and highlights the tension
betweenmaking allowancesnd moderating This issue is explored further in the

categorymoderatingn Chapter 9.
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The process omaking allowance®ntailsreflecting on circumstances surrounding
the student’s performance and factoring into theessment circumstances that are
outside the control of the student. This takes adcount extenuating circumstances,
and the context in which practice takes place, anavides some flexibility,
permitting judgment to be modified, so that it &rf(Neary, 2001). According to
Chenoweth (1998), this provides a means of comfpabiims and prejudice by
correcting false assumptions. For example, allowarare made for unanticipated
events and situations that the nurses themselwewdfohallenging, and first time
experiences. Consequently, learning is acknowledmedl allowance is made for

practice that is

‘...a little awkward...and where the student is worrigoout you

watching them’(12-552-536).

‘They're alright, they're safe, they just haventogin enough yet.
They might not be where some of the others arethieytre going to

get there and you could see that happening’ (13-568).

Here, technical errors are rationalised, concessawa made for lack of experience,
the stress associated with first time events, stisdenxiety about being watched, and

/ or emotional factors triggered by events suchrexpected death.

Additionally, allowances are made where assessneve that there are unrealistic

expectations about student performance.
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‘Many of them [preceptors] have forgotten whatlike to be a learner,
so they’ve really forgotten what its like to betadent or new graduate

and what level they should be performing at’ (I3&845).

‘I have often found that nurses here have had Umstgaexpectations

of students’ (I12-657-659).

‘Some nurses judge people differently and will haweach higher
expectations of what is expected, compared to whagenerally

perceived as what you need for competency’ (14-1141%)-

The type of placement is also considered winaking allowanceabout whether the
student demonstrates an acceptable level of peac&iome placement areas require
advanced levels of practice. Where this is so,esttglplaced in specialty areas are

sometimes thought to be disadvantaged. For example

‘Sometimes the student organises their own elegii@eement in a
highly specialist area, where beginner nurses dogw and that's an
issue. So, sometimes when competency is beingsedséss not at
the appropriate level and that influences the assemt (11-790-

795).

Personality clashes were additionally cited asasitns where nurses would consider

making allowancesNurses acknowledged, ‘how they feel’ about a studmuld
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impact on assessment and freely admitted that palispissues may cloud judgment

and result in a student either passing or faililgmthey should not.

‘The weakness of the assessment is that there'swvamnl lot of

personality stuff that comes into it’ (11-170-172).

‘Sometimes a student and preceptor might clashight be that the
preceptor takes a more extreme view...you have todothe conflict

and why it's there’ (13-689-694).

Inappropriatamaking of allowancemay arise due to the closeness of the relationship
between the student and the assessor. Liking rsside perceived to initiate bias
(Norman, Watson, Murrells, Calman & Redfern, 20@pwn (2000) believes that
this and the “personal characteristics of studere&st a great influence on judgments

about clinical performance” (p. 407).

‘If the preceptor likes the student you have tosider is this swaying

the judgment about their [student] ability’ (11-2338).

Nurses involved in this research perceived thallesits, who are liked and fit into
the team, are more likely to receive positive femitbregardless of whether or not
competence is demonstrated. Conversely, if a stugéemot liked, it is not
uncommon for a student to receive negative feedbbclhoth situations, careful
consideration is given to actual practice, and g@ions moderated bynaking

allowancesdf this was thought necessary.
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Perceived racial prejudice is another example witeeeconsidered that judgments
about students are unfair. It is believed that estisl who speak with an accent
influence people’s perceptions of their competaiacspeak English, and inferences
are made about the students knowledge and abiised on this. Where it was
believed that cultural bias and racism impactediecision making, nurses involved
in this research believed that, if the feedbackvioled did not reflect the student’s

ability, it is appropriate to make allowances iadl circumstances

While making allowancess a corrective action utilised where studentspaneeived
to be disadvantaged, this may also be employed Videstback is overly positive.
Nurse educators are particularly aware of thisnaehedging what they termed the
‘halo effect’. Here, the student had impressedpiteeeptor to such an extent in one
aspect of their practice, that they [preceptor]eMécely to excuse behaviour during

the placement that under normal circumstances woellguestioned.

‘I had a student in a paediatric ward. This wasdaago. It was when
they used oxygen tents on beds. A child came Inawiite broncialitis
He was about 18mths old and very short of breatb.whs being
cared for by myself and a student. While the motyees with the child
he was settled. When she left all hell broke Icos®the child started
to scream blue murder. The student looked at melaoikkd at the
baby, she looked at me again and very deliberatelyipped the
oxygen tent, took off her shoes and climbed inéobiby’s bed and
cuddled him in her arms. She zipped the tent domah sat there

rocking the baby and looking at me. Sort of sayimgll what are you

210



Chapter 8: Judging

going to do about it?” My heart was bursting withige. Now from

that moment on that girl could do no wrong. Thatie halo effect.
She could have been doing terrible things the mexdk and | would
still have seen the halo around her head. It cappea the other way

too. It can happen in reverse’ (13-1219-1246).

The antithesis of the ‘halo effect’ is where studemake mistakes and allowances
are not made when they should. This may resulitirations where a student makes
a mistake and is labelled incompetent. Once thisgption is fixed, the perception is
that the student can do no good. In both situationsses report that they are
cautious when interpreting information and makimgf@ssional judgment where, it
is believed, others had made inappropriate compariand used this as a

discriminatory measure.

‘You really need to be cautious in terms of how yderpret what is
being said because it's very easy for staff tothgea discriminatory

measure’ (11-805-808).

At other times, allowances are made when it is geed that the practice
environment limits the student’s ability to extetieir practice development, and

demonstrate competence (Waddell, 2001).

‘Sometimes students are in placements where thémited hands
on...So you take that into consideration when yothdcassessment.

You have to, you can’t not’ (11-463-469).
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In these circumstances, nurses said that whileestsdhad not been able to
demonstrate competence in all areas of practiey, thade allowances for this and
signed them off as being competent. Reasons fargudiscretion andmaking
allowancesin these circumstances were two fold. Firstly, duse competency
assessment required that all criteria had to beewaetl, and half measures or
recording ‘not applicable’ on assessment forms natsacceptable, and secondly,
while indeterminacy existed, it made no senseit@afatudent if there was no reason.
This is an example of exercising discretion andubke of professional conscience,
which according to Hunt (1997) is used to addressaimconcern. Where there is
lack of evidence and nurses feel that the studemriwould be safe, they make
allowances by applyinthe bottom lineThis strategy is discussed in the concept of

being sure.

Making allowancess also employed in this way when assessors pededhat the
culture of the learning environment and the actiohsther nurses impacted on the
student’s ability to perform (Spouse, 2001). Thigluded situations where the
student is not welcome, preceptorship is not alblilaand learning experiences are
not offered. Failure to support students, horizvitslence within the workplace and
bulling are recognised as impacting on the studetiility to achieve (Hurley, 2006;

Paterson, 1997; Spouse, 2001).

‘I had a student who was instructed to take antliwho was under
the Mental Health Act downtown. She said “no I'm atbowed to do
that” and they [ward staff] said “you will go...itsko We have given

you permission”. The student refused to take tientkgain stating,
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“no I'm not allowed to do that”. In the end, she svéterally bullied
into going and, knowing her behaviour would impamt her
assessment, was powerless. She did her very besaitdain safe
boundaries and was pushed outside of them by otlmses’ (11 1231-

1247).

Poor role-modeling (previously discussed in theegaty gathering) and practice
environments that are unsupportive of the studeam, lead to allowances being
made. In these circumstances some nurses “fee[lla@g] no choice but to pass the
student” (Duffy, 2004, p. 9), and that in thesedaiions students are given the benefit
of the doubt. Nurses need to be aware that givindesits the benefit of the doubt

has effects that ultimately may have professionakequences.

The risk ofmaking allowancesmaking assumptions and drawing conclusions that
practice is safe is acknowledged as posing a aigiublic safety. This, however, for
some nurses, is outweighed by the need to be pgiofed and ensure that the
assessment process is fair and the student is isaidvdintaged because of
inappropriate actions of other nurses (Hunt, 1999w much leniency is given, the
degree to which rationalising errors amdaking allowancesoccurs, and the
frequency in which a student is given the bendfithe doubt, varies. According to
Duffy (1999) common reasons for giving the studéetbenefit of the doubt include
the assessor leaving it too late to address peaciimicerns and feeling that the
student has been let down, acknowledging the stisdg@ersonal situation, not

wanting to jepardise the student’s future, beinghl@ to fail a student and feeling
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guilty. The misconception of the assessor, that #re being kind, poses a threat to

both professional standards and public safety.

The nurse’s awareness of the student’s knowledge, lamd perceptions about this,
influence the degree to which rationalising errargl making allowanceccurs.
Nurses involved in this research thought that adlloges are more likely to be made
if it is perceived that the student has a soundwkedge base on which to base
practice, they are motivated and demonstrate isttened willingness to learn about
practice, have a good work ethic, and appear toobemitted to becoming a nurse.
Conversely, allowances are not made when therevidemce that the student
demonstrates no insight, or has failed to make rpssgtoward achieving a level of
practice that is acceptable and errors are repeatestudent’s inability to grasp
underlying concepts involved in practice, make suijients to practice and lack of

insight are believed to indicate unsafe practice.

While making allowancesakes into consideration the student’s experienag the
time of the placement and what has happened beforage nurses are fearful of
making allowances.They perceive that this practice condones unaabépt
behaviour and gives license to others to act iim@las manner (Hunt, 1997). Issues

surrounding what is acceptable, and what isn’tgamiestioned.

‘Where do you draw the line?’(12-297)

While making allowancesprovides opportunities for nurses to address the

complexities of the practice environment and humature, it can be abused. While
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abuse is not engaged in consciously, this situatan occur when a nurse is
unwilling to fail a student and uses the license rfaking allowanceso absolve
themself of the responsibility of telling the statié¢hat they have not passed. This
aspect of CCNA is a facet abdicatingprofessional responsibility and is discussed

in the concept ofiefaultingin the category ofmoderating(Chapter 9).

Using discretion andnaking allowancesloes not mean making judgments without
reference to rules. According to Hunt (1997), itame interpreting the rules and
exercising wisdom to address mitigating circumstgné\s a strategy to address bias,
making allowancess generally exercised in situations that the eyserceives as
being extenuating, and judgment is mash®wingthat ‘on balance’ the student’s
practice is safe, and that in differing circums&s)at would have met the standards
required (Hunt 1997). If there is no indicationtttfeese factors can be assured and if
there is doubt, the assessor is more likely tooerthe side of caution and fail a

student.

Making allowanceslemonstrates that nurses carefully consider asainpacting
on student performance and weigh these in ordegaoh a fair judgment about the
student’s level of practice competence. It demassra moral ethic to care (Benner,
et al., 1996) and is an acknowledgement of not anpyofessional responsibility to
ensure safe patient care, but also the professiaspbnsibility of nurses to grow
their young, to be professional in the way in whtbley execute judgments about
competence, and determine who should be allowester the profession (Chasens,

DePew, Goudreau & Pierce, 2000; Marrs & Alley, 2004spects related to these
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features ofudging are discussed further being professionadnd in the property of

gate-keeping

8.4 Being professional

According to Mahara (1998) claims about subjectivétnd incomparability of
clinical evaluation have fueled the “search for ealive, reliable and valid
assessment methods” (p. 1339). While evaluatiorhoast such as simulation based
assessment, checklist and rating scales (Bondy3;198hoening, Sittner & Todd,
2006) have resulted in more standardised assesshstident performance, these
continue to fail to address the complex and conosdxnhature of the clinical
environment (Benner, 1982; De Vore, 1993; Duke,61%eld, 1991; Friedman &
Mennin, 1991; Mahara, 1998; McGaghie, 1991). Thidudes issues related to the
dual role of preceptors and educators as both ¢eacind assessors, where they
“fulfill multiple and seemingly incompatible roldsf] mentor, participant observer
and judge/ gatekeeper” (Mahara, 1998, p. 1340)sd&t@rcumstances have raised
concerns about the validity of assessment (Ando@02 Girot, 1993; Lenburg &
Mitchell, 1991; Mahara, 1998; Smith, 1997; Wats@aJman, Redfern & Murrells,
2000; Wolf, 1996). This concern, coupled with theed for the recognition of
nursing as a profession and academic discipliner{Be 2005; MacDonald, 1995;
Mahara, 1998, Redmond, 2004), and public demangrafiessional accountability
(Hunt, 1994; Tilley & Watson, 2005), have resultedurses becoming sensitised to
the need for objective and fair assessment metthadsesult in accurate assessment
of student performance. In this research, thesé¢ensatmerged in the concepts of
being professionahnd the properties dfeing objective and fair, gate-keepiagd

worrying.
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8.4.1 Being objective and fair

As previously discussegiidging takes into account situational events and in doing
so makes provision for allowances, outside of tbatol of the student, to be
factored into the decision making process. The gntypof being objective and fair
sits besidemaking allowanceslt acknowledges that there is distress for boih t
student and the nurse undertaking competency a&ssetsThis is especially so
when a student does not meet the assessment raquie and “is congruent with
notions of a ‘caring profession’ that students dtidae treated fairly” (McSherry &
Marland, 1999, p. 578), and “in respectful wayse(Ber, Tanner, & Chesla, 1999,
p. 160). The interaction between the propertieseztded injudging facilitate being
objective and fair,factor into the analysis the effects of the soeat cultural
context of the learning environment (Chenoweth,8)98nd address issues related to
moral agency. In this way, beingbjective and fairis a catalyst formaking
allowances,the results of which facilitate the formulation pidgments that are

objective and fair

Nurses involved in this research were very conckraleout the decision-making
process and the tensions surrounding subjectiVitigile it cannot be expected that
every student will pass competency assessment, dbeftave a right to expect
fairness and consistency (Duffy, 2004; McSherry &rhnd, 1999). This notion
encourages a strong desire to ensure that assassameiobjective and subjectivity is

minimised (Stokes, 2005).
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‘As an assessor | try to be objective. Straighthlpck and white, that
sort of thing...and you've got to have something tsubise to back

up what you are saying’ (15-414-423).

‘| start off thinking where does this fit then yga back to the core
thing you are looking for and make it objective, what are the
subjective clues...and one of them is comparing whatvould do or

what you know others staff do’ (12-167-173).

Gut feelings and intuitive thoughts about studeatel of competence are
acknowledged as ways khowingfor nurses involved in this research. While these
factors are discussed further in the condegihg sure,the interactive nature of
concepts and properties in the categorjudfiing, bring attention to the influence of
intuition on the validity of assessment. While m&rsicknowledged that these aspects
of knowing have a place in contributing to the formulationpafrception and the
assessment of competence, concern is expressedhthatature of this form of

knowingis often unable to be substantiated and is coreide be subjective.

‘I think measuring competence is subjective, and Was really

honest, it's probably knowing that this personks (©3-259-261)

Using gut feelings and intuition in summative assasnt to substantiate perceptions
of competence is considered to be neither objectorefair and there is a perceived

need for evidence of performance that is objedive reliable.
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‘Gut feelings need to be made objective...have evédeit seems that
unless you have clear evidence they [assessorshden through and

put aside their knowing’ (12-147-149).

‘It's [assessment] got to be more than subjecti¥eu have to have
objective material to support decisions even & gubjective in a gut
feeling. It's better for not only your own professal judgment but
also for the other person [student], because thaneer is on the line’

(12-151-154).

‘Its grossly unfair to put forward a | feel’ (12-55.

Interaction between the propertiesnadiking allowanceandbeing objective and fair
also bring attention to the issue of discretionadgment and the bearing this may
have on the validity and reliability of assessmghint, 1997). Matters addressed in
making allowancesincluding beliefs and values of the assessor, thedextent to
which the relationship between the assessor armtdistus developed, is believed to
have a potential impact on objectivity. This maymgpoomise the validity and
reliability of competency assessment (Gonczi, 1996rman, Watson, Murrells,
Calman & Redfern, 2002). These challenge the thieatgoropositions underpinning
judging by compromising the assessment process. As &,rdmihurse is mindful of
the implications of decisions for students andrtiesponsibility to uphold public
safety (Marrs & Alley, 2004). Because of this, ragsare careful aboubeing

objective and fairbeing professionaandbeing surethat the judgments they make
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are accurate, congruent with professional stangdaadd are acceptable to other

members of the profession.

‘I have gone to colleagues with issues — its pdrthe process of
maintaining integrity...being objective...being faidgnstice’

(17-20-23).

Moderating occurs not only with other nurses as describehapter 9, it also
occurs between assessors and students. Duringgbssment interview, the assessor
discusses the student’s performance with the studed considers the student’s
perspective concerning their ability to demonstratampetence. The assessor
comparesthe student perception of practice to theirs, arad/ take into account

previously unconsidered circumstances that maytriesmaking allowances

‘I always find it helpful to get the student to reakotes about
themselves...you come together to write up the amsessand

compare notes’ (15-88-91).

These circumstances provide further evidenceraffecting and acceptance of
responsibility to ensure assessment outcomes treflbalanced and fair perspective.
To be objective and fajmurses seldom made judgments about competened bas

one instance of practice. In order to obtain arud perspective, the student’s

written work, and involvement in tutorials are atsmsidered.

‘While written competence doesn’t equal abilityperform and vice

versa’ (13-351)
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Some assessors believed they could rationalise jigment and were happy to
make allowances, if the student demonstrated tlegly & sound knowledge base.
Gatheringevidence by means of written work is reportedadblpful in ‘filling the
gaps’ when there is not a lot of evidence aboustbdents practice to hand. Multiple
perspectives generated from using a variety ofsassent methods is advocated as
providing a more reliable and objective assessmémbmpetence (Mahara, 1998;

Neary, 2000b).

The consumer status of the student, appeals armzkconegarding the potential for
litigation by students dissatisfied with the out@smof clinical assessment, and
situations where the professional judgment of rairs®ve been challenged, and / or
over turned, are of concern to assessors (StoR68)2This, and literature (Chasens,
DePew, Goudreau & Pierce, 2000; Drake & Stokes420farrs & Alley, 2004;
Orchard, 1994), concerning competence, moral wnlgit eligibility to register as a
nurse, and legal action taken by students agathstational institutions, reinforces
the perception that objective and reliable evidesogeeded in order to justify non-
achievement of a student (Andre, 2000). For nuirseslved in this research, there
was a general feeling that professional judgmeattbducational matters, including
assessment, is not valued by people outside optbkession. They believed that
professional judgment would not be supported ifdheas a lack of hard evidence to
support assessment outcomes where a student thed #acompetency assessment.
This, and issues surrounding increased accourttgbilere cited as contributing to
nurses choosing not to precept students, and /stangding themselves from the
assessment process. These matters have an influsmceslying on others,

abdicating,defaultingandlosing faith,which are discussed in Chapter 9.
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Nurses involved in this research were sensitisedh& occurrence of what they
referred to as ‘pre-judging’. Here, judgments amenpaturely made about the
student’s ability to perform. This may occur befotilee student’s placement
commences and is primarily a result of gossip amtgnceived ideas arising from
stories that have been relayed about the studeatieS may relate to previous
performance in other practice areas or personafrnmtion concerning the student’s
private life. A student may also be categorisedstting to the institution in which

they are enrolled. Perceptions that some educatiostiutions produce poor quality
graduates can influence how the student is perdeawel the level of support they
receive in practice from preceptors. Perceptionisirgy from pre-judging may

influence ideas about performance and impact onoghgortunities and support

offered students, and the outcomes of competersgsasent.

Pre-judging is considered to be neither objectige fair and in some instances is
believed to affect the relationship between th&lett, educators and nurses in the
practice environment. If this is so, this may grise to issues surrounding trust and
impact on relationships between educators and ptee These factors are explored

in further detail ingate-keepingnd the conceptustingin Chapter 9rfioderating.

8.4.2 Gate-keeping

Assessment of student practice has two purposestlyf-ias part of the educative
process, which should provide students with feeklladout learning. The educative
process provides information about practice devakm requirements of students
for the nurses assuming precepting roles, and INAGs linked to teaching

competenceand letting out the leashn the category ofgathering The second
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purpose of assessmenigate-keeping Here, the focus of assessment is on ensuring
that professional standards are maintained andigublfety is protectedGate-
keeping highlights the professional responsibility of regsto ensure only those
students, who demonstrate they have the knowleddem@actice skills to be a nurse,
are allowed entry to the profession (Diekelmann &3vlegor, 2003; Mahara, 1998;
Marrs & Alley, 2004). This view is echoed in panpiant interviews in this research,

is reflected in the theoretical propositions undarmg the CCNA model, and is a
driving force behind the need to formulate judgrmseabout competence that are
conducted professionally, and that are accuratef@ndThis position also provides
rationale as to whymaking allowancesshould be undertaken with caution, and

highlights the tension between ensuring patierdtgafnd fostering student success.

Gate-keepings influenced by the casualisation of the nursivaykforce and poor
skill mix. In the current environment, the lack ekperienced nurses (Cobden-
Grainge & Walker, 2002) to undertake preceptorg@ad assess students results in
this role being assigned to inexperienced nursessdme areas in which the
participants involved in this research worked, ngtduates with less than 12
months post-registration experience were expeatethke on this role. Benner,
Tanner and Chesla (1996) contend that nurses akilegtpeer assessment, and who
are also responsible for students, need to haa@att a level of practice congruent
with what they describe as ‘expert’. This, theyidet, requires nurses to have had a
minimum of two years post-registration experientaere expert status has not been
achieved, variables such as lack of nursing expeeieprofessional immaturity, lack
of knowledge of issues associated with performanaesagement, limited experience

working with students, and undertaking competergsessment, may impact on the
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reliability and validity of assessments, and cdnité to a failure ofjate-keeping
The issue of concern, is that in CCNAyeighing up and judging rely on
benchmarkingand ability toconstruct a picture of competencEhese factors are
dependant on the nurse having a wealth of knowleshgepractice experience. For
new gradates, both of these issues are constréupdanited time working as a
registered nurse. If judgments are not moderateti appropriately experienced
nurses, this may affect the accuracy of assessoutodbmes and result in a student

being deemed either competent, or not competergnwtrey should not be.

When a student does not meet competency requiremend a fail grade is

warranted, managing the students and dealing wigheimotional aftermath of a

failed assessment can be stressful for nursefiesetsituations, nurses can find the
conflicting situation of acting as mentor, teach&rpport person, and assuming a
formal role of assessor difficult to manage (Duf2p04). For inexperienced nurses,
the pressure associated with completing competassgssment may increase the
likelihood of abdicating or defaulting behaviours described in Chapter 9
(moderating. Both of these situations may result in inacaigdsessment outcomes.
This poses a risk to public safety, underminesgssibnal standards, and challenges

the theoretical propositions underpinnjaodging.

Gate-keepingmay also fail as a consequence of over-ratiomgjigiractice and
making inappropriate allowances. Again, this magulein a student passing
competency assessment when they should not. Redgpribese circumstances

occurring include
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‘...people want to be nice, they don’t want to htw student. They
think this is a nice person and maybe one day Wikynake a really

good nurse’ (15-117-119).

‘You don’t want to fail them’ ( 15-170).

This can lead to what nurses involved in this regegermed ‘letting them through'.
This is where students who should fail are alloweegdrogress. According to Benner,
Tanner and Chesla (1996), this occurs as a rekaliconflict between a moral ethic
to care, the inherent disposition associated witingl good, and nurses feeling
guilty. Feeling guilty or sorry for students oft@tcurs where the relationship
between the assessor and the student has beconwosaoand the professional
boundaries of the relationship compromised (Du##904). This undermines the
notion of being professionahnd brings into question the reliability and vealidof

assessment.

Feeling bad and / or guilty may occur as a redullhe nurses self-acknowledgement
of failure to judge appropriately and indicate guteece of responsibility (Hunt
1997), or manifest as a result of recognition fladling a student is a bad thing. It
acknowledges that, while it is of concern that stud do not fail when they should,
nurses may also feel bad and guilty about failitgdents appropriately, and
demonstrates that doing good while upholding psifesl standards and public

safety are equally distressing.
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While guilt is associated with doing wrong, Hun®9Y) argues that “as a caring
profession we should be suspicious of those whioneguilt or anxiety as they may
be really following the procedure to protect thelwsg and don’t really care as much
as they should” (p. 525). Where nurses do careetisea higher likelihood of inner
conflict. This may perpetuate failure gfate-keepingwith students being given

further, inappropriate opportunities to demonstcat@petence.

‘People feel sorry for the student. They understahdy have
problems and just keep on giving people anothenceand another
chance and excuse sometimes quite unprofessiomavioerr’ (11-

172-174).

It was the perception of nurses involved in thisegech, thagjate-keepingvas more
likely to be compromised in situations where nurkesw of students who had to
work as well as undertake study, had financial tawndily hardship, were mature
students with dependants trying to get a new sldrére was a tendency to give
these students more time and latitude to demogmsttampetence if they were
struggling, as opposed to those students who dichave these demands or students
who didn't seem to care. This made it more difficial fail some students. These
issues are also apparent in the propertyatying. The interaction between this and

feeling guilty perpetuates the likelihood of théuee of gate-keeping.

Evidence of unacceptable practice positively infleess the occurrence afate-
keeping Here,gate-keepingrises in response to student behaviour thatrieped

to have transgressed the boundaries of practice. ndiure and severity of the
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transgression will determine the position that @msessor will hold. In these
circumstances, a student may fail competency whey have a sound knowledge
base and are technically competent in undertakirgimg procedures. Acting in a
manner that is unbecoming of a nurse and transggegsofessional boundaries is

perceived to outweigh all other attributes.

‘Its much easier to fail a student when boundahese been clearly

transgressed’ (12-301).

In this instance, the nurse’s perception of unga#etice positively influencegate-
keepingand the interaction betwedring professionalgate-keepingandweighing
up become evidenin situations where the student’s technical abitycompetent,
nursesworry about the perceived subjective nature of professidoundaries,
especially when what is acceptable behaviour anadtw not, is not clearly
documented in competency standards. Nurses ackdgwlihat what they perceive
as unacceptable may be acceptable for another.chssequence, theyorry about
failing students and often do not do so unless fladgment can be substantiated, is

confirmed by peers, and they perceive that thelyheilsupported if challenged.

8.4.3 Worrying

Worryingis a property of the concept loéing professionalThis interrelates with the
properties ofgate-keepingand being objective and fairWorrying highlights the
nurse’s awareness djeing professionaland their responsibility to ensure that
professional standards and public safety are maada Nurses involved in this

research reported that undertaking competency sseeess and making professional
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judgments about competence were both stressfulaabdrden for some nurses.
Nurses describedorrying about the assessment process, and potential oescimm

the students, themselves and the public.

‘You worry about the fact that whilst they [stufjdmave managed to
demonstrate competence in these circumstances ldvioey do so if
you just plonked them in an area that's perhapsttée Imore acute

than another, would they respond in the right way2:625-629).

While public safety is considered the bottom liamy potential to disadvantage
students caused nursesnorry about the professional responsibility associateti wi
making competency assessments. Because of thiseswiorried about whether

their interpretation of the competencies and tleipectations of students were
accurate. Theworried about the judgments that they made and whetheetivere

objective and fair. Lack of knowledge about the emtptions of student practice
further legitimated concern and resulted in somesesi questioning whether their

expectations of students were unrealistic.

Of greatest concern was thweorry associated with either managing borderline
students or failing students. Borderline studendsewthose who nurses perceived as
demonstrating both safe and unsafe practice. Iseth&tuations, nurses often
perceived that there was no clear indicator thatesits had either met or not met the
competencies. Nurses were uncomfortable with irsii@ei and while they felt
compelled to pass the student as there was noeledence of unsafe practice, they

worried about passing students who had not clearly denairsdtthat they were both
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competent and confident in practice. Failing a shidcaused nurses a great deal of
distress. As previously discussed in the propefrtyate-keepingthis was regardless
of whether there was clear evidence to suppord#usion to fail a student or not.

Here, there was concern about the implicationsaiing the wrong judgment.

Preceptors befriending the students they worketh witmplicated the assessment
process (Spouse, 2001). In some cases, theseomslips extended outside of
practice to their personal lives. In these situajourses became aware of the hopes
and dreams that students had about becoming a. fitmsg learnt about the financial
difficulties associated with being a student, teedhto work as well as study, and the
sacrifice that family made to support the studemerothe three years of their
enrolment. They were very aware that making thengrdecision and /or deciding

to fail a student may end the student’s future &aas a nurse.

‘I's a huge call. You almost have their lives iouy hands. It's their

future’ (12-975-977).

‘Their career is on the line’ (12-152).

‘...in the back of my mind it was like — this peré@as done this long
amount of study and with much burden on them -fitmencial
cost...some students have so much invested in ardaresirsing’

(12-284-310).

229



Chapter 8: Judging

Nurses recognised that the impact of this wouldideastating for the student. They
were also aware that for some Maori students, thexre considerable pressure to
achieve from whanau and elders, who looked forviarstudents working as nurses
in their communities. Pressure to make the rigltisien was compounded by the
nurse’s acknowledgment that judgment needed torerikat professional standards

were upheld and that public safety was protected.

‘It's a hard professional judgment decision to makeu acknowledge
that the students are in a learning role and thersgest way to learn
is often from making mistakes. However, it comesndo safety’

(12-276-279).

Conversely, some nurses said thegrried about students not failing. They had
observed practice that they believed was unsafeyanthe nurse responsible for the
assessment had passed the student. This raised elsaugate-keepingandbeing
professionalwhen poor professional judgment is perceived teehbeen made.

Students who unexpectedly failed an assessmentails®ad concern.

‘Something that worries me is the occasion whergualent that we

would have expected to pass failed’ (11-835-837).

This was particularly so for nurse educators whteidlents were undertaking their
transition experience prior to sitting NCNZ statmaf examination and had
essentially completed the Bachelor of Nursing. Wihlese situations were rare, they

caused concern about previous assessments ansuspgtion on the way in which
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competency assessments had been conducted and rétaibility. This was
especially so where students were considered adealymsound and who had
previously received glowing reports from practitteresulted inworrying about the
assessment process used by others and raised retatesl to trust. This issue is

detailed in depth in the concepttaistingin Chapter 9rgoderating.

In situations where student practice was undertakesmall rural communities and
where both the student and the preceptor werekmellvn, nursesvorried about the
implications of passing judgments of incompetenod talked about being under
pressure from student’s families and friends tespghem [students]. These situations

were difficult to manage

‘Because the area we work in is very small, stugleften go back to
areas that they live in, communities that they waedl known in and

are supported’ (11-909-911).

‘Its really difficult. If you stood out there anaid this person is not
competent and they are going to fail, you're goiagend up in major
conflict. Because the student is well known thecgweor would

support the student passing’ (11-924-928).

Some nurses said that theyorried about their own well-being personally and
professional. The weight of professional accoutitghvas a burden for some nurses
who said that they were so concerned about makiagight judgment that they lost

sleep over this. Others revealed that the stressceded with this role was such that
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they didn’t want the responsibility of assessingdsnts. Neary (2001) contends that
this is a reason for some nurses being afraid t&kemadverse comments on
assessment forms, or avoiding being involved irrsssent. Additionally, concern
was expressed about what their colleagues woultk tHi they made the wrong
decision. As a resulhbeing sureabout the students ability abeéing professionahn

the way that assessments were conducted are importa

When it came to failing students, nurses addressedying thoughts bymoderating
their professional judgment with peers. This bebtiaviis described by Gordon,
Murphy, Candee and Hiltunen (1994), who argue tmatderating judgments
increases the reliability of decision-making. Camfation of judgment gave the
nurse confidence in making decisions and they wdrhess about judgments where
there was consensus within the peer group. Wheg tleeided on making a
judgment that was incongruent with other nurseigiops, it increased their anxiety.
In these situations, nursesrried about whether their professional standing would
be affected if they did not fail or pass a studemten this was expected. In some
cases nurses reported that when this happenedwibreied about their knowledge
base, practice, and ability to make professiondbfoents. Some nurses said that
where there was overwhelming pressure to make iaide¢hat was contrary to their
belief, they conceded by putting their own opinaside and accepting what others
wanted and expected. These circumstances resultbém eitherelying on others’
judgment orabdicating their responsibility for precepting and assesstugents.
These issues are explored in further detail indtwceptdefaultingin Chapter 9
(moderating. Feeling overwhelmed is also associated with Veawk The stress of

managing a full patient load, teaching, and assgsstudents is not often
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acknowledged by management and is a contributpreoeptors becoming burnt out
and choosing not to be involved with students (&t & Pullon, 2000; Spouse,

2001).

‘Preceptors get over burdened...they may need a b@ak& of the nurses
that | spoke to said to me “I really want to be aog preceptor but the

energy it takes on top of a huge workload is toah{i2-749-753).

While the negative effects @forrying were prominent in interviews, it also emerged
that this behaviour was a catalyst for evoking @ssfonal behaviour that encouraged
nurses to take action to ensure that their desseme accurate, fair, reliable and
professionally acceptable. This was achievedrmderatingjudgment, consulting,
and clarifying the expectations for student practad competency standards where
necessary. These actions provided some securiknaowing that judgments were
made appropriately and the issues related gate-keepingand professional
accountability were addressed. It also highlights tension associated with failing

students anteing sureandbeing professionavhen making competency judgments.

8.5. Being sure

As another facet of the categquging, this concept addresses issues related to the
nurse’s confidence in their judgment and explaastdrs that promote or hinder
knowing how they know that competence has been demoediréihe type of
evidence that nurses perceive as being reliablkd haw theydetermine the bottom

line when they are not sure. In doing so, the propeitidhis concept interact with
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being awareand being professionaland are interconnected with the categories

gathering weighing upandmoderating.

8.5.1 Knowing

Carper (1978) argues that there is a common bodknofvledge underpinning
nursingknowingand ways of doing in practice, and that nurseghisdo guide their
clinical judgment. Having knowledge implikaowingwhen and how to act, and as a
result of this knowledge, practice will be safe. thViregard to competency
assessment, it is assumed that nurses know whapetente is, they have the
knowledge to make judgments about whether praisafe, and possess the skill to
manage situations where unsafe practice is idedtiWhile nurses in this research
acknowledged this, they identified thHatowinghow to assess and manage care for
patients, andknowinghow to assess the competence of peers, and m#rageas
different. They were not always confident about mgkjudgments about the

practice of others stating

‘while we learn about patient health problems, himrassess and
manage these, we are not taught how to assessdhbiege of peers
and are not well prepared for the role of performarmanaging
staff. This includes overseeing the practice deraknt of students

and assessing competence’ (16-207-209).

While assessing competence and formulating judgenaiiout student practice
utilises similar assessment skills as those usetltses to assess the health status of
patients, it is not the same. Learning to assesgpetence takes time and requires

substantial nursing knowledge, practice experieaoel preparation, including
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knowledge of the principals of adult teaching, héag and assessment (Spouse,
2001). It also requires experience working withdstuis and the development of

professional confidence.

According to Lober Aquilino (1997), knowledge is reecessary component of
diagnostic reasoning. In competency assessmenéctheacy of judgment is reliant
on this and being able to use this appropriatelyowledge serves as rationale for
nursing practice and explains nurses thinking alpt@inomena. Many writers have
explored the underpinnings of nursing knowledge #mel concept ofknowing
(Benner, 1984; Benner, et al., 1996; Carper, 1998)ers have examined theoretical
perspectives of decision-making and their relevataceractice (Harbison, 2001;
Thompson, 1999). Thompson (1999) drew upon Hamnso@dgnitive Continuum
Theory to explore the quality of nursing decisi@m&l adapted this to develop a six
tiered model explaining clinical decision-makingnarsing, and how this might be
used in research. Harbison (2001) acknowledgewithees of Thompson’'s model
claiming that there is a need for nurses to cedsédting the merits of descriptive
models in decision making” (p. 126), and adopt ddig ground position. In doing
so, the logical calculating theories of those whpp®rt a cognitivist approach to
explain decision making (Bowles, 2000; BuckinghanfAdams, 2000; Jones, 1988;
Loving, 1993; Offredy, 1998) and those who drawtloa nurse’s understanding of a
situation and the sense of salience associated exlert practice (Benner,1984;
Benner & Tanner, 1987; Benner, Tanner & Chesla,61%&n be combined. This
includes notions of expert clinical reasoning ahd place of intuition in clinical

decision-making. Taking an eclectic approach akth@eledging the contribution of
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differing perspectives may assist nurses in undedshg this aspect of practice more

clearly (Harbison, 2001).

Commonalities were found between the literature ceaning knowledge and
processes underpinning clinical reasoning idemtifedove, and concepts in this
research. It emerged that in CCNA, nurses use a vadge of forms of knowledge,
and that there is some congruence between thesgehan@hompson continuum.
Considering a situation wholistically and usingfeling forms of knowledge as
benchmarks, appears to assist nurses to make sihgudgment possible given the
circumstances, and may have some bearing on tise’awbility to predict outcomes
(Mahara, 1998). This includes outcomes of studetibs. It draws attention to the
importance that knowledge ahthowinghason the nurse’s ability to perceive the
practice development needs teaching competenceand actions required when
letting out the leash.The form of knowledge used to aid comparativelyasm is
dependent on the quality of evidence arising fgathering,and reflects the quality
of judgments and the probability of nurses havimgficlence in these. This is
illustrated in Figure 8.4 (page 237) which has bagapted from ideas underpinning
the work of Thompson (1999), and has been modiftedeflect and explain this

aspect oknowing.

In the Figure 8.4 Modes 1 - 4 illustrate forms oblledge that nurses draw on to
facilitate judging These are presented on a continuum that demtessisdere each
of these aspects dnowingare situated in relation to the strength of evagenf
practice, the complexity of comparative analydig ¢uality of judgments, and the

probability of the nurse having confidence in these
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Mode 1 isknowing assisted by scientific knowledge (Evidenced BaBedttice -
EBP). This is considered to provide the highestlityuaf decision-making, as it is
perceived to be objectivknowingwhich has been validated, and which is valued by
others as being scientific (French, 2002; Rets@8pR This form of knowledge is
underpinned by detailed facts that “may not conftorbest practice” (Spouse, 2001,
p. 513). While these facts asdi@nchmarkingthe level of cognitive effort required
to interpret salient points and relate these toctpp@ standards, complicate the
analysis of practice. As previously discussed@ighing up this influences the level
of abstraction. It has an impact on the abilitytllé nurse to make a connection
between the practice observed and the benchmadikthannterpretation of this. The
greater the number of facts to be considered, tbatey the degree of complexity of

comparative analysis.

Btrong High
* &
Srientific
judgment
Mlode 17
Jystems aided
judgment
(Tlode & Chality of decision and
Evridence of practice confidence in
judgment
Peer-aided
udgment
(Mlode 5
Intuitive and
reflective
Jedgment
Mlode &)
L4
¥
Aleal Loar

Intuition #——————— Complexity of comparative analysis ——————————®  Analysis
Loar High

Figure 8.4 Forms of knowing, complexity of analysiand confidence in
Judgment Adapted from the work of Thompson (1999).
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Mode 2 is knowing assisted by systems designed to aid the formulatb
competency judgments. It includes methods of asggssompetency such as
competency checklists and the use of standardgauftipe. These guidknowing
arising from nursing knowledge and experience igigien-making. The direct
connection between knowledge, system aided toolsserwed practice and
assessment criteria, makes it more helpful anceeasiuse tharknowing arising
from scientific studies. This is because while agsk is used by nurses, it may not
be directly related to nursing practice (Spous®©120and while EBP is the catch cry
of the moment, the degree to which nurses are @mgag research, and utilising
findings in practice, is still developing (Frenc2002). The complexity of
comparative analysis however remains high due tbofa influencing levels of
abstraction that have been previously discussedvémghing up (Chapter 7).
Consequently, the level of confidencejudging using this mode remains relatively

high.

Mode 3 consists of peer-aided wayskabwing It relies on using the knowledge of
other nurses to confirm expectations of practice l@nchmark student performance
(Gordon, Murphy, Candee & Hiltunen, 1994). This nfiorof knowing is most
commonly used to moderate the nurse’s perceptibnsrapetence and is employed
when engaged imoderatingactivities. It is helpful in situation where nussare
unable to formulate judgments, and it positivelffluences the reliability of
competency assessment (Mahara, 1998). Peer-&@ding is helpful to nurses
learning to assess competence, and in the long neagndecrease the incidence of
confirming, relying on othersabdicating and defaulting behaviours, which are

discussed immoderating (Chapter 9). Confirmation from the group increaties
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likelihood of confidence inudging (Gordon, Murphy, Candee, & Hiltunen, 1994).
The nature of perception reflects the level of @uston and as a result this form of

knowing requires less cognitive effort.

Mode 4 consists dtnowingthat arises from intuitive and reflective practiblirses
value these qualities. Hansten and Washburn (2868¢ribe intuition as clinical
sensing that is based on knowledge and experi¢gimaeis not always supported by
logical evidence. Reflective practice describedieain this chapter, attracts similar
criticism about its ability to provide reliable eence (Wilkinson, 1999). As both
intuition and reflection are concepts that areiditt to quantify, they are perceived
as being unreliable and unscientific. As a reghise qualities are often denigrated
(Truman, 2003). Nurses involved in this researgressed concerns related to this.
While notions associated with the lack of objetyivinave been discussed in the
conceptbeing professionalFigure 8.4 further reinforces the nurse’s peloggt
about the use of intuition and reflection in congpely assessment. It should,
however, not be overlooked that these are importaols in enhancing clinical
judgment (Benner, Tanner & Chesla, 1996; McCutché&rPincombe, 2001;
Truman, 2003). While concern is acknowledged, raiisgolved in this research
revealed that intuition informegudging when gathering and weighing up are
compromised, and both intuition aneflectingare important factors iweighing up
and judging when resolving indeterminacy. Where the outcomied/lode 4 are
validated by peers, and the nurse’s intuition aftibctive thoughts confirmed, there
is a higher likelihood that the nurse will have fidence in the competency

judgments.
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The nurse’s use of these forms of knowledge isasdn dependant. ljudging, the
nurse’s use of knowledge may move up and down trgirmium, incorporating
forms of knowledge ranging from the use of researuh EBP, to using intuition and
reflection. Nurses may use one or more methodsféom knowingat any given time
(Winch, Creedy, & Chaboyer, 2002). For example, tas@ may use EBP to
benchmark a systems-aided approach to determioimpetence, employ peer-aided
knowingand reflection to confirm perception and formulatgidgment in relation to
one aspect of practice. According to Mahara (1988)geclectic approach, such as
described here, adds depth of analysis increasepditsuasiveness of the findings,
and that “decisions about the quality of a studeptactice are more trustworthy” (p.
1342). While it is acknowledged that further resbais required, this model
proposes that nurses use multiple methods to tgsdtiheses, confirm or dispel
perceptions of competence, and suggests that alengddund approach advocated
by Thompson (1999) is being utilised. It may alsovimle evidence of nurses using
triangulation. Redfern, Norman, Calman, Watson, dhdrells (2002), state that
while the validity of the few examples of multi-rhetl approaches cited in the
literature as using triangulation have not beetetesassessors can reduce bias from
variation in judgments made by different assessdny’ engaging “witness
triangulation” (p. 68). This involves seeking thinion of other assessors, clinical
colleagues and the student, and entails nursesgemg#an the same behaviours
described inmoderatingin this research. Here, triangulation is an outeoaoi
convergence between the different perspectives.réVtigs exists, it is believed to
provide evidence of student competence (Redfermmido, Calman, Watson, &
Murrells, 2002), by substantiating notions of cotepee, and assisting in the

formulation of professional judgments about thieeTnodel may also explain how
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knowledge embedded in benchmarks dsmpared and used to manage the
complexity of making judgments that utilise a wiktit approach. These notions and

issues are explored further in Chapter 10.

As illustrated in Figure 8.4, there is a direct retation between the perceived
strength of the evidence of performance, modekmdwing and confidence in
judging Nurses with substantial knowledge and practiceeggnce have more
resources to draw upon than nurses who are newtjugted. This may explain why
expert nurses appear to manage a wholistic approfagbsessing competence more

effectively; and produce more reliable decisiorantinexperienced nurses.

The degree of sense kifiowinginfluences the degree of confidence the nurserhas
a decision. This is further facilitated by undemak preparation for the role of
assessor, having a clear understanding of the dempe framework and criteria
used to assess students (including expectationpedbrmance and level), and

experience working with and assessing studentsryiN&899; 2001; Spouse, 2001).

Neary (2001) and Davies (1993) contend that thecaffeness of the assessment
system is related to the quality of both mentor asdessor preparation. Nurses
involved in this research openly disclosed concexbsut preceptors involved in
assessment ndinowing competencies and / or having inadequate prepardio
assessing competence. These factors and othexd iistTable 8.2 (page 242) are
perceived to contribute to compromisikgowing,andjudging Concerns about this
inter-relate with the properties b&ingobjective and faimndworrying and result in

questions being raised about the reliability ofeasment decisions. This is also
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perceived to contribute to nursksing faithin the current competency assessment
processes, and their ability to fulfill their rol€hese issues are explored further in

the concept ofrusting (Chapter 9).

Table 8.2 Factors perpetuating failure of knowing m the assessment competence

Lack of knowledge of the competency framework assessment criteria
Lack of knowledge about practice expectationgudents (including level)
Lack of practice opportunities for the studentiémnonstrate competence
Insufficient time working alongside the student

Short length of clinical placement

Insufficient evidence and / or feedback from otierses

Conflicting perception about the student perforogan

Inexperience of the assessor

One or more of these factors may influence theasirsonfidence and ability to
formulate a judgment. The greater the number ofofac the more likely the
occurrence of noknowing The greater the perception of natowing,the more
likely nurses would engage in eithgatheringto address the perceived need for
information and / ormoderating Here, moderatingis a method ofgathering
information and a means of checking the trustwodbs of expectations and
perception about competence. Issues related te #vities are discussed in detail

in Chapters 6dathering and 9 (hoderating.

As previously identified, of greatest concern waes perception that some nurses had
difficulty understanding the competencies embeddetthe competency assessment

framework and / or do not know these.
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‘Preceptors working with students are not au faithvthe competency
standards...they are not...That's a reasonable statenitey are

definitely not’ (11-694-697).

‘| think the majority of preceptors don't really &w what the criteria
are — although they will have heard of competeneiethey won't
really be assessing the student against those demges’ (15-245-

247).

This raises questions about reliability. Educatanes aware of their dependence on

preceptors.

‘Educators rely on clinicians for information. Ihé nurse doesn’t

know the competencies then feedback will be flagy@dl03-104).

In order to address concerns and achieve reliabdft competency assessment
outcomes, nurses involved in this research belig¢hatlit was imperative that only
nurses who have undergone specialist training mpstency assessment should
precept students. The preceptorship programmesrtiyoffered are not considered
to be an adequate means of preparing nurses foertakthg competency

assessments.

‘...they [assessors & preceptors] need to have knibgde and
experience to know what is acceptable. You couldgtt just any

nurse off the floor doing some assessments’ (I555D.
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In addition to experience, having a clear undeditanof the competency standards
and expectations of practice is essential for nigou comparative evaluation

(Rankin, 1989; Sartori, 1991; Vartiainen, 2002).sTls also considered to be an
important factor in promotingnowing With knowing, there is a perception that
being awarebeing professionahndbeing swe will contribute to more accurate and

reliable assessments of competence.

Neary (2001) contends that difficulties contribgtimo nurses notknowing or
understanding the competency standards includedlimgrof standards, and the
difficulties associated with making connectionswestn the broad statements related
to domains of practice and nursing tasks. It rampegistions about how nurses know

what they are supposed to be assessing.

‘The competency framework is not clearly definedai way that

clinicians can relate to’ (14-191).

‘ldentifying competency behaviors in practice aréiclult’(11-104).

The absence of an explanation of how to use thesasgent form, and the limited
information detailing the level of performance ecieel from some schools of
nursing, is considered to be unhelpful for nursdsy have a limited understanding

and / or are struggling with the assessment process

‘With regard to expectations of level of practiees rely heavily on the

descriptions in the competency assessment foraBZ8:530).
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In some areas of practice, nurses addressed uintgrad facilitatedknowingand
understanding of competence by developing their cempetency assessment form.
This often took the form of a task checklist. Aatiog to Van der Vleuten, Norman
and De Graaf (1991), checklists may be better tbamplex assessment forms
because they define clearly what is expected, ardbing so provide more reliable
feedback regarding student performance. Tzeng (2606dcurs with this position,
arguing that nurses perceive a greater relatiortstween skills and on-the-job tasks
than competency standards. Nurses involved inipeastvealed that when they used
their own checklist, they were then faced with geblem of matching the tasks
with the competency form. Unless a nurse educat@s available to interpret the
competencies, nurses revealed that, if the stuidattmet their perceived level of
practice, they ticked all the boxes on the schdofm as ‘competent’ whether or not

they knew that the students had met these.

‘We're judging them against our own standards inr @wn unit.

We've produced our own student workbook’ (14-649)65

A strategy for determining whether a student’s ficaaneets the level required, is to

apply the benchmark of ‘a predictable day’.

‘The predictable day...without any undue circumstang®u’ve got
an easy-ish set of patients, not many problemstlaga you get to the
end of the shift and all the work is done. Thegyat are cared for

and well looked after’ (12-205-207).
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The predicable day is also described by Wissmamickiand Clawson (2002) and
is used as a means of assessing leadership. Irefl@arch, nurses reported that they
used the benchmark of a predictable day as a nm&fadstermining the degree to
which students could manage a workload and fontpkito account the challenges
of the practice environment. Assessment of thistrdmried to decisions about
whether or notmaking allowancedor practice that did not meet the assessor’s
individual standards was appropriate. This aspeassistingknowinginteracts with
teaching competence, creating opportunitéesl letting out the leashKnowledge
arising from assessment of the predictable day lve§isful for identifying learning
needsand is used to guideaching competengareviously discussed igathering

(Chapter 6).

While deliberate consideration and reflection iedugo consider the student’s
practice by some nurses, others reported thatdftep knew if a student’s practice
aligned with competency standards, and whethervietéion is required, without

really thinking about this.

‘Yes, you just seem to know. It's quite personallye but ...you
just seem to pick up on how they are doing witir t@mpetencies’

(12-614-615).

This demonstrates that while strategies such aprbdictable day can be used to
calculate student performance, intuitive perceptiaontribute toknowing and

contribute to the assessment of competence.
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Record keeping and continuity of preceptors areerofactors contributing to the
successfulness &howing Where there are multiple nurses involved withghalent
and a lack of documentation and / or coordinateddifeck, gathering is
compromised and results in assessors experiendgffiguily knowing if students

have demonstrated competence to practice.

Who knows and who should make judgments about ctanpe is another aspect of
knowingthat emerged from interviews. Questions about Whlols the knowledge,
and who is qualified to make a judgment about cdemee were asked and revealed
divergent views. Practitioners questioned the imewient of educators in decision-
making and believed that educators did not haveotgate clinical experience.
Because of this, they questioned the educatorsinguishowledge and ability to
make competency judgments. Educators are very athatehey are dependant on
preceptors for information and guidance in clinicadtters. They are also aware that
their knowledge of the programme, preparing stusleabhd the assessment
requirements (including competency standards) éatgr than nurses in practice.
Differing perspectives between nurses on this poaritribute to conflict between
nurses in education and practice, and has an mduenestablishing relationships
(gatheringChapter 6) andrusting (moderatingChapter 9). Adopting a collaborative
approach would utilise the expertise of both partiaddress concerns about the
reliability of assessment by strengthening the canaifpve method, and contribute to

the formulation of accurate judgment.

Where knowing is compromisedbpeing sureis undermined and the theoretical

propositions underpinningudging are challenged. The consequence of this, and
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indeterminacy, inducesworrying about making the right decisionbeing
professional being objective and fajrand issues regarding upholding professional
standards and maintaining public safety. Whereesumave to make a decision, they

let their intuition guide them and applied whatythermed the bottom line.

8.5.2 Determining the bottom line

Determining the bottom linés evidence of nurses utilising a Mode 4 form of
knowledge to make decisions. While questions rdlédethe validity and reliability
of using this method are acknowledged, and chadlethg concept obeing sure,

nurses also respect this formkofowingstating

‘Intuition or gut feelings are sometimes how yowwn You know

something does or doesn't fit’ (18-78-80).

‘Expert nurses can't always articulate what they Boen though they
say it's intuition, it's not...it's expertise that #idbecome so ingrained.
They call it gut feelings...Sometimes you can sofigafe out in the
first 5 minutes of someone coming in how they areggto do. Its like
when | used to work in theatre, Within the firstvfenoments of
assessing the patient you would think watch out tlis one,
something’s going to go wrong and something dd&salgut feeling

It's the unknown expertise’ (16-287-303).

Stokes (2005), in her study about accountability pablic safety, suggests that the

lack of clear definitions about what constitutefe s unsafe practice, is the impetus
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for nurses posing hypothetical scenarios to assistal reasoning and the
formulation of professional judgments about practtompetence. Stokes argues that
the bottom line becomes the “litmus test to evayabfessional opinion” (p. 125).
There are three primary themes underpinning pamepof the bottom line; these
are ‘me and mine’, ‘perceptions about the studand ‘what other nurses think’.

These present as questions that nurses reflectaid the decision making process.

‘Me and mine’ is about basing judgment on whethernurse has confidence in the
student’s ability to practice in a safe and canmmgnner. The question nurses asked

themselves and others is ‘would | have this petsok after me and my family’?

‘The bottom line is that this individual [studeni§ looking after a
member of your family and it might be a child ouypartner. Would
you be happy for them — hand on heart — to looérdftem...unless you
can whole heartedly say “yes | am fine with thatien you have issues

with their competence’ (11-247-254).

The view ‘me and mine’ is influenced by nursescpptions of the student, whether
they are liked, and the nurse’s individual beliafgl values. Information about the

student’s private life and perceptions of this rhaye a bearing on the decisions.

‘| thought you are not in very good charge of ydite and you want to
become in charge of patients. When they come Wwéket tremendous
demands on their time and energy, are they doinging a service and

are they doing patients a service, by giving whigfsover? It's an issue
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| really struggle with, but the bottom line is thaur safety, our
neighbour’s, our family’s is in the hands of thgsmple, and that needs
to be taken really seriously and sometimes itspssible no matter how

much you wish to do it [pass a student], but yoo'todo it’ (12-315-322).

The second basis fatetermining the bottom linés perceptions of the student as a
work colleague (peer). This may positively or nagdy influenced determining the
bottom line. If the student is not trusted andnbese has concerns about work ethic

and reliability, this may sway judging and resulthe student failing an assessment.

‘My outlook always is — they may well be workingnglside us, so
are we doing them or us any favours by letting thiemugh knowing
that they'll either A) fail anyway or B) cause d tf grief?’ (15-124-

127).

‘It's peer appraisal and it's subjective...If thisnge came back on the
ward tomorrow would you be happy to work with thef®-717-

722).

‘I was writing up an assessment and | thought wimyl avriting all of

this when the comment from her preceptor summenp.itShe said
“she can come back and work here anytime. We valehher as a
new graduate, we would love to have her as a nasgte”. It was
like please let us have her as a new graduate. Vbarwrite down all

this stuff in the assessment where as the reabimotine was that
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other registered nurses, soon to be her colleagsag] yes. That

situation is the bottom line really’ (12-244-257).

Conversely, while evidence about competency totgemay not be available, if the
student is liked, this may result making allowancesin this situation,making

allowancesoccurs as a result of lack of evidence and nosthdent’s performance.
Another perception that may present at this tpaimd influence doubt when

judgingis

‘...well if they [student] have got this far, theyshbe ok’(16-221).

The third means aletermining the bottom lingases judgment on the perceptions of
other nurses. The ideas that others have aboutsthéent’s capability and
competence to practice are used to assist the fatio of a judgment. Engaging in
this practice is congruent with the notion of conapiae reflection promoted by Jay
and Johnson (2001). This aspectb&iing sureinteracts with the other concepts
embedded ijudging and with the category ohoderatingand uses a combination of

peer aided and intuitive and reflective modekradwingto assist decision-making.

‘...if there are any doubts we definitely check wettiners’

(16-180-182).

Determining the bottom lindelps the nurse to determine whether the student’s
practice is perceived to meet and uphold professi@tandards of practice. It

supports the theoretical proposition of ensuringsé) and that public safety is
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maintained. The bottom line, however, does noeapjpo reflect the application of
any universal principles of moral theory, and whdlegtermining the bottom linis

helpful in the absence of clear definitions of safainsafe practice, it highlights the
subjectivity of competency assessment, and provétese explanation as to why

nurses perceive the need bwing professionadndbeing sure

The degree in whichletermining the bottom lines employed correlates with the
level of determinacy. This is demonstrated in Feg8r4 and illustrates that where
evidence is weak, there is an inclination to useematuitive and reflective means of
knowingto determine competence. It also highlights thiaéne judgments are based
on Mode 4 ways dknowing,nurses are aware of the subjective nature of aisees,

and may have less confidence in decisions basé&utwition.

8.6 Conclusion

The categoryjudging explains how evidence of student practice, that baen
gatheredand weighed up,is used to inform and make judgments about pmactic
competence. Nurses use comparative analysis ttifideantradictions in practice to
distinguish factors that may adversely influencemjudice judgments and facilitate
the process glidging This highlights issues associated with the cotiflg roles of
mentor, teacher and assessor. It exposes the nebgtweengate-keepingand
promoting moral agency. The properties embedddtienconcepts dbeing aware
being professionadndbeing surethat comprisgudging, work to address these and
the concerns regarding the subjective nature asaecmaking. While some nurses
may make judgments independently, others modeudggents byomparingtheir

perceptions with those of other nurses. This aspeCICNA works to address issues
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related to the reliability and validity ¢gidging and highlights the interactive nature
of CCNA. Likejudging,the concepts embeddednoderatingoperate to uphold the
theoretical propositions of ensuring that profesaistandards and public safety are
safeguarded. Moderating is the fourth phase of C@NA is described in detail in

the following chapter.
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9.1 Introduction

The categoryModerating’ represents the final stage of the Critical Comipaga
Nursing Assessment (CCNA) model. Whenederatingoccurs in this stage of the
process of assessing and determining competencsgsntocus on validating with
peers the accuracy of their decisions about pectiompetence. This chapter
commences by outlining the theoretical propositimismoderating professional
judgment, and the relationship of these to the B®PBomparingto determine
competence. This brings the reader’s attentionhto dynamic nature of CCNA,

which up until this point in this thesis has beeesgnted in a linear format.

The second part of the chapter will present thecepts oftruth seekingjudging
truth, trustinganddefaultingthat comprise the categamyoderating,and will explore
the context in which these and their embedded ptiegeoccur. It will explain how
nurses facilitate the processrmbderatingby engaging irruth seekingandjudging
truth to ensure that their professional judgment is dhjecand fair, to manage
conflicting opinion and to confirm decisions abaampetence. The influence of
working relationships between nurses and conditibias facilitate, or impede the
process omoderating including the consequences of failing to makeeeigion or
nurses removing themselves from the assessmenégz@se also discussed. How
the concepts and the properties embedded withs) daiegory and the influence
these have on the outcome of the assessment anstadmpetence will complete

the chapter.
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9.2 Moderating, comparing and determining competece

The categorymoderatingdescribes what nurses in this study perceivedetaain
integral component of the competency decision-ntakirocess. Activities in this
phase focus on validating judgmektoderatingis a strategy implemented to ensure
that judgments are objective, fair, accurate ansistent with professional standards
and the ideologies regarding practice requiremants competence that the nurse’s
peers have. Consequently this strategy sits bdkieleconcepts and properties in
judging and works with these to facilitate a rigorous dei-making process. Here,
nurses work collaboratively to make the best usexpkrience and wisdom (Benner,
1984). This involves utilising the processegyathering weighing upandjudging
previously described in Chapters 6, 7 and 8. Thedmfmoderating however, is
diverted from the assessment of student practicealwating the nurse’s own

expectations and perceptions of practice.

Thomas, Wearing and Bennett (1991) claim that rsurdebias decisions by
continually testing and assessing the results oisams. In CCNA, this is achieved
by critically comparinghow closely aligned the nurse’s professional judgtris to
that of their peers. Like all other aspects of tB€ENA model, the BSPP of
comparing provides the means of determining thisloderating professional
judgment, bycomparingopinions about practice expectations in this wa\geen as
a means to ensure that consistency in decisionfgaki achieved, judgments are
objective and fair, standards are maintained, stisdecompleting nursing

programmes are safe, and the nurse’s responsitailépsure public safety is upheld.
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As previously discusseaiomparingresults in the identification of similarities and
differences in practice expectations. Contradigianising from comparison draw
attention to the points of difference in percepiabout competence. The occurrence
of contradiction, coupled with the weight of prafEmal responsibility, and the
compulsion to ensure assessments are accurate@ndaluses the nurse to revisit
their judgment Reflectingon this, and by employing the strategies previpusl
detailed in the conceptseing aware being professionaindbeing sure the nurse
takes action to resolve the contradictionnbgderating This involves engaginguth
seeking judging truth, and trusting The outcome of this confirms or disconfirms
perceptions informing decisions about the studemtactice competence. By
engaging in this process, nurses are able to deterwhether their assessment of
student practice is both fair and accurate andmgent with that of other nurses.
Judgments that align closely with that of othegngy accuracy in perception and
expectations related to practice standards and emmpe. In these circumstances,
nurses feel more confident that their assessmeatcsrate and that the professional

judgment made is valid.

While lack of similarity in expectations may higjtit potential inaccuracy in
decision-making, validating decisions about competeusingcritical comparison
provides a means of realising practice expectationstudents. The identification of
difference provides a means of clarifying the expions of student practice and
allows for adjustment to be made to decisions. Tnsures that decisions are
consistent with professional expectations and dijective and fair. As a result

moderatingprofessional judgment is a consequenceonfiparing
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While moderatingaddresses different issuesjtolging, the theoretical propositions
underpinning it echo those discussed previouslyese are that nurses have a
professional responsibility to ensure that stanslasfl practice are maintained in
order to ensure public safety and that decisionsigpractice competence need to be
accurate and reliable. These and the concepts rapenies embed in the category

moderatingare illustrated in Figure 9.1.

Concepts and Category Theoretical proposition
properties and owtcomes
Truth seeking ’ o
Establishing truth '59 F i Fulfilling professional
Benchmarkms profassional judement bi | / responsibilities
4 z
Judzing truth G ﬂ_::.:.
Confirmmg judgment g .
Dealmg with confhicting opmion ﬁ
4%}- ’ Maintaining public safety
Trusting }
Having faith j
Lozmgz faith z o A
¥ @
Defaulting ? % Validating judements about
Relymg on others F 4 % competence
Abdicating 4 b
™ -_:;E" () | 40  d

Figure 9.1 Interrelation ship between concepts androperties of moderating

and theoretical propositions
On first evaluation, the commonality between theeotietical propositions
underpinning moderating and those of other categories in CCNA may be
misinterpreted as repetition. Three explanatioro@at for the occurrence of this

situation. These arthe use ofmoderatingactivities utilised by nurses during the
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various phases of CCNA (which have been identifiedorevious chapters), the
existence of differing levels in which moderatingcors, and the interactive and

cyclic nature of the CCNA model.

The two levels at whichmoderating occurs are in relation tgathering and
determining practice development needs, and wheseawsesnoderatingas an
internal regulatory process for confirming judgmeint relation to the first level
nurses working along side students are constambigerating(checking) perceptions
arising as a result ajathering, weighing u@nd judging When combined, these
strategies assist the nurses to manage the suparasd teaching requirements of
the student on a day-to-day basis. By acting asedlfack mechanisrmoderating
mediates between the activities in the other catego This is of particular
importance for theletermination of learning needsdletting out the leashwhen
moderatingbecomes an internal regulatory process for nursaking decisions
about student competence, the focus changes fringas a feedback mechanism
when managing student performance, to an integyséms for arbitrating judgment.
The focus ofmoderatingmoves from being external to internal with the s@sr
concentrating on validating judgments with peersilé/the purpose afoderating

is refocused in this phase of CCNA, the underlyngciples remain the same.

The complexity of CCNA and the way in which the smiuses the strategies in the
model also accounts for what appears to be a tegeprocess It is important to
remember that interaction results in the presematf differing facets of the
phenomena. These are dependant on which strasegiesmployed at which point in
the model. While this issue has been apparent hergbhases (categories) of the

model, it becomes more pronounced at this poine fidason for this is that the
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model has been presented in a linear way to faigliits understanding. While
moderating is the last phase (category) to be ptedgeit is important to note that
CCNA does not have an end, other than to say, sidecabout competence will
need to be made at some stage. This is usually tieeformal summative practical
assessment is undertaken. Until this time the gsE=inherent in CCNA interact as
a dynamic model with the nurse’s thoughts and astigorking in unison to manage
decision-making as moments of practice unfold, hes twork with the student to
teach and assess competence. This highlights tleaative and cyclic nature of the

model which is illustrated in Figure 9.2.

Weighing up
Gathering
Judging
Moderating
Weighing up
Gathering
Competency Judging
decision
Moderating

Figure 9.2 The cyclic nature of CCNA
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In order formoderatingto be successful, professional relationships willeagues
are vital. The influence relationships have on pinecess ofmoderatingand the
outcome of the assessment of competence is distusske concepts embedded in
this category, which includeuth seekingjudging truth,trusting anddefaulting The

relationship of moderating to other aspects of Casl#ustrated in Figure 9.3

Weighing up

)
4 b

Moderating

<]

Figure 9.3 The relationship of moderating toother categories in the CNN model

9.3 Truth seeking

A truth (fact) is an idea or principal that is geally accepted to be true rather than
imagined or made up (Soanes & Stevenson, 2003ndges, a truth is a fact that is
accepted by the community of nursing as being tand, is a reflection of accepted
nursing knowledge. Truth is also associated witmesty. As public safety is
entrusted to nurses, there is a professional dibig#o provide an honest assessment
based on fact (truth). Here, honesty protects niegrity of professional judgment

and ensures that judgments are reliable and trugtyo
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The concepttruth seekingis about protecting public safety and ensuringt tha
decisions about practice competence are valid amdTruth seekings a strategy
used by nurses tmoderatgvalidate) their professional judgment. This bebaviis

a form of gatheringand is driven by the need to obtain informatiofiok will
establish the truth about the student’s practicd determine if professional
judgments made about competence are valid. Engagitrgth seekings an open
acknowledgement of uncertainty. It is about havimg courage and desire for the
best knowledge on which to make judgments, evethig fails to support, or
undermines, one’s preconceptions, beliefs or sédfrests. It is about having
concern, accepting professional responsibility, aading that fair and reliable

decisions are made.

When engaged itruth seekingnurses mimic member-checking activity associated
with research methods. This provides a means afesmual validation of opinion
through seeking the opinion of colleagues (Brykskyn1999), and is a means of
debiasing decisions (Thomas, Wearing & Bennett,1199ere, validation of opinion
within the group grants approval and dischargesptiodessional responsibility for

gate-keeping.

Professionalism and honesty underpin the notiomutii seekingand involve facing
one’s own biases, prejudices, stereotyping, andergdac tendencies. Aspects of
being objective and faidescribed in the categopydging (Chapter 8) apply. In order
to be objective and fair, to establish and judge tituthfulness of their decisions,
nurses need to be open minded and display toleréorcdivergent views. This

requires the nurse to be self-monitoring for pdssibias. Whenmoderating
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professional judgment, being aware (alert) and askedging the opinions of others
incorporates the notion of reasonableness (Prefdit&rath, Hesketh, Lang &
Estabrooks, 2003). Here, the nurse considers theets of the contribution and the
prudence of accepting it. As an important aspecthefmoderatingprocesstruth

seekingis demonstrated when the outcome sofch suggests that professional

judgment requires adjustment.

During truth seekingthe gatheringstrategies described in the concepliecting the
evidenceg(Chapter 6), become more focused. This is espgaallwhen summative
assessment is undertaken. Previouslth seekingand moderatingideas about
practice have focused on checking out the studextiibty to perform individual
tasks. These now change to moderating the nursglgmjents about overall

performance and focus on achievement of practar@sirds antenchmarking.

Truth seekings a continuous process that occurs throughousthéent’s clinical
placement and assists in formulating and validatdegisions about practice
competenceGatheringinformation about student practice, ds&hchmarkingre the
two primary strategies used by nurses engagingenattivity oftruth seekingand
establishing truthNurses who consult their peers arampareopinions to establish

the accuracy of their professional judgment denratesthese behaviors.

‘I value the opinion of others...and have gone toleegues when

unsure’ (17-11).
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‘Asking others is about finding out the truth, iBsing objective and fair’

(16-145-146).

‘| often throw it back to [name] or | would talk tthers...where | have
been concerned and then pass that concern ontasotlteey say “oh

yes | thought that” (11-591-593).

By taking decisions to the group and obtaining apal, that is, engaging itruth

seekingnurses are able to establish whether their dedsare accurate. Truth is
confirmed when the group affirms that conclusiores accurate and fair. Where this
is so, congruency with the professional expectatioihnurses instills confidence in
decision-making. The process of gathering multp#espectives improves reasoning

and assists in the formulation of judgment (Benfanner & Chelsa, 1996).

9.3.1. Establishing truth

When formulating and moderating professional judgments, nurses employ
establishing truttandjudging truthstrategies to ensure that trustworthy decisioas ar
made and to discharge their responsibility date-keepingand maintaining public
safety. The implications for both the student andlig if the assessment is
inaccurate was acknowledged by the participanthisiresearch and reinforced the
need for assessment that was objective and fair aaimuthful representation of the
student’s practice ability. For nurses who are@gienced or not sure, engaging in
truth seekingand establishing truthprovides a means famoderatingjudgment,

ensuring objectivity and fairness, and professiatigations for maintaining public
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safety are upheld. A key elementeastablishing truths the nurses ability to think

critically.

Critical thinking is a corner stone of clinical seming (Paul & Heaslip, 1995). It
challenges action, decisions and judgments arisomg assumptions, and promotes
new ways ofknowing Critical thinking challenges practice, which marycritically
accept ways of doing passed down from a time ngdomelevant to the current
reality of practice. In this way, critical thinkingrovides a means for nurses to
manage the process eftablishing truthand moderating decisions. It requires
context sensitivity, and awareness of stereotypimgrder to successfully moderate
their professional judgment, nurses need to aceceipnditionally, the contribution
of other nurses about student competence. Tieeyl to see the world the way other
nurses see it and engage in perspective thinkings Tequires tolerance for
ambiguity, the ability to accept multiple inter@gbns of the same situation, and
being alert to assumptions and premature ultinfaéaspective thinking assists the
nurse to recognise that assumptions can be coldwettie individual beliefs and

values that others hold (Paul & Heaslip, 1995).

Utilising critical thinking to moderate professidngudgment involves nurses
consciouslyreflecting on the evidence that supports their judgment, thersing
knowledge, an understanding of practice standandiscampetency requirements,
andcritically comparingthis to the opinion and responses offered by stherses.
In this way, truth seekingassistsbenchmarkingand facilitates the formulation of
conclusions that bring about a point of realisatidmere they know whether their

judgment is accurate or not.
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9.3.2 Benchmarking professional judgment

Practice benchmarks denote standards, which igdmgiiaviours that are considered
indicators of professional and safe practice. Wpeattice iscomparedagainst an
appropriate practice benchmark, the process comparing similarities and
differences provides a means of measuring the tguafi the practice behaviour
being assessedhe closer the behaviour is to thenchmarkthe more likely the

behaviour will be accepted as meeting the standard.

The process dbenchmarkingoreviously discussed in Chapter 7 is employedis t
phase of the CCNA process. The difference howesethat whenmoderating
competency decisions, nurses extend professitmemichmarksto include the
professional judgment of other nurses. When prajaas judgment is used as a
benchmark,the nurse gathering the professional opinion of peers uses this as a
measure to determine points of difference. Modegaprofessional judgment and
clarifying points of difference with others is a ams of checking the consistency in

expectations.

‘You identify an issue and then you have to sitrdawd think why do |
think like that...am | the only person thinking theident is not
competent. You talk to other people and get somaced.and you

discuss it’ (12-182-186).

‘We definitely check. You'd go to me, I'd go to yae go ‘shall we,
shan’'t we’ and you'd say ‘what’s the good pointdamhat’'s the bad

points’ (16- 179-182).
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The identification of points of difference highlighwhether the professional
judgment made by the assessing nurse is congrutinthat of other nurses. Lack of
difference and consistency in judgment is an irtdicaf truth and confirms a

positive decision about competence.

The level of experience of the nurse charged with responsibility of making the
final decision about competence influences the ekego whichtruth seeking
behaviour is engaged in and their abilitybienchmarksuccessfully. For nurses new
to assessing competence, discussing practicegatitering the opinion of others
provides a means for developing an understandingthef parameters and
expectations of student practice and learning alboaipetence, and the processes

involved when formally assessing this. One nursedeed this stating:

‘| discuss the level of practice with others to cheny judgment. When
others question this | reflect on this. Over tigeyu learn to gauge the

appropriateness of your expectations’ (18-63-67).

When the nurse is an experienced assessor, wheskii® competency standards
and expectations of student practice, and is cenfithat their decision is accurate,
truth seekingand benchmarkingare generally minimal, or in some cases, not
engaged in. One nurse described confidence in sssgeand making judgments

about competence as
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‘We gather information, we consider it and then judge and if we go
yes or its an absolute no we don'’t refer to anyelse, we go yep, yes

pass or no no fail, (16-176-180).

This is an example of a nurse practicing at a cdempeevel. They have a good
grasp of the situation and expectations associatitld the assessment. Unlike
inexperienced nurses (beginners), they are notwhetmed and are content to let
their experience emotions and intuition guide th{enner et al., 1996). Conversely,
where nurses have little practice experience, dioly experience of competency
assessment, and are not confident, or where theaayi doubt in decision-making,
there is a tendency to engage in a higher degreatbfseekingandbenchmarkingo

assist in making anchoderatingdecisions. In this situation, multiple opinions are

sought before coming to a final decision, if thesde made.

If the nurse completing the assessment is a vjsftor example a visiting nurse
educator, establishing relationshipgChapter 6) with preceptors anghthering
information are vital to thenoderatingprocess. Lack of continuity of preceptors may
impede truth seeking strategies and opportunities to benchmark. In ethes
circumstances, there is no one nurse who can medeeaceptions or contribute all

the information that is necessary to make a datiabmut competence.

‘Assessments are quite difficult to do . You arewith the student all the

time’ (15- 39).
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Difficulties moderating are further compounded wheiteuth seekinginvolves
gathering professional judgment from new gradusidsenchmarljudgment. Here,
those who have limited practice and assessmentrierpe often question their
ability to make a worthy contribution to the assesst andrely on others The
culture of the practice area may also influence tthiéh seekingprocess. If the
culture is not supportive of students and nurseshadbaccept responsibility for
precepting students or making decisions about ctenpe, there are limited avenues
for gatheringinformation. The consequence of these situatioiseng is that nurses
completing competency assessments may not be cttypiaformed about the
student’s practice abilities and limitations. Inqdate information on which to
benchmark professional judgment may result in raupessing students on the basis
that there is a lack of evidence, which would I¢laeim to question the students’

ability to meet practice standards and their agptaif this.

9.4 Judging truth

Differing expectations of practice may influencecidens about competence and
affect the nurse’s ability tgudge truth As this is acknowledged by nurses, it is
common for them to engage moderatingto confirm decisions they have made

concerning the practice competence of students.

Formulating an objective picture apalging truthis connected with the category of
judging (Chapter 8). When engaged nmoderating, judgings about the ability to

recognise similarities and differences in opiniagtect judgments that are not
congruent with accepted standards and confirm &ssabout competence. While

the activity ofestablishing truthactivity involves this. It is important to noteaththe
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primary concern oestablishing truthis with gatheringinformation. Both of these
aspects oftruth seekinginvolve considering differing points of view (Magrd,

1996).

If the outcome ofbenchmarkingprofessional judgment with peers results in the
identification of difference, this does not necesdganean that the judgment made
by the assessing nurse is inaccurate, or thauttgjent of others will be accepted.
Judging truthincludes the ability of the nurse to determinaaifair and accurate
opinion has been shared. Nurses are aware thagptients of student ability could
be influenced by a number of issues. For exampe; Well the student is known
and liked. This may influence people’s perceptidrirath and the quality of the

feedbackyatheredduringtruth seekingOne nurse explained:

‘Where the student is well known...and liked managbtogflicting
opinion and judging the accuracy of feedback otttrig difficult’

(11-930-932).

In these circumstances, nurses engage in furihth seekingactivity to gain
multiple perspectives and formulate an objectiviyse of the student’s ability and

judge truthand debias opinion.

‘A lot of it is a judgment thing and sometimes gkihe word of the
preceptor and what there understanding is, is adbia risk...you have

got preceptors who feel sorry for them [studentshie a bit lenient or
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they say “yeah they sort of did that, but we wHr@m to pass” so |

wonder if we are getting a full judgment’ (15-31)37

In order to determine truth, nursegighup informationgatheredover the period of
the students placement. Similarities in the stocesveyed during this period are
comparedwith the final judgments provided by peers. Hehe process of critical
thinking explained earlier irestablishing truthis employed. If stories are not
consistent, nurses may question the validity ofjodnts and how truthfully these
represent the students practice competence. Toiegs provides a useful means for

formulating andnoderatingprofessional judgment

Where there have been circumstances outside otah&ol of the student, for
example, there have been minimal learning expeggnor opportunities to
demonstrate competence, nurses assessing compéetmethis information into
the decision making process. Here factors assaciaith making allowancesn
Chapter 8 judging are considered alongside the judgment of pedrs. dutcome
may be that the nurse decides in favor of the emiddo hand and moderates the
judgment of others by discounting situations coaisgd unfair or outside the control
of the student. Similarly, circumstances such asgieed personality clash between
student and preceptor are carefully weighed beforfirming a judgment about

competence.

‘You have a chat with the preceptors and you getrim down. You
wonder are they being objective and or constructiveare you only

getting the negative...you don’t always get a trugupe’ (11 -540-43).
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In these circumstances, it is common for nursesnigage in furthetruth seeking
activity by gatheringprofessional judgment from a number of other mutsecheck
the accuracy of their misgivings. In situations vehéhe nurse believes there is
sufficient evidence to support their decision, tiiese will discount the judgment of
others in favour of their own. If other nurses beeocaware that their professional
judgment has been discounted, it may affect intéggsional trust. This is explored

further in the propertiosing faith

9.4.1 Confirming judgment

Confirming judgments a property ojudging truth According to Saul (2001) people
need to justify their opinion and actioMdoderatingreasoning is a strategy engaged
in by nurses to protect against error and presast®nfirming judgment.This
requires application of a type of thinking that lutdes ethics, memory, common
sense, knowledge, critical thinking and intuitisvhen engaging this strategy, nurses
are not only making comparative judgments to enthatthe end product gidging
competence is accurate, they are checking their osasoning. In this sense,
confirming judgmenin nursing is a facet of moral agency and carindesribed by
Benner et al., (1996). Here, the underpinning @ojphy of caring in nursing
influences the assessment. Nurses care aboutythailg (students). They also take
seriously their responsibility to care for the patdnd uphold standards to ensure
public safety. In order to arrive at a point ofisatl deduction, and professional
judgment, that the nurse is confident is congrwetit the philosophy underpinning

practice (caring) nurseonfirm professional judgment.
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Confirmation from other nurses that decisions aboomnpetence are accurate,
objective and fair is achieved byomparing opinions. The more evidence that
confirms the judgment held by the nurse, the manefident the nurse is that the

decision made is professionally accepted and itsflqectations.

‘I think its good to consult. | don’t think its gddo do it [assessment] on
your own. | think you need to communicate yourifigsl with someone
else to help you establish that you are actualghtriand that based on
the evidence you have gathered that you have niedeight decision’

(11-585-590).

In this respectconfirming judgmentis important in making a final decision and

instilling confidence in the decision-making proges

Confirming is influenced by the number of affirmations thatroborate with the

opinion held by the nurse making the decision alsontpetence. The voice of many
is considered to hold more authority than thatmé ¢Harbison, 2001). In situations
where the nurse’s opinion is not confirmed andisigffit doubt has been raised, it is
more likely that the nurse assessing will adjustrtfudgment so that this reflects the

opinion of others.

‘Nurses seem to go with the majority view... | waadgt look you must

be right’ (16-142-144.)
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Nurses who do not possess the level of criticalyaisarequired to distinguish facts
that confirm or disconfirm ideas about competeneg mot be able to make sense of
the issues, successfullyeigh these upjudge truthand confirm judgmentsabout
competence. The ability to confirm is influenced liye individual nurse’s
knowledge of practice standards, expectationsttatemt practice, and their practice
knowledge base and experience. This influencesntliee’s ability to deal with

conflicting opinions and make a decision.

9.4.2 Dealing with conflicting opinions

The ability tojudge truth and formulate accurate decisions about the stigdent
practice competence requires a sound knowledge &aseclear understanding of
competency standards and expectations for studirts.also about being able to
manage situations, where differing opinion is heldgd being able to filter salient
points to establish the truth about the studertifita This may become difficult
when, during the process afoderatingjudgment, there is conflicting opinion or

colleagues do not provide complete or honest feddlaor example:

‘The problem is that when there are concerns andfged them back to
the preceptors that work with them [student] anckyth[preceptor]

continue to give glowing reports’ (11-606-609).

Individual nurses have differing opinions aboutgbice. This can be attributed to
individual beliefs and values, their education gmévious experience. What is
accepted practice for one nurse may not be accémteshother. It is not uncommon

that nurses working with a student will have diierr expectations and therefore
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come to differing conclusions about the competeatestudent. For the nurse,
gatheringthe professional judgment of other nurses, antgld weigh upopinions

and synthesise responses is critical if conflictioginion exists. Resolving
conflicting opinion and arriving at an objectivedafair decision requires critical

thinking and the deployment of strategiegstablishandjudge truth

Moderatingprovides nurses with an opportunity to questiorir ttinenking and that of
others. Externalising thoughts arising from crititanking clarifies issues, assists in
developing knowledge and formulating of clinicadgment (Facione & Facione,
1996). Where nurses are able to successfully sgiséhéhe informatiogatheredand
make sensef the diversity of opinionmoderatingresults in decisions that confirm
expectations of professional practice, and assistses to resolve conflicting

opinions.

Dealing with conflicting opinionsnay confuse nurses who have little experience in
the assessment of competence, or are unclear piamiiice expectations of students.
This may impact on the assessment outcome. If ¢xip@as are too high, students
may fail a competency assessment when they oughbnGonversely, it is possible
that students may pass the assessment when theiyrmigo, if expectations are too

low. Here, issues related jiadging truthandtrusting colleagues are important.

For some nurses, the task of managing the assesgpmoEess and the pressure to
make the right decision can be overwhelming. They mot be able to make a
decision and will rely on the opinion of othetrsstingthis is correct. In these cases,

nurses “follow the advice of more experienced ciems” (Dreyfus & Dreyfus, 1986,

274



Chapter 9: Moderating

p. 67). In an attempt to resolve conflicting prsiesal opinion and reach a
judgment, this strategy may be employed even thdbgre is disagreement. If the
nurse is unable to accept the opinion of othersdmading with conflicting opinion
remains unresolved, ineffectiveoderatingresults. The nurse may resolve this by
abdicating responsibility for making decisionsThis aspect of the process of

moderatings further explored in the conceptstafsting anddefaulting

9.5 Trusting

Like truth, the notion of trust is perceived by ses involved in this research as
being central to the process wioderating Ensuring that honest and trustworthy
decisions are made about student competence isdeoed paramount if valid
conclusions are to be formulated and public satgilield. This means that the
process of making anthoderatingdecisions needs to be safe and reliable. The
concepttrusting is a condition that influences the processhafderating.This is
affected by the nature of the working relationshigigh peers. The properties of
having faithandlosing faithin professional judgment, ancusting the outcome of
decisions and the way in which they are managefiiyeinces the process of

moderatingand the outcome of the assessment.

9.5.1 Having faith

Having faithin one’s professional judgment influences thederatingprocess in
that those nurses who are confident that theirggsabnal judgment is accurate, are
less likely to need toonfirmtheir judgment and are therefore less likely tgage in
truth seekingactivities or tomoderatedecisions about competence. Conversely,

where nurses are unsure, they seek out the opafiothers in whom they have faith.
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Professional standing and issues related to infeience who a nurse might consult
to moderatedecisions. Nurses are more likelygatherthe professional judgment of
those they esteem and consider role models. Thisdas nurses with identified
practice expertise and who are experienced in tekleg student competency

assessments.

You know your professional judgment is accurate nwlgeu go to
someone you know and respect. What they say iablaluAlternatively,
seek out someone in a position that indicates i & knowledge you

need to check your thinking’ (18-63-67).

In this instance, the nurse acknowledges the expeei of others and has faith that

this will inform or confirm professional judgmeritgat are accurate.

Trusting others andhaving faiththat opinion will be considered professionally and
that the integrity of the nurse engaging nmoderating will be upheld, further
influences who might be consulted ienchmarkdecisions. Feeling safe influences
whose opinion may be gathered. Whilst working akiig colleagues, nurses
identify peers who are supportive, will respectatihg opinion and, where judgment
requires adjustment, manage this in a respectfyl which safeguards the integrity

of the nurses engaging tiruth seeking.
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‘l go to someone else who's got more experience harsdy “It's
supposed to be objective and | don’t have the Wwezliexperience to be
able to deal with these borderline ones...come amgs@e me...help

me’ (13-288-293).

Consequently, nurses who are less likely to rigidhioughts and ideas if these are
not consistent with the expectations of others, \&ah® friendly and supportive are
more likely to be chosen by inexperienced assessbraoderate professional

judgment when they are uncertain.

Making assumptions and / onisjudging the level of expertise of the colleague
chosen to moderate decisions may result in an efrprdgment. If the colleague’s
level of knowledge and expertise does not refleetgenerally accepted expectation
of nurses,benchmarkingwill not provide an accurate measure from which to
compare judgments about competence. Wharederating involves gathering
multiple opinions, the error associated with theseumstances may become
apparent. Issues related to reliability of judgmsembade by others and the
trustworthiness of these become obvious. This negylt in nursesosing faithin

peers, and subsequently influence who they coirsthie future.

9.5.2 Losing faith
Trusting professional judgment arldsing faith presents primarily in three ways.
These are trust in self, trust in others, and prtdessional trust. Firstly, nurses may

lose faith and trust in their own ability to makedgments when engaged in
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moderating,and whereconfirmingresults recognise that their professional judgment

is not consistent with that of others.

‘When everyone says something different you domdt tyour own gut

feelings’(16-144).

Accepting the limitations of inexperience in congrety assessment can be difficult
for nurses. This may undermine their confidence kad them to question their
ability to formulate accurate judgments. If sitoas like this are not managed well,
nurses may choose to decline responsibility fochigay and assessing students and

abdicate their role in doing so.

Secondly,losing faithmay occur when nurses offering their opinion beecaware
that, despite their contribution, decisions are entdtht are contrary to this and the
resulting decision is not what they expected. As@sequence, nurses may perceive
that their professional judgment is not valued, sjo@ the validity of the

assessment, and lose faith in this.

A primary influence causingpsing faithis the result of nurses not being honest
about their opinions of student competernedying on otherso fail students, and
nurses who are assessing believing they have besleach Here, the evidence
(information) gatheredis either untrue and results in conflicting opimsp or the
process obenchmarkingudgments is flawed due to dishonest opinion bsimgred
(Norman, Watson, Murrells, Calman & Redfern, 200R)is scenario is most likely

to arise where nurses are unable to bring themsdtvevoice an opinion that will
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result in the student being deemed incompetenietsdiscussed in Chapter 8 related

to judging andfailing studentdoecome prominent here.

Assessors who have been mislead by dishonest feedbat has resulted in a
student passing an assessment and being deeme@teainmay feel betrayed by
their colleagues. The realisation that an inadeudecision has been made often
arises as a result of comments that do not supip®ipinions previously shared. For
example, a nurse is told that the student shoulthve passed or is questioned about

why the student is still in the nursing programme.

Where dishonest or incomplete feedback is givenNE@ flawed, the processes of
gathering, benchmarkingnd judging employed inmoderatingare undermined and
result in inaccurate decision-making. In thesecwritstances, the process of
assessment, its outcome and resulting judgmentirargirect conflict with the
theoretical propositions underpinnimgoderating In these circumstances a student
may be deemed competent when they are not, ancgakeatial new graduate may

pose a risk to public safety.

Discovering that dishonest or incomplete feedbaak lieen given, and professional
judgment mislead, resulting in inaccurate assessmeturs more often after the
assessment of competence has been undertaken. tlilents placement is

completed and the opportunity to address pracedieits is no longer available.

‘You are on your way out of the ward on the lasy @& the student’s

placement and having just completed and passed dfuglent’s
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assessment of competence, the preceptor nabs yosaga “things have

been terrible”. Until this point “things have bedime” (11-182-184).

This causes internal turmoil for the nurse who cleteol the competency
assessment. The timing of the realisation preclilkdesopportunity to address new
information, moderate judgment and adjust the outcome of the assessififent
appropriate). As a consequence of these circumesarice nurse magpse faithin
colleagues and, having identified unreliable sosirofoose not to use these in the
future. This may impact on the procesgatheringoutlined in Chapter 6, and affect
working relationships. Further to this, nurses resg faithin their ability to manage
the assessment process and abdicate future reSgipnso undertake assessment.

This notion is explored further in the conceptefaulting.

Finally, nurses are not prepared during their etlocafor either assessing
competence or managing staff performance. Bothsskik required when assessing
student competence. If the assessment process difficult for the nurse working
with the student, and they cannot bring themseteepass judgment that would
result in the students failing, the nurse in pactrusts colleagues in nursing
education to fail students who are not safe. Thauld/ uphold the theoretical
propositions underpinning the categorynobderating Here,trusting as a condition

of moderatingis only successful when nurses communicate hgnestl

The consequences of dishonest feedback, and thecintipis can have on both the
assessment process dngsting relationships between nursing education and mecti

is significant. Interprofessional distrust resugtim nursedosing faithin colleagues,
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threatens professional relationships, causes tenaiod impacts on the process of
assessment and its outcome. Where trust is brokktionships and confidence in
the assessment process are threatened (Normanpniawurrells, Calman &
Redfern, 2002). In this research, issues relatetrusting revealed that nursing
practice and education had differing perceptiorss @ncerns about the assessment

of competence.

For nurses in clinical practicépss of faithin the assessment of competence was
attributed to nurses not understanding how studbetsconsidered unsafe remain in
nursing programmes and/or successfully completedethLack of understanding
about academic processes, feedback about assessuotenines, and explanation
about these, results in the perception that theyrat being heard or that nurse
educators do not value their professional judgméid. a result, education is
perceived as not upholding the standards requir@dactice, and the profession and
students are “stereotyped by the nursing servickeasy less competent than they
actually are” (Benner, 1984, p. 186). These cirdamses can result in

disillusionment and manifest in the developmeribes of trust in nursing education.

Nurse educators are particularly aware of theileddpncy omyatheringas a strategy
for collecting information to guide decisions. Tlgsespecially so when they have
limited direct one-to-one time working with student Nurses in education are
trusting colleagues impractice to provide honest feedback. This is a itmmdthat
influences theveighing upprocess obenchmarkingand the formulation of accurate
professional judgment about practice competenceséNaducatortose faithwhen

they perceive that they are let down by practicdeagues, who fail to take
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responsibility for contributing to student educaticabdicate responsibility for

assessing competence or do not provide honestdekdibout student capability.
The perception that nursing education is blamed gosducing poor quality

graduates, and fails to uphold responsibility asfgasional gate-keepers by letting
students pass, influences relationships and masifesesentment. This is especially
so when nurse educators witness practice standbhadsare less than ideal, and
where students are exposed to practice that isvselito be less than exemplary.
Further to this, situations where practice collesgjudge students on the basis of
‘once bad always bad’, where learning as a prosesst acknowledged, or where
students are bullied lead dhsillusionment andosing faithfor nurse educators. The
underlying theme olosing faithis the same for both nursing practice and educatio

This manifests in loss of trust in colleagues aachdges working relationships.

Establishing relationshipdescribed irgathering(Chapter 6) are vital tmoderating
professional judgment, and resulting decisions stpe theoretical propositions of
the categorynoderating Wheretrusting relationships are not developed, there is the
potential for nurses to distrust the professiondgment of others. Questions about
currency of practice and the credibility of educat@ssessing competence, or
perceptions that practice standards are poor areé ik a lack of good practice role
models, devalues the contribution both parties havgrowing the profession’s
young. This is another facet of horizontal violer{Gddings, 2005; Hurley, 2006)
within the profession, which is not helpful, undémes professional credibility and
raises questions about the validity and reliability the assessment of student

practice competence.
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Failure to work together and develbopsting working relationships undermines the
moderatingstrategies utilised by nurses. Lack of trust undees)the concepts of
gathering weighing up judging and moderatingencapsulated within CCNA. The
validity of the BSPP ofcomparingis undermined by incomplete or inaccurate
evidence and may result in inaccurate judgmentsgb®rmulated. Without trust,
nurses cannot have confidence in the professiodghpent of others, the outcome of
moderating their professional judgment, or the assessmentaofipetence. The
consequences of this are that the professionatlatds espoused by nursing cannot
be upheld nor public safety assured if students rerteaccurately assessed and
graduates from nursing programme are not safe.eTbiesumstances highlight the
need for nurses to trust their judgment, trustabgessment process, work together,
trust and support each other to ensure that theepso of CCNA, and its

underpinning theoretical propositions, are upheld.

9.6 Defaulting

To default is to fail to meet responsibility (Soan& Stevenson, 2003). In
determining competencelefaultingis when nurses fail to fufill their professional
responsibility to assess competence or make judtgmedbout this. The property
defaultingis interconnected witkrusting and may present as a consequence of lack

of trust in self or others.

Defaulting that occurs as a result of a lack of trust in,sefan outcome or
consequence of unsuccessfidighing up, judgingand moderating.Ilt occurs when
the nurse is unable to trust their professionagijoent, and is unable to come to a

decision that they are comfortable with, or ablemi@anage. This situation is caused
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by two factors. Firstly, where there is an inakitib critically compare.Thisis most
likely influenced by inadequatgathering,knowledge and experience. Here, there is
insufficient information from which to make a judgnt, and a decision about the
student’s competence is unable to be reached. 8gcaefaultingmay result when
the nurses feel they are unable to manage thesassesprocess. This is especially
so when the need arises to performance managenstbebaviour and address
practice deficiencies. Nurses may find the configtroles of preceptor, mentor and
that of assessor difficult to manage. As a consecgiehey may not feel comfortable
telling students that their practice does not ntieetstandard required, or they may
wish to be disassociated from this. Where thisum;cnhurses may choose to
abdicatetheir role in the decision making process, and nefyy on othergo inform
the students about practice deficits and make idesisabout competence for them.

This is especially so when related to failing shide

9.6.1 Relying on others

Relying on othergs a property oflefaulting This presents as either failure to engage
in moderating,where responsibility for taking a role in the &sseent process
occurs, or when others are relied on to make de@sivhen the assessor fails to do
so. The incidence ofelying on othersoccurring may be influenced by lack of
confidence, and believing there are more experttmeses whose knowledge is

greater and who have more experience in the assassincompetence.

Working relationships and trust influence the degne whichrelying on others
occurs. In some cases, inexperienced nurses maythiaeit is inappropriate or

unsafe to challenge the opinion of senior stafil @ne accepting of what they
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perceive as “a more experienced view” (Benner, €aréa Chesla, 1996, p. 67).
Some nurses may change their judgment becauseixf dh may manage the
situation by usingbdicationas a strategy to withdraw from the assessmenepsoc

by making no comment.

‘If the nurse’s personality is not strong enough the nurse is not
confident they can have their professional judgnsevdyed...especially

if an authority figure or role model’s opinion igfférent’ (18-19-21).

‘I've been in a situation where colleagues havedsaok they're
[Student] not passing and then the students sags yam” and the staff
on the ward go “yes they are” and you get overruleghat do you do in
that situation. It's the pressure to default...sorh¢hem are saying you
are wrong. Whether it's the pressure or not havawogfidence in your
own decision...you change your mind because the sugo your

professional judgment isn’t there’ (16-205-261).

When situations like this occur, it is not likehat the assessing nurse will go against
the professional judgment of others. To do so wgadigainst the notion of shared
knowledge that is accepted as truth (Saul, 20QdrthEr to this, they are not likely to
place themselves in a position where their judgneeqtestioned by others and their
professional standing devalued. In order to resotwaflicting opinion nurses may
feel they have little choice but to put aside thedtgment andely on othersgeven

though this may not be accurate.
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Relying on othersnay also be caused by an inability to make a oetidecause
they do not know the competency standards, havdficient experience assessing
competence, or lack confidence in their own ability this situationrelying on
othersis a strategy used by nurses to resolve beinglenalmake a decision or who

have difficulty failing students.

‘Preceptors feel uncomfortable failing studentsttsey let them through
and the next preceptor thinks, well they've gad far so they must be ok,

we’ll let them through’ (13-304-307).

In these circumstances, nurses i@lging on othersby trusting that the judgments
made by others are accurate. Instead of makingidesi based on the situation at
hand, the decisions are based on assumption. Tieegoence of making
assumptions is that decisions may not be basedutindnd there is a higher risk of

error (Saul, 2001).

9.6.2 Abdicating

Like relying on othersabdicatingis a property oflefaultingand presents in three
ways. Firstly this behavior may be a reflection maft knowing associated with
judging (Chapter 8). If this is the casabdicating occurs beforenoderatingtakes
place. Here, the nurse has failed to make a judgrmed does not complete the
process of CCNA. Others are not consulted, ancetiseno judgment or outcome to

the assessment.
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Secondlyabdicatingmay occur as a consequence of having discoverégrnaous

judgment was based on dishonest feedback. As prglyiadentified in the concept
of trusting, nurses may become disillusioned with the expeeent assessing
competence. Because of this they may choossbtlicatetheir responsibility when

assessment of student competence is required ftire.

The third and most prominent explanation &dydicatingwas found to be when
nurses in practice had no interest in being parthefeducation or assessment of
students. The perception was that it was the sedponsibility of education to
govern all practice issues related to studentss iHuluded teaching, assessment and
support. Nurses who held this perception were pexdeby their peers to have
abdicatedtheir role in nurturing the young of the professidhese nurses were
identified as being less likely to volunteer foepeptor roles, and while they may not
take responsibility for this, the act abdicationinfluenced the decision making of
those who did. Heranoderatingis impeded by their reluctance to be involved with
students and support other nurggghering information and making competency

decisions.

‘When you ask some of the preceptors for feedbadkio contribute to

summative evaluation, some of them don’t wantuohat’ (13-275-276).

Abdicating responsibility for students may occur when nuréear that their
knowledge and professional judgment will be quesitb Here, abdicating
responsibility to contribute to the assessment ggemccurs as a result of concern

that an incident may arise at a later date. leadd that in these circumstances, an
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investigation will question the judgment of the seiwho had previously determined

the student competent.

‘Being responsible for assessment is serious diisffquite daunting’

(15-852).

‘...to be accountable for somebody’s knowledge iseduightening and
daunting. Suddenly you are accountable for evarglsithing that comes

out of your mouth’ (14-1030-1035).

‘When people realise their name is on something tlea’t want to have

anything to do with it’ (13- 279).

In these circumstancesbdicatingis associated with accountability, the profesdiona
standing of the nurse and how others perceived toenpetence. Issues associated
with worrying about making the right decision previously disedsgn Chapter 8
(judging) are prominent here. Further to thaddicatingmay result in resentment by
others that colleagues are not sharing the loadtakidg responsibility. This may
affect working relationships and contribute to ammasphere where trust or

confidence in colleagues is questioned.

9.7 Conclusion
Moderating explains how nurses validate their professiondbjoent.As the final
phase of the CCNA model, this chapter has presdrgedthe categorynoderating

and the imbedded concepts taiith seeking, judging truth, trustingnd defaulting
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influence professional judgment, or provide stregedo ensure that decisions about
the practice competence of students are accurate,ahd reliable and meet
professional standards. Utilisingritical comparison to moderate professional
judgment provides a means of resolving uncertaiabg allows professional
judgment to be adjusted, and where needed, aligitecprofessional standards. This
process provides a means for nurses to learn cemgetand develop expertise in
assessing, ensure standards are maintained, ghatitee assessment of students is
valid and reliable, and that the professional resgmlity of nurses to safeguard

pubic safety is discharged.

The following chapterCritical Comparative Analysisexplains the howcritical
comparisonunderpins the theory of CCNA. This explains tlgmgicance ofcritical
comparisonand its role in the assessment of competence. citegories of
gathering, weighing up, judgingndmoderatingare drawn together to explain how

nurses make professional judgments and determm@ei@ncy to practice.
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10. 1 Introduction

Comparingemerged as the BSPP in this research. Througheuthesis, this has
been described as the means for assisting the bturdetermine competence and
resolve the problem of n&nowingor using the competency framework to conduct
assessment. The notion @dmparing,and the relationship this has on determining
competence, has been discussed in each phase ©CtiA process. This suggests a
constructivist approach is used by nurses to ma&keses of, and assess everyday
moments of nursing practice. This chapter argued parallels can be drawn
between the principles employed in comparative w&atan and the methods
underpinning the CCNA model. In doing so, CCNA ifslthe requirements for both
comparative and evaluation research, and explansriurses evaluate practice and
assess competence. The notiomarhparing its purpose and functipand how, as a
critical act, it facilitates the identification @bntradictions in practice, that the nurse
then uses to guide decision-making, will be diseds® more depth. This chapter
will explain the principles of comparative evalwatj and demonstrate their
relationship to CCNA. Factors that influence cati comparative analysis, issues
related to validity and reliability of assessmeanid the implications for using this

means of determining competence in nursing wilh &le discussed.

10.2 Critical comparison and contradiction in CCNA

Ragin (1989) asserts “thinking without comparisemimthinkable” (p. 1). This draws
attention to the cognitive processes inherent ikingacomparison, and the role that
critical thinking has in determining similarity ardifference.Critical comparison
and the determination ofontradiction arising from the outcomes of assessing

similarity and difference are crucial to determirmmpetence in CCNA.
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Thinking underpinningcritical comparisoncalls on attributes such as analyticity,
systematicity, self-confidence, inquisitiveness,gritive maturity, and clinical

reasoning (Paul & Heaslip, 1995; Profetto - McGreithl., 2003).

Analyticity is the ability of the assessor to arsa&yfeatures of practice and apply
reason. This includes the ability to think with agdee of accuracy (Facione &
Facione, 1996). Systematicity is the ability todsand apply diligence to solving
problems at all levels of complexity. It is abohetorganisation of thought, the
logical way in which reasoning is applied, and #idlity to employ deductive and
inductive thinking processes. Deductive methodseasoning are used to consider
notions associated with facts, certainty, validiyth, argument and conclusions,
and are about deriving absolute proof and certainguctive methods consider the
diversity of facts, take into account learning froexperience, probability,
generalisations, questions and involve reasoninggre&v absolute certainty is not
derived and conclusions are established on prabalifrofetto - McGrath et al.,
2003). The importance of this toritical comparisonand the identification of
contradiction is explained by Sartori (1991) who maintains tlia¢ scientific
approach is inherently comparative. Ragin (1989p dlolds this view and claims
that “virtually all empirical social science inv@s comparison of some sort” (p. 1).
He contends that researchers compare cases taumin@nd adjust) quantitative
comparisons. In doing so, “they compare relevamtalsées to average values in
order to assess co-variation” (Ragin, 1989, p.ld)this way “comparison provides a
basis for making statements about empirical redigdarand for evaluating and
interpreting cases (situations) relative to sulistarand theoretical criteria” (p. 1).

Critical comparisonis a reflection of the processes underpinning shentific
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method. Ascritical comparisonis an integral component of CCNA, it can be argued
that there is a correlation between the processesl Uy nurses to determine

competence in CCNA and those employed in the stientethod. This is illustrated

in figure 10.1 .
CCNA Scientific Method
Gathering data Collecting data
>
©
— c :
Weighing up < Analysis
(Analysing data) g l
} [
. @© . .
Judging g. Interpreting find
@)
@)
©
©
. O . .
Moderating Testing hypothesis

(Testing hypothesis
about competence)

Figure 10.1 the relationship of CCNAo scientific method

Systematicity is congruent with the scientific nmoeth Staib (2003) argues that
characteristics such as those identified aboveamngruent with critical thinking and

that

“critical thinking is simply another name for scoigic method. For
decades, researchers have used the scientific thethoa systematic
approach to identifying a problem, collecting evide, proposing a
solution, testing hypotheses, and drawing eviderzeskd conclusions”
(p. 499).
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Staib (2003) contends that the nursing versiomefscientific method is the nursing
process, and that this is a blueprint for critita@hking. Systematicity and analyticity
are important in order to determine level, define scope, and assess the similarity
and / or difference of objects. Staib claims tié aind other cognitive skills such as
“analysing, applying standards, discriminating, kéeg information, reasoning
logically, predicting, [and] transforming knowledgép. 499) are steps of the
scientific method. These are evident in CCNA intise ofcritical comparison,and

deductive and inductive methods of reasoning aga sethe categoryeighing up.

Having self-confidence and the ability to trust one’s om@asoning skills is another
important attribute underpinningritical comparison This is about being able to
move out of one’s comfort zone and consider optemd alternatives. Confidence is
also about persistence and the ability to contimitleout giving up when difficulties
arise. This attribute is congruent with the charastics of a critical thinker (Adams,
1999) and is important fgudging andmoderatingin CCNA, which is influenced by
the nurse’s knowledge and experience. As previoespfained in this thesis, where
self-confidence is highly developed the nurse $s liikely to engage imoderating

activities.

Critical comparison is supported by inquisitivenéddams, 1999). This quality is
characterised by the assessor being curious aner éagacquire knowledge and
obtain explanations, even when the applicationstlod knowledge are not
immediately apparent. Inquisitiveness is evidenmgaursesollecting the evidence

in gathering
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Cognitive maturity is about being prudent in makirspspending, or revising
judgment. It involves awareness that multiple sohg can be acceptable and having
an appreciation of the need to reach closure arigk mecisions, even in the absence
of complete knowledge (Profetto - McGrath et a002). In CCNA, this aspect of
critical comparisonis an important aspect gtidging and is evidenced in the

concepts obeing aware, being professiorahdbeing sure

Critical thinking is a corner stone of clinical seming. It challenges action,
decisions and judgments arising from assumptionsf¢Ro - McGrath et al., 2003).
It is an essential element ofitical comparison Clinical reasoning embodies the
notions of truth seeking and open-mindedness. As previously explainedhia t
thesis,truth seekings about having courage and desire for the besivladge, even
is this fails to support or undermines one’s preemtions, beliefs or self interests. It
is also about having concern and is characte$ti@aring. Honesty is another aspect
of truth seekingand involves facing one’s own biases, prejudisés;eotyping and
egocentric tendencies. Open-mindedness is demtetstlyy having tolerance for
divergent views and self-monitoring for possiblailt is also about being alert,
watchful or aware, and acknowledging the options otifier people, and the
reasonableness of selecting and applying optidnsCCNA, clinical reasoning is
evidenced in the categories joflging and moderating.The concepts offeflecting
truth seekingand judging truth clearly demonstrate these aspects of clinical

reasoning in operation.

The intellectual effort otritical comparisondecodes the truth of a situation, and
facilitates logical reasoning. According to PauldaHeaslip (1995), this process

facilitates understanding and promotes new wayknofving The consequence of
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comparingcontributes to the clarification of practice aratifitates the distinction
between the similarities and differences in objedtlus contradictions among
objects become clear. The identification adntradiction provides a means for
identifying discrepancies and irregularity in facsd variation and inconsistency in
perception. These factors are evidenced weighing up, where practice is
deconstructed and reconstructedconstructing a picture of competencehey are
also apparent in addressing issues related to iviifjg and objectivity in the
formulation of judgments jydging), which are central to the confirmation of

contradictionand the successfulnessanitical comparison

10.3 Comparative analysis

While no nursing literature was found in nursingctéing the use of comparative
method, this has been used in social sciences,agdacand organisational
management to evaluate and analyse similaritiesldfestences in various aspects of
society (Ragin, 1989). Vartiainen (2002) claimstthm these circumstances,
comparison is made in order to comprehend, expkmd interpret different
phenomena, and that as a feature of scientific odethcomparisons are made
exclusively for the purposes of control, to seeldernce supporting or contradicting
the accuracy of certain generalizations” (p. 36@artiainen also states that,
“comparative evaluation can be used as an instrumiendecision making” (p. 360),
and that evaluation using comparative method caufiroo or dispel the legitimacy
of perceptions about technical function. While noeliblogical literature dealing with
evaluation and comparison are separate, they r@awecbmmon principles. These

are selection of the object for evaluation, isstgtated to the level of comparison,

295



Chapter 10: Critical comparative analysis

conceptual comprehension, and analysis of the fgqhaf the evaluation. These

principles are considered to be universal (Ragd9).

Comparing emerged as the BSPP in this research. Multiplenpies are given

throughout this thesis where nurses talk about ngakbmparisons. The integrated
and interactive nature of the model makes it difficco confine the processes
inherent in CCNA to one principle of comparativeakesation. The associations
between the categories, and the principles of coatipa evaluation are illustrated in
Figure 10.2. The connections between the principfesomparative evaluation and
the activities of CCNA support the substantive tigeof CCNA and provide a

foundation for the ensuing discussion in this caapt

Principles of comparative evaluation Components of CCNA
Selection of the object of evaluationg > l&aing
Level of comparison < > Weighing up
Conceptual comprehension « » Judging
Analysis of findings of the evaluatiore > Moderating

Figure 10.2 Association between the principles obmparative
evaluation and compents of CCNA .

It is important to note that whilst there is a etation between the categories of
CCNA and the principles of comparative evaluatidghe complexity of the
interaction of CCNA and how this presents in relatto the principals, means that

the categories in CCNA are not limited to the pphes with which they are
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identified above. This means that when each priacip discussed, examples in

CCNA may be given which relate to differing aspeaftthe model.

10.3.1 The selection of comparable objects and gaiting

Vartiainen (2002) claims that it is important tonsaler how units (objects) for
assessment are selected in comparative evaluanonthat the selection process has
bearing on both the successfulness of the evatuptiocess and issues of validity. In
order for comparative evaluation to be successhd waalid, features need to be
comparable. According to Rankin (1989), to be comiple things need to have
common properties. Sartori (1991) provides the etanof comparingapples and
pears. While it may appear that apples and peasnat comparable, they are
nonetheless types of fruit, and have common prigsertFor example, they grow on
trees, have skins, and can be eaten. They do allyibave some properties that are
not comparable, for example their shape and t&gteen making comparison, the
issue is how comparable are objects, and with otspe which properties or
characteristics. While there may be some dissiitylathe degree of difference is
important. The more closely comparable units resengach other, the greater
likelihood that a more reliable evaluation will véts This highlights the importance
of selection of comparable objects. In CCNA, olgeetjuate to features of nursing
practice. It is important togather evidence of practice that aligns with the
competency assessment framework. An indicationusfas selecting comparable
objects and employing strategies to obtain appat@revidence is illustrated in the
category ofgathering,where the concepts afeating opportunitiesand collecting
the evidencéeature prominently. Where there is lack of comaiiy between units,

the processes inherent in comparative analysisnade redundant. Sartori (1991)
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uses the comparison of monkeys and stones tordbesthis point. He claims these
units are so different that they have nothing imown, and therefore comparison

yields nothing more than they represent differemhparable units.

The number of units selected for assessment isdalsmportance in comparative
evaluation. Ragin (1989) makes reference to thétdirans of this in evaluative
research, especially where the number of casesstady is too small to allow the
investigator to establish statistical control othex conditions, and causes of variation
in social phenomena. This draws attention to whagiR refers to as single case
evaluations, which limit the possibility of genesaktion. From a purely theoretical
perspective, one could argue that using comparagwvaluation to assess the
competence of one student is an example of singg® @valuation and invites
criticism about the method and results. Vartiain@002) contends that where
comparison is restricted to a single case, thisams example of illustrative
comparison. Here, the student is not compared waithther student. Rather the
assessment of performance is undertaken by coropangith a theoretical
framework, that includes concepts and definitiomat tcan be used as criteria. In
nursing, this equates wmmparingfeatures (units) of student performance with the

competency standards, which represent ideal pead®iagin argues that

“...while the number of cases relevant to an anslysertainly
imposes constraints on rigor, often it is the carabonal natures of
explanations of comparative social science andhtlistic character
of the comparative method that mitigate againgirtig

(Ragin, 1998, p. 13).

The multifaceted nature and complexity of compeyeiscreflected in the way in

which competency standards are formulated. In amessess these, nurses need to

298



Chapter 10: Critical comparative analysis

incorporate a wholistic approach. This means tiwademce of different facets of
practice is required in order for nurses to undert@omparative analysis. To
evaluate only one aspect of practice would not pgeitme generalisation to be made
that practice is competent. In this thesis, evidelscprovided of nurses collecting
multiple ‘snap shots’ of practice and it has beeggested that they may use methods
associated with triangulation in order to check whidity of comparison. Evidence
of nursesmoderatingjudgements also increases the reliabilitycofmparing.This

works to address potential bias associated withlesicase evaluations.

When selecting objects for evaluation, it is alsgportant to consider the context in
which the evaluation is undertaken (Ragin, 198%cakding to Vartiainen (2002),
the context refers to the focus of the researddt, i) its purpose. This may be to
assess individual action, behaviour or contentmésatisfaction). In CCNA,
assessment of performance incorporates elemerati$ thiree. Action and behaviour
assess the implementation of care, and the nureaiportment undertaking specific
tasks. Assessment of contentment is incorporatezhwdilculating value, merit and
worth of the student’s practice and reflects the detpeghich the care given meets

the satisfaction of both standards of practice,thedcare requirements of the patient.

Vartiainen (2002) states that comparative evalnasbould “take into account the
organisational environment and inherent structarasd systems” (p. 362). Parallels
can be drawn between CCNA and comparative evaluatiothis point. In CCNA,

context includes the environment in which practiakes place, and variables that
may impact on the student’s ability to perform. Shaspect of CCNA addresses the

complexity of the environment and draws attentiortite wholistic nature of this
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form of comparative evaluation. Examples of howses manage these aspects of
the comparative assessment are described earltbisirithesis in the categories of
judging andmoderating Strategies embedded in these categories adties®tions

of objectivity and subjectivity, and recognise timepact of making allowances
Technical errors may be rationalised and allowancade for variables impacting on
the student’s performance that are outside of themtrol. Thus they work to

safeguard the rigour of the assessment.

10.3.2 Levels of comparison and weighing up

According to Ragin (1989) the level of comparatiegaluation is primarily
concerned with identifying similarities and diffaces, with a view to explaining and
interpreting the significance of behaviour in a @fie situation. Level primarily
concerns assessing the similarity and / or diffeeenf objects, and defines the scope
of the evaluation and the criteria to be achiewaktiainen (2002) contends that
comparative evaluation employs the *“principles used direct (analytical)
comparative studies” (p. 366), and that the mairp@se is to uncover variables or
explanatory factors among similar units. In CCNWe tvaluation of level correlates
with strategies employed in the categorywdighing up This involves cognitive
processes like those described by Vartiainen (2082) nursing researchers
(Buckingham & Adams, 2000; Harbison, 2001; Mahat898) who support a
cognitivist approach to explaining reasoning andhichl decision-making. To
determine level, the nursmparesfeatures of student practice with benchmarks.
Rensnick, Nolan and Rensnick (1994) claim tt@nhparingis an inherent aspect of

benchmarking. Vartiainen (2002) confirms the asstom between comparisons and
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benchmarkingstating, Benchmarkings one of the few methods that explicitly and

without hesitation can be called a method of compse evaluation” (p. 361).

In CCNA, benchmarkingcompares features of student practice with an chspie
practice that should correlate with accepted peidfesl standards. Elements
embedded in benchmarks equate to criteria, andsae as a point of reference when
making comparison. These include safe and unsafgipe indicators, which define

boundaries of practice.

According to Sartori (1991), the act @bmparing “is both to assimilate and
differentiate” (p. 246). Comparison draws attentiorsimilarities and difference and
highlights the explanatory power of the comparatmethod. Similarity brings
together objects in a given class or comparablé (features of practice). In
evaluative assessment, sameness does not implycatept or identical
characteristics it merely infers similarity. Diface appears as contradiction and
highlights the dissimilarity between the units lgeicompared. In CCNA,
contradiction emphasises aspects of practice thabt correlate with the features of
benchmarks. If the student’s practice does notaromto the benchmark used, then
lack of similarity will suggest failure to meet tiseandard required, and in doing so,
both similarity and difference determine level. idt where that level is that is
important. This point draws attention to the intpoce of assessors having a clear
understanding of the expectations of the diffetengels of practice for students at the
varying levels of education programmes, and asipusely acknowledged in this
thesis, the impact that lack of knowledge and ustdeding of the competency

framework has on the reliability of assessment @utes. Adapted from the work of
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Vartiainen (2002), Figure 10.3 illustrates a comtim that depicts the assessment

process underpinning the determination of simyaaitd difference.

Similarity Practicemchmark Difference
< Comparison >
Analysis of Studenagtice Analysis of common
Difference features

Figure 10.3 Comparative analysis: ldentifying simiarity and difference

The assumption supporting Figure 10.3 is that wéiit@lar features are compared, it
is natural to look for difference rather than samily, and where different features

are compared, the evaluation focuses on identifieatures that are common.

This explains how, in CCNA, nurses select and wehmarks to confirm or dispel
perception of competence. If a benchmark comprisgsgures that are congruent
with best practice is used, the emergence of cdictrans indicates practice that
does not conform to standards of best practice jsandt safe. Where there is a lack
of contradiction, practice that is safe is confitn&he same principle applies where
benchmarks comprising features of unsafe practieeused. In CCNA, the nurse’s
emerging perceptions of practice will determine tlype of benchmark used.
Depending on the situation and purpose, either tfpeenchmark may be used to

test hypotheses about competence.
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In comparative evaluation, the term level alsonefe the purpose of evaluation and
the point at which comparative method is appliedcaxding to Ragin (1989), the
point at which comparative analysis takes place and&earing on the purpose for
which it is used, and the outcome of evaluation. &tgues that comparative
evaluation takes place on two levels simultaneouBhese take into account the
micro- and macro-aspects of phenomena. In CCNAh betels of analysis are
evidenced in the nurse’s use of comparative arsly$ie micro-aspects of practice
are compared inweighing up during the formulation of perception and the
constructing of a picture of competenddis is illustrated in Figure 7.4 (page 188).
The focus of analysis in this phase of CCNA addresietermining competence in
single tasks or features of practice. The use afrmanalysis is seen in the category
of judging. This is illustrated in Figure 8.1 (page 194). Heak of the perceptions
arising from weighing upare collectively compared to provide an over-arghi
perspective of competence, including professiomadral and ethical influences of
the evaluative process. Vartiainen (2002) states ith comparative evaluation “it
may be difficult to draw conclusions pertainingthe macro-level on the basis of the
micro-level comparisons, and visa versa” (p. 33®#iis is true in CCNA, agidging

is dependent on perceptions arising framighing up If perceptions arising from
weighing upare for some reason inaccurate, then this willehan impact on the
formulation of judgment. Unless the judgment is eraded, it is likely that the error
will be perpetuated because of the interactive neabfi CCNA, and the dependency
of categories and their properties on each otheis iB an inherent weakness in the
comparative method, when two levels are dependaneaxh other in this way

(Vartiainen, 2002).
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In comparative evaluation, determining level cancbempromised by the degree of
difference. Vartiainen (2002) contends that wherisiare extremely different, it can
be difficult to determine whether or not commontéeas exist. The difficulty in
comprehending similarity between units is influeshd®y the degree of abstraction.
Increased complexity requires higher degrees afatigon to conduct the analysis.
The greater the degree of abstraction, the mofewifto conceptualise, and more
likelihood that similarity between units will appeaague. In CCNA, this aspect of
comparative evaluation is addressed in the categeighing up The consequences
of abstraction are illustrated in Figure 7.3 (pd®8). This draws attention to the
difficulty of using benchmarks that are perceivadoaing incomparable. For nurses
in this study, difficulty in perceiving level antld impact of abstraction is associated
with using generic competencies as benchmarks. 8§psct of CCNA is discussed
in Chapter 7. According to Sartori (1991) the latkperceived similarity and issues
related to level contribute to inability to makengealisations and compromise the

comparative assessment method.

10.3.3 Conceptual comprehension and judging

When comparison is used as a tool for evaluationceptual comprehension is the
most important factor contributing to the succedstle evaluative process
(Vartiainen, 2002). Conceptual comprehension isutiibe understanding of the
concepts being evaluated. This is important dubioity the evaluative and validation
phases of analysis (Ragin, 1989; Vartiainen, 2082ytori (1991) claims that it is
crucial that the people involved in undertaking theluation have a very clear
understanding of the concepts involved, and thay thpply the same logic in

determining similarity and difference. Having wd#fined concepts assists in
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addressing issues related to the consistency ofparmative evaluation, the

determination of the level of comparison, and tegrde of abstraction.

While conceptual comprehension is important in themulation of judgments
(judging), it also influences all other aspects of CCNAor Example, irgathering
nurses need to know the criteria being evaluatedssessment. This should guide
them in the selection of examples (units / featofgzractice) for comparison, and in
determining practice development needs of studelmsweighing up,a clear
understanding of competency standards is requirenlder to facilitate reliability of
comparison. Injudging and moderating, the same issue is of importance. If
conceptual comprehension is lacking, this may abhgraffect the rigour of the
evaluative process. This issue draws attentioiméonteed for nurses to have a clear
understanding of the NCNZ competency standardscatetia, which underpin the
competency assessment framework. While this has tesed as a concern in this
research, the issue has been addressed by the whatcomparison and the way in
which nurses moderate judgments. The professiom@aidards acceptable to the
group guide comparison and mediate decision-makifigis is of particular

significance fojudgingand the determination of competence.

Conceptual comprehension also raises the issuerdéxt and the ability to make
comparison internationally (Sartori, 1991). In essdive research, this includes
accounting for variables such as culture, and diffees between systems. In
judging, contextual factors influencing the assessment aalgressed by nurses
making allowancesThis means that the conceptual comprehensionrasftipe is

liable to reflect the area in which practice tagtsce. Due to the nature of the health
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care context, the degree of variance in technkils sequired for safe practice can
be significant. Unless there is a clear understanpdi the competency framework,
there is a risk that the assessment outcome maybervalid in the context in which
it took place. Creemers and Reynolds (1996) contéad because of this, it is
pointless to compare and transfer observationgechout in one cultural context to
another. This further highlights the need for a pwn understanding of the
competency standards. While this and other issuissng in Chapter 7 about
abstraction, are outside the scope of this reseérdoes raise the issue of whether
the use of generic competency standard results rdiable method of assessing

practice.

10.3.4 The analysis of finding in comparative evaation and moderating

The focus of this aspect of comparative evaluatgoon ensuring reliability. This
correlates with activities in CCNA in the categompderating Factors influencing
the reliability of evaluative comparison and evéia studies include interaction
between subjects and objects, research, the praeéessmparison, comparison of
concepts and definitions, similarity of comparedes and context knowledge of the
research object. (Ragin, 1989; Vartiainen, 2001hest factors bear some
resemblance to the issues arising from concepts paogderties that emerged in
CCNA, and impact on the successfulness of theseed@an the ideas of Ragin
(1989) and Vartiainen (2002), parallel factors timdtuence the usefulness, and the
reliability of competency assessment based on atia@icomparison in CCNA, are

illustrated in Figure 10.4 (page 306).
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Interaction with
student. Collection of
evidence of practice

Nursing knowledge
Nursing experience and use of

and context knowledge

recognised
benchmarks

Critical
Comparative
Nursing
Assessmel

Information
about nursing
education and
programmes
levels of
performanc

Validation of
judgements
comparative reflection

Knowledge of NCNZ
competency standards

Figure 10.4 Factors influencing the reliability of CCNA

In comparative evaluation, analysis of findingsdependant on the level of the
evaluation. As previously identified, this refeosthe unit chosen for comparison and
is most reliable when units are similar. The analys findings in comparative

evaluation employs techniques to evaluate the waliof the use of methods to
determine level. The primary purpose of analysts islentify irregularities on which

generalisations are based. The underlying premiseelates withmoderatingin

CCNA and strategies used by nurses to check thdityabf judgments.

One of the measures used to assess the appropsateh generalisation is to
determine if the correct method of comparison hesnbapplied in a comparative
study. To provide an example, earlier in this thebe comparison of student with

student was raised as an issue impacting on tiityand reliability of assessment.
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Where this occurs, this is an illustration of ngrsesing a standard comparative
evaluation process involving two or more cases. sTlhiractice employs
benchmarkingone student against another, and is a compensateagure for the
nurse not being familiar with the assessment fraonkwand expected levels of
practice for students. This practice raises issisit the process of analysis, level
and the accuracy of assessment and generalisatiads about levels of practice
competence. Figure 10.5 illustrates this and thiéerdnce between standard
evaluative comparison (involving two or more casasyl illustrative comparison
(single case). It highlights the implications ofings inappropriate methods of
comparison and why it is important that findingsidggments) in comparative

evaluation are moderated.

Standard comparison model lllustrative comparison model
(Two or more cases compared to each other) (Stzgle comparison with standard
framework)
A. Students compared B. Students compared with
with students competency framework
S1 S2 S3 S1 S2 S3

Figure 10.5 Models of comparative evaluation

The first model (A) illustrates a standard compaeatevaluation model. This is
typically used to compare organisations with eatlieio In this model, S1 — S3
represent different students. This is represematdf the scenario presented

previously where one student is compared with arotRven when the level of
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education is the same, comparison of student westuremains problematic. While

it is expected that there will be some similaritieach student is different. They have
had different experiences, have different learmegds, and may be looking after
different patients. It raises issues previoushnideed in relation to how comparable

objects are and with respect to which propertiesharacteristics (apples and pears).
Where students are evaluated using this modelassessor determines the criteria
for assessment. This is liable to reflect the riargersonal beliefs and values,

nursing philosophy, expectations, and ways of doihgay also include contextual

factors specific to the practice environment. Héneye is a risk thabenchmarking

will not be consistent and may raise questions athaureliability of the evaluation.

It has previously been identified that the numbér cases is significant in
comparative assessment. When using students ashrbaris, the number of
students available for comparison impacts on assass reliability. If student
numbers are too small as in the assignment of tadests per shift/ per ward, too
much attention may be paid to existing differenideis can lead to misinterpretation
of practice ability. For example, if the assessousing a student to benchmark the
practice of another, and have nothing else to coenflzenchmark) practice to, the
focus of assessment may pay too much attentiorhéodifference between the
practices of the two students. This can lead ttudesit working at the appropriate
level being assessed not competent, because the sitldent is working at a level

above that which is required.

The second model (B) illustrates the evaluativen&aork where students are not

compared with each other. Nurses involved in tegearch perceived this model as
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being the ideal. Here, performance is comparedth@aretical framework consistent
with processes used in illustrative comparison.ré&he a level playing field, with
each student’s performance evaluated on the badgisdividual value, merit and
worth in relation to the standards and criteria spetiiifean assessment framework.
The assessment framework in New Zealand equatésatores of student practice
being compared to the NCNZ competency standardsinglaa stable point of
reference (i.e. the competency standards) to beathragainst increases the
reliability of assessment, and addresses concezladed to thecomparing of
students. As the benchmarks in this model are basedtandards of practice, it
provides a means for nurses to determine if pradeat standards have been
maintained, and if public safety can be assurduis form of comparative evaluation

supports the theoretical propositions underpin@aiNA.

Other issues that raise questions about the rifjabf evaluative studies and the
analysis of findings included misclassification, nceptual stretching,
incommensurability and degreeism. Misclassificatmeturs as a result of using
inappropriate benchmarks. This can induce difficuft identifying similarity, and

can contribute to the prevention of generalisatitbeéng made in comparative
evaluation (Sartori, 1991). In CCNA, the inciderafethis factor occurring is more
likely when inexperienced nurses are assigned #sponsibility of assessing
students. Here lack of experienced-based knowlemgg limit benchmarking

possibilities.

Making assumptions based on little similarity ancketshing perceptions without

validating, extending or drawing out conclusions damparative evaluation is
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referred to conceptual stretching (Ragin, 1989idsarl991). Here, generalisations
are made that are based on little evidence. Thiy wmecur as a result of
misclassification. This concept has been discussedelation to collecting the
evidenceand factors impacting on this in the categorgatheringin CCNA. In this
instance insufficient evidence can compromise theseis ability to make

comparison.

Incommensurability is a term used by Sartori (198hjl essentially means “no
measure” (p. 252). It can be caused by lack of kedge and experience, and / or
situations where concepts are so embedded in dothiaixthey are disguised or go
unnoticed. The notions of expert practice (Bend®€84; Benner et al.,, 1996) and
knowledge that is embedded in ritual may accounsémme nurses being unable to
articulate how they measure competence. Incommehbiity challenges the

transferability of competencies and may contritiatabstraction and the difficulty of

making comparison.

Sartori (1991) condemns degreeism, claiming thatefuates to the uncritical use of
comparison. Critical thinking is an important facie determining the level of
analysis, and the nurse’s ability to identify cawliction and determine competence.
This has implications related to the determinatioh level and analysis in
comparative evaluation. In CCNA, the occurrencéhed may be influenced by lack
of knowledge of the assessment framework, and @i of criteria that reflect
assessor’s beliefs and values and are influencatidoyurse’s personal philosophy

of nursing.
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10.4 Conclusion

This chapter has discusséige notion ofcritical comparisonand explained the
significance of contradiction in determining praeticompetence in the CCNA
model. It has been argued that CCNA is underpinbgdthe principles of
comparative evaluation, and that these are congmiémthe ideology and processes
inherent in the scientific method. In doing so, ghleis have been drawn between
scientific method, principles of comparative evéilaand the processes inherent in
the CCNA model. Factors that influenogtical comparative analysjgssues related
to validity and reliability of assessment, and itim@lications for using this means of
assessment determining competence have been didcuEee implications for
nursing, limitations of the study and suggestiardtture research will conclude the

thesis in Chapter 11.
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11.1 Introduction

This chapter concludes this thesis by reviewing tesearch aims, identifying
implications for nursing arising from the researahg making recommendations that
if implemented, could contribute to improving thalidity and reliability of
competency assessment processes. The focus of memwhations include
curriculum development, development of competerssessment tools, preparation
of assessors and strategies to promote collaberapproaches between nursing
education and practice in assessing the practicgetence of students. In addition,

this chapter provides an evaluation of the theoy suggestions for future enquiry.

11.2 A review of the research aims

The purpose of this study was to discover and @xplhat was happening regarding
determining competency to practice of completingdttyear BN students in New
Zealand. Using grounded theory, the specific objecof this research was to
develop a substantive theory, which explained tloegsses employed to determine
competence to practice for these students. To aelties, the perspectives of nurses
undertaking assessments of competence on complBtihgvas researched. This
included interviewing nurses and obtaining theidenstanding, and views about
competence, and how this was assessed. The quegtidimg this enquiry was,
“what is happening regarding the assessment of etanpe for completing BN
students”? The responses of the nurses and additrdormation obtained by means
of theoretically sampling of the literature werenthesised through the use of
comparative analysis. This resulted in the emergeoic the substantive theory

represented in the CCNA model.
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CCNA describes the views and opinions of nurseslugd in this research and how
they assess the practice competence of studergseThterpretations are described
in the categories @jathering(Chapter 6)weighing up(Chapter 7)judging (Chapter

8) andmoderating(Chapter 9). The BSPP obmparingunderpins these categories
and facilitates the assessment of students, byviegahe participant’s concern of
not knowing or understanding fully the competenandards used to assess student
practice. The nature @lomparingand how this operates to resolve not knowing the

competency standards or how to assess these ishéeisin Chapter 10.

This research is relevant to the development otatilonal processes designed to
assess competence. The CCNA model provides insighthe factors impacting on
the assessment of process. In order for the aseasgrocess to provide valid and
reliable outcomes, these factors should be addiesBkis is essential if the
profession is to have confidence that professi@tahdards are maintained, and

nursings responsibility to uphold public safetyassured.

11.3 CCNA implications and recommendations for nursg

In illuminating what is happening in practice, thieeory provides information that
can be used to address the challenges associdte@ssessing students. It provides
information that highlights issues, which, if adeked, would make the assessment
process more reliable. The implications of issugsiregy from this research can be
broadly categorised under the headings of: cumoudevelopment, competency
assessment and the development of assessmentgmeparation of assessors, and

relationships between nursing education and pmctic
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11.3.1 Curriculum development

While various educational models underpin curricalad provide students with a
wide knowledge base, undergraduate nursing educptagrammes in New Zealand
are essentially competency-based programmes. Tjeetivle of these is to produce
graduates who have a sound knowledge base, antkdheical skill necessary to
perform nursing care, which meets the NCNZ compstestandards for safe
practice. If a competency-based approach is desttesbe standards should be
explicitly identified in curriculum models, and shd define the structure and
delivery of the programme. To achieve this, the NGddmpetency standards need
to be more than just an assessment framework atlath a theoretical model.
Education should focus on teaching students theinegents for competence, how
this is demonstrated, and how to critically apprgisactice. While this study is not
about critical thinking per se, CCNA may providéelpful framework for teaching
students how to make qualitative distinctionscbynparingexperience to what they
already know, and subsequently identifying contitioins and learning needs. This
may assist students to learn nursing and strengtbanational approaches used to

teach clinical reasoning.

While focusing curricula on the competency stanglamhy not ease the tension
associated with implementing a competency-basegranome in a higher education
setting, it makes provision for content and assessrof this to be directly aligned
with the competency standards. This makes a cleararection between theoretical
preparation, and assessment of professional renemes. It is, therefore,
recommended that curricula be reviewed and, whecessary, realigned and adopt

the NCNZ competency framework as their underpinrstigcture. The realignment
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of curricula in this way may address the tensiotwben delivering a programme
that does not mirror a competency-based design,tlaaderception of nurses in

practice, that students are not prepared to meeighds of the real world.

Further to this, nursing curricula have a tendetwyfocus solely on preparing
graduates to care for patients. More emphasis naedse placed on preparing
graduates for supervisory roles, where, as regdteurses, they will work along-
side and supervise students and other health caneerg. It is recommended that as
progressive development of their educational rotbsd year students refocus
previous studies related to patient education amdnkroduced to the notion of
preceptorship, and to teaching, coaching, and sigiey other heath care workers
(including students). At an introductory level, ghaspect of the curricula should
include the assessment of peers, including andattion to competency assessment,
staff appraisal, performance management of staiffi eonflict management and

resolution.

While it could be argued that these topics areadlyeaddressed in new graduate
programmes, and are more appropriately taught posa registration level, the
current health care context, staffing shortages aasialisation of the work force,
place new graduates in vulnerable positions. Neadggmtes are responsible for
overseeing the practice of other health care wsrked, while it is not advocated
that they should be responsible for precepting asgkssing students, this research
found that many newly registered nurses find théweseundertaking these roles

shortly after appointment.
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Providing students with a more in-depth introductito these aspects of the
registered nurse role may facilitate better undexding of competency standards,
and raise awareness of potential issues regardipgrasion and future roles,
including the management of staff and studentsren8§thening new graduate
programme curricula, and building on preceptorsioipncepts introduced in
undergraduate education, may address issues raiffgd thesis related to the failure
to manage student assessment and progression epfelyp Preparing nurses in this
way for undertaking competency assessment may ssldissues related to lack of
confidence in the current assessment methods, aydreduce the occurrence of
nursesdefaulting and / orabdicating responsibility for precepting and assessing
students. Education on topics such as supervisidrparformance management may
also assist nurses adapt to a changing healthsgatem, where there is an increase
in the employment of health care assistants (Norriéatson, Murrells, Calman &

Redfern, 2002).

11.3.2 Competency assessment and development okasment tools

As previously identified in this thesis, there h® tpotential for tension to arise when
comparative evaluation processes, such as thoseilbes in the CCNA model and
competency-based assessment methods, are usedets gerformance. This can
impact on the validity and reliability of assessma&utcomes (Gonczi, 1995;
Rutherford, 1995). In order to ease this tensiod anhance the validity and
reliability of assessment, a number of importasties related to the construction of

competency assessment tools and accompanying dotatioa must be addressed.
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When a competency-based assessment method is teedyractice standards
(concepts) being assessed, and the criteria (itwig)aused to guide decision-making
need to be clearly defined (Sartori, 1991). Withalgar definition, there is a
tendency for conceptual comprehension to be comigesin Here, the connection
between practice and standards become fragmentedhel expectations of
performance (including level) are not clearly sfiediand / or the assessor is unable
to relate practice to the assessment, the degregntiiesis required to determine if
the assessment criteria have been met intensliiresmore complicated the analysis,
the higher the degree of abstraction is requirethdée connections between criteria
and the practice observed (Vartiainen, 2001). Hmalysis is further complicated
where generic standards are used. This is bechese provide broad statements that
cover multiple aspects of practice, and are difficto measure. In these
circumstances, nurses have to use discretionamymjadt. This is often based on
inference, and it is difficult to determine if tioeitcome of the assessment is a true
judgment of capability, reflective of achievemehpoofessional standards, or if this
is an appraisal of performance based solely on #ssessor's individual

understanding and expectations of competency (Rotide 1995).

This thesis has demonstrated that having standaatiare area specific increases the
validity and reliability of assessment. When theseucan make a direct connection
between the standards, and the practice in whielp #éne involved, the degree of
abstraction and resulting complexity in decisiorkmg is reduced. It is
recommended that consideration be given to adogtieg specific standards. This
would see the re-introduction of specific mentabltte and other practice area

competencies. It would address issues related éadfuirements of competency-
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based assessment previously discussed, and nedobls that are more useful and
accurate for assessing competence. It would aldeeasl the lack of confidence that

some nurses have in the current framework (Walk&asley, 1999).

Further to this, assessors require more guidanssegsment tools should state
clearly what aspects of practice are assessed amd Btandards should be
performance orientated, unambiguous and measurbbleexpressed in terms of
results, not procedures, and not overlap other eadsn(Rutherford, 1995). Due to
the integrated nature of nursing practice, formatptassessments tools that meet
these requirements is very difficult. Area spec#fiandards may address this to some
degree. In addition, performance criteria shoulthitibow the student will achieve
the desired level of practice (e.g. speed, accuraegtness or completeness). Criteria
should mirror the knowledge and skills requirearteet the standard (Gonczi, 1995).
These should take into account the context of mectoe realistic, attainable,
measurable and clearly specify the minimum expet¢oel of practice. Where

applicable quality and quantity should be defin@drfczi, 1995; Rutherford, 1995).

The provision of supporting documentation in thenfoof a user's guide is
recommended to provide assessors with a clear stageling of the assessment
process and requirements. This should includeuattms describing when and how
the assessment is conducted, expectations regaddirignentation of evidence of
performance, and a detailed guide addressing lewklperformance. Level of
performance should outline the degree of autonondy rasponsibility and include
precise descriptors specifying expected practickabieurs for each year of

education. This is an important requirement in carapve evaluation, as the level of
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comparison and expected practice for student pedoce needs to be clearly
defined in order to determine how indicators canweghed. Further to this, if
indicators are not weighted equally, then informatabout this also needs to be
included (Rutherford, 1995). The user guide shantdude information about the
expected conditions or circumstances in which gsessment of performance should
take place, and specify a range of variables. kamgle, expectation of normal
working conditions, the number of patients (inchgliacuity) a student should be
able to care for, and the tasks they should betahledertake competency at various

levels of education.

New Zealand is a small country and there are @dumumber of nursing schools. It
is recommended that consideration be given to tbeeldpment of a national
competency assessment tool (including a users guidiéch meets the requirements
of competency-based assessment identified abowe.d€kelopment of a national
competency assessment format would promote consisie assessment methods.
This, and the establishment of assessment modenaticesses, would contribute to

addressing issues related to the reliability ardiig of assessment.

While implementation of these recommendations @dtify expectations of student
performance, and assist nurses to make judgemembsit astudent practice
competence, they will not completely resolve thesiens associated with offering
competency-based education programmes that aregaeel level in institutions of

higher education.
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As previously identified education offered at degtevel has resulted in curricula
providing a broad knowledge and skill base. Thigunes students to undertake
multiple assessments in theory and practice. Desp exhaustive assessment
process involving assessment of theory and pracsicelents completing nursing
programmes in New Zealand are still required toemtatke a national State Final
examination. This comprises of two ninety-minuteltiple-choice question exams.
While this is designed to screen practice competearad determine eligibility to
register as a nurse, this form of assessment iscaongruent with the NCNZ
definition of competence, which as previously idieed in Chapter one, reflects an
integrated approach to defining competence. Statal Examinations are however,
restricted to assessing knowledge. In determinioghpetence, the assumption
underpinning this form of assessment is that, & student has the knowledge to
answer the question correctly, they will also héwe ability to manage equipment,
implement the technical skills required, and tovje treatment at a level that meets
the standards of practice necessary for the pavisif safe care. It includes
providing care in a manner that is professionalsT$ supported by Neary (2000),
who argues that the true test of the nurse’s coemgetis not their ability to espouse

theory, but rather demonstration of their clinieapertise.

In reality, while examinations may provide a medas testing knowledge and
attempt to assess attitude, they cannot preditt aviyy accuracy the behaviour of the
student in practice, or whether they have thetghii perform. Carroll (1998) claims
that this premise has been argued in New Zealarwt €928, when, at the Annual
New Zealand Nurses Association conference, thetigmesf examination reform

arose. Concern was expressed at that time thabtinisof assessment was “largely a
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test of memory rather than a test of intelligenod ability” (p. 69). This argument

has continued to permeate nursing circles in thistry.

The difference between theory examinations andtiperbased assessment is that
the latter provides a means for assessing persmddutes, appraising the student’s
ability to perform in stressful situations, and derstrate the provision of care. It
also takes into account the context of practicd, the student’s ability to perform in
an unpredictable real life context of the praceowironment. It would appear more
appropriate, therefore, to evaluate competencéanptactice context. This is more
congruent with traditional competency-based asseissmethods and would support

assessment of an integrated definition of competenc

The limitations of a final practice-based assessrmeocompetence undertaken in one
area, and the use of area-specific standards fisctimpetence in one area cannot
assure practice competence in another. While shag concern, the reality is that the
national state final exam provides no better asmaraof ‘fit for purpose’. The

introduction of the HPCAA (2003) has provided arpopunity to revisit the need

for a national examination and empowers the NCNZinplement alternative

assessment requirements as it sees necessaryure @ublic safety. The result of
this research is timely and provides informatioattsupports the review of the
continued use of a national State Final examinatlbris recommended that the
continued use of state final as a determinator ahpetence be discontinued.
Accredited schools of nursing, in partnership wttactice providers should be
empowered to determine whether a student has neetathdemic and practice

competency requirements for the award of the de@egrcurrently they should also
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be assigned the responsibility for determiningibiidy for registration, and whether
students should enter practice as registered nuiéestakeholders (practice,
education, assessors, lecturers and studentspdrave confidence in assessment
methods, it is recommended that they have inpuwi dgetermining all forms of
standardised assessment methods / approachesahdtentdevised as an alternative

to the State Final examination.

11.3.3 Preparation of assessors

While it could be argued that byjoderatingjudgment, issues relating to lack of
understanding of the assessment framework andiarédee resolved, the subjectivity
associated with assessing personal attributesc@mekerns related to the validity and
reliability of assessment outcomes remain. Variamceractice context (Ragin,

1989), and the influence of individual beliefs aradues, mean that there is liable to
be differing interpretations and expectations afisht practice. As a result, there is
no assurance that a student assessment in onefgyesctice by one nurse, will be

consistent with that undertaken in others area®thgr nurses. It is crucial that
nurses have a common understanding of the asses$raprework and a clear

understanding about levels of performance, expeawmtof student practice at
varying stages of education programmes, and thierdifce between these and

expectations of registered nurses performanceribaes.

In order to achieve a measure of consistency iasassent and protect professional
standards, nurses need to be familiar with the NCN&Zpetency framework. This
research supports the NCNZ requirements that nupmesepting students have

completed a preceptorship training programme. ibied that in New Zealand, these
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programmes vary in length and content. It is a meoendation that a national
programme be developed and delivered in conjunctitim the release of a national
competency assessment tool for assessing undeageaditiudents. While the
teaching role associated with preceptorship is maod, this programme should
place more emphasis on competency assessment methiosuring that nurses
understand the competency standards, how thege teléhe context in which they
are working, what the expectations of student pracire in relation to these, and
how the standards might be assessed. These calrsekl provide instruction in
coaching, conflict management and performance nenagt. Courses should
provide an introduction to problems associated witberstanding the language used
in competency assessment, and the expectationso@intentation and record

keeping.

Nurses working with and assessing students alst ciagty about their role and the
expectations associated with this. They need tovkwhat they, and other nurses
involved with students are expected to do, and tiwir roles relate to one another.
A position profile (job description) detailing thele should be developed. In
addition to training, it is recommended that systdm established within the work

place to provide professional supervision for pptoes.

11.3.4 Relationships between nursing education anptactice.

Establishing trusting relationships, and the nediirsing education and practice to
work together in partnership, have been identifiedthis research. The energy
surrounding the debate about whether practice arcatbn should undertake

competency assessment should be refocused toigistiadpla collaborative approach
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and valuing expertise. Collaboration, utilising teepertise of both disciplines of
nursing, and supporting nurses working with stuslerg likely to result in more

accurate assessment.

Increased communication between education andigeast required. Issues related
to the dissemination of information about studeepgration, learning requirements
and capability in practice should be addressedis Itacknowledged that the
casualisation of the workforce, and staff shortaggsct the continuity of student
preceptorship. This has an impact on the colleatibevidence and formulation of
judgements about competence. To increase the #@mtgsdo information, it is

recommended that course materials, including in&tion about expectations of

student practice and assessment, be placed oncpraxttanets.

Teaching and assessing students is a joint redplitysiEducators need to have an
increased presence in practice. They should suppeceptors working with students
and ensure that the students experience is marsggedpriately. This is especially
so when students are having difficulty meeting ttellenges of the practice
environment, and safety is questioned. Providingpsu and establishing an
environment, where nurses feel they can safelyesgptheir opinions of students

could promote honest feedback and more reliablesassent.

Nurse managers in practice need to acknowledgergsponsibility for the part they
play in supporting and contributing to the educatid the profession’s young. This
includes providing placements, and supporting reuvgerking with students. While

it is desirable that preceptors have a minimum wb tyears post-registration
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experience (Benner, 1984), it is acknowledged thatcurrent workforce skill-mix
may not consist of sufficient nurses with this amtoof experience. It is, therefore,
paramount that nurses precepting students havessfody completed preceptorship
training and that their workloads are reduced. Tilsns that nurse managers should
plan to release staff for preceptorship trainingl dake more responsibility for
planning student experiences. Engaging in this @eagonstrates the valuing of
education, supports preceptors to provide quakiyching and supervision, and

protects the safety of patients (Neary, 1999; Spo2801).

Educators working in practice environments needstigport of practice colleagues.
Without honest feedback on student performancey thee disempowered.
Completing competency assessments together wilblenaducators to provide
advice or teaching about competency assessmenbdsetnd provide support for
preceptors. This will support preceptors, faciétatmoderation, ensure that
assessment processes are consistent and resultori@ atcurate appraisal of
performance. In doing so, professional standardspaiblic safety are more likely to

be protected.

The establishment of joint appointments is recondednas a means of providing
support for both educators and preceptors. Nursakimg in coordinator roles,
could facilitate relationships between educatiod practice. By providing education
and increasing understanding of student requiresnénis envisaged that nurses in
this role would establish close working relatiopshwith education and preceptors.
These relationships may facilitate the establishinaéncollaborative and trusting

partnerships (Cooney, Dignam & Honeyfield, 200h)addition, it is recommended
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that representatives from practice are appointedd ansademic committees which
make decisions about student progression. The ctieewill address trust issues by
ensuring that both side’s perspectives are heatdbkshing confidence in decisions,

and reinforcing that practice expertise and profesd judgment is valued.

It is also recommend that a registered nurse beiajppent and over see student
experience in each area of practice. This roledcbelassumed by nurse managers or
a senior staff nurse. These nurses would be redperfsr overseeing the student
experience, collecting and collating evidence, anaviding a consistent point of
contact in practice areas for educators. Having @eeson responsible for
coordinating the student’s experience, collectimforimation and liaising with
education could help to address the issues assdoith the casualisation of the
work force, lack of consistency in preceptorshipd grovide another means of

providing support for nurses working with and assesstudents.

11.4 Evaluating the theory

When reporting research findings, it is traditiob@lreport on the limitation of the

enquiry. According to Glaser and Strauss (196 9uded theory is a methodology
that stands on its own, and due to the nature exdrih there should be no need to
legitimise this, as in grounded theory, the prodegitimises itself. Glaser (1998)

argues that while external quantitative researcbhamons of methodological rigour
applied to grounded theory may allow anotheraedeer to disavow the results” (p.
17), this is inappropriate as grounded theory teaewn criteria of evaluation. These

are fit, workability, relevance, and modifiabiliffGlaser, 1998; Glaser & Straus,
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1967). These criteria are used for evaluating &y of substantive theory. If, in

the final analysis, the theory holds up to the#i@s resolves its legitimation” (p. 17).

Glaser (1998) argues that other than to acknowle¢dgethis theory is substantive
and its generalisability is limited, there is nather need to identify limitations of
this research. | acknowledge that this theory ipragentative of the reality,
knowledge, beliefs and values of the nurses whtigqaaited in this research, and
that my beliefs about, and experience in, educakiawe, through the processes
embodied in conceptualisation, been incorporatetthiendevelopment of this theory,
which remains untested. It is, therefore, importardraw attention to the robustness
of the theory. This has been done by considerireg dbcurrence of the criteria
identified above. The relationship of these criterand their relevance to the
procedures and methods is described in Chapterd4illustrated by participants
comments in section 4.2.12.7 (page 81). These dittewntion to fit, workability,

relevance, and modifiability and highlight the tisrthiness of the research.

11.5 Suggestions for further research

As previously identified in Chapter 2, the litenagigives no assurance that there is a
reliable method of assessing competence. Thetleeiefore, a need for research that
explores the notion of competence in nursing, fisricompetence, and contributes
to the development of valid and reliable tools $sess this. Further research that
would be beneficial would be that which adds to phefessions knowledge base
about the assessment of competence to practicadpsoa means to understand this,

and take action to ensure that professional stasdard public safety are upheld.
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The research outlined in this thesis can be coreideomplete as the categories and
codes have been saturated. This is evidenced iddpth of detail provided in the
properties, and the interconnectedness betweerepts@roperties and categories.
As the theory lends itself to modifiability, furththeoretical sampling would enable
the development of a formal grounded theory. Fangde, the sample could be
widened to include patients and other stake-holqesspectives of competent
practice. The sampling of perspectives on competassessment from other health
professionals (doctors, dentists, physiotheramsid occupational therapists) who
also identify competence as an important profesgi@sue, may provide valuable
information for all these professions. This mayatentribute to the development of
the CCNA model and move this into the next theoattievel. In addition research
exploring the relationship between CCNA and theettgyment of clinical reasoning
may contribute to understanding the role of comjpagaevaluation in relation to

learning in nursing.

11.6 Conclusion

Critical Comparative Nursing Assessment contribatéiseoretical explanation about
how nurses determine the practice competence opletimg Bachelor of Nursing

students. The substantive theory of CCNA was géeanasing a Glaserian grounded
theory approach. This has been presented as a nmadelescribes and explains the
processes utilised by nurses to manage the assssemstudent nurses, and how
this supports and informs decision-makiigpomparingemerged in the form of a

BSPP in this research. This has been explaine@pthdn Chapter 10. The process

of comparing underpins all of the activity described in the rfatategories that
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comprise the CCNA model. These have been explamé&hapters sixGathering),

seven(Weighing up)eight (Judging)and nine Kloderating).

While the majority of nursing research about theeasment of competence focuses
primarily on the development of assessment tobis, research highlights that the
process of determining competence relies on mame #tool. It is not the tool that
determines the outcome of the assessment. It isasgessor and the analytical
processes that are employed that bring about @idaciCCNA explains how nurses
make decisions and provides evidence that nursassidns about competence are
underpinned by more than ‘best guesses’. They appasted by a body of
knowledge and professional experience. Nurses uge ih conjunction with
comparative evaluative processes that align wiikensiic method, to determine

levels of performance, and calculate competence.

This theory acknowledges the influence of individuarse’s experience, education,
and beliefs and values on assessment outcomese Hmes factors related to the
combination of evaluative and competency assessmettiods, the use of generic
competency standards and contextual issues areies@l While nurses have

devised a number of strategies to combat biaspdiential for subjectivity, which

compromises decision-making, remains. CCNA exptsesensions associated with
making competency decisions and how nurses marsg@adsessment process to

ensure that assessment outcomes are reliableiand fa

Based on the professional opinion of the nursesl#ad in this research, and the

literature, recommendations have been made to sugiyf@processes used by nurses
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to determine competence, and reduce the potewtiaditbjectivity. It is envisaged
that these will address the influence of individuairse’'s interpretation and
understanding of nursing, the uniqueness of theemtaand the complexity of the
care environment, and the potential impact thatdHactors have on the validity and
reliability of assessment. In order for these necendations to be successful,
nursing education and practice need to make a dewalceffort to support each other
and work together in partnership to grow the preifess young and strengthen the

education and assessment of students.

This research found that the processes involvedaking professional judgements
about competence are integral to practice, andraaxwguickly that nurses may not
recognise what they do, or be able to articulagéarty how they arrive at decisions.
Despite this, the process that nurses employ teerdakisions, and check the validity
of these, is robust. These are explained in CCMW, gemonstrated in the diligence
applied by nurses to ensure that those peopleiegtéte profession are safe to
practice. Thus, nurses display an awareness amgptacce of the responsibility they

have to uphold professional standards and maiptafic safety.

This research makes four important contributionsstly, it explains what is
currently occurring regarding the assessment ofpteting Bachelor of Nursing
students. Secondly, it explains how nurses forreytabfessional judgements about
competence. Thirdly, the model and concepts idemntihere the challenges and
tensions related to the assessment of competeacanlli how nurses currently
manage these. It suggests strategies that coulcthlemented to further address

issues related to validity and reliability of assaent, and enhance the robustness of
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this. Finally, the theory gives nurses a place tend, and have confidence in
knowing that the judgements they make about competare well founded. It
demonstrates professional judgment is explainable that the method used to
formulate decisions about competence are reasqnadolerly, able to be adapted to
differing situations in practice, acknowledges thdividuality of students, and is

responsive to the demands of the context in whiehassessment takes place.

It is acknowledged that, during the five years \hrtigis research has taken, work has
been undertaken by nurses in practice to alignjdbhedescriptions of nurses with

NCNZ standards. NCNZ has also taken steps to rguiéise competency assessment
framework. While this work has had some impactaising nurses awareness of the

competency framework, further work related to #epect of practice is required.

This work presents a new way of viewing and undeding what we as nurses do in
practice when assessing competence. It is hoped tths research and the
recommendations arising from it, will make a pesitcontribution to this, and to the
development of competency assessment processesufeing students in New

Zealand.
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui
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MEMORANDUM

DATE: . March 22, 2004
TO: Patrea Andersen
FROM: Allison Kirkman, Convener, Human Ethics Committee

SUBJECT: APPLICATION FOR ETHICAL APPROVAL: Determining
Competency for Entry into Nursing Practice

Thank you for your application for ethical approval, which has now been
considered by the Standing Committee of the Human Ethics Committee.

Your application has been approved and this approval continues until 30
March 2007.

Best wishes with your research.

Allison Kirkman
Convener
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17 June 2004

Waikato Ethics Ref No: 04/05/042

Please include the reference number and study title in all correspondence
Patrea Anderson

18 Raniera Place

ROTORUA

Dear Patrea

Determining competency for entry to nursing practice

Investigator: Patrea Anderson
Reference: WAL/04/05/042

Waikato
Ethics Committee

PO Box 1031

HAMILTON

Delivery Address:

C/- Ministry of Health

Level 3, BNZ Building

354 Victoria Street, Hamilton

Telephone (07) 858 7021
Facsimile (07) 858 7070
Email juliana_smithells@moh.govt.nz

The above study has been given ethical approval by the Waikato Ethics Committee.

Approved documents
Appendix 2 - Letter to Participants

Appendix 3 - Participant Information — Informed Consent Form and Declaration

Appendix 4 - Interview Guide
Appendix 5 - Confidentiality Declaration

Certification

The Committee is satisfied that this study is not being conducted principally for the benefit of
the manufacturer or distributor of the medicine or item in respect of which the trial is being

carried out.

Accreditation

The Waikato Ethics Committee is accredited by the Health Research Council and is
constituted and operates in accordance with the Operational Standard for Ethics Committees,

March 2002.

Progress Reports

The Study is approved until 1 March 2007. The Committee will review the appr(’)ved

application annually. A progress report is required for this study by May 2005 and thereafter
on an annual basis. You will be sent a form requesting this information prior to the review
date. Please note that failure to complete and return this form may result in the withdrawal of
ethical approval. A final report to be lodged in April 2007.

Amendments

All amendments to the study must be advised to the Committee prior to their implementation,
except in the case where immediate implementation is required for reasons of safety. In
such cases the Committee must be notified as soon as possible of the change.

Accredited by Health Research Council
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Page 2

General

It should be noted that Ethics Committee approval does not imply any resource
commitment or administrative facilitation by any healthcare provider within whose
facility the research is to be carried out. Where applicable, authority for this must be
obtained separately from the appropriate manager within the organisation.

We wish you well with your study.

Please quote the above ethics committee reference number in all correspondence.

Yours sincerely

L ez
A

P
Y b a i =
/4

Peter Allan
Chairman
Waikato Ethics Committee
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Bay of Plenty
Ethics Committee

234A The Strand
National Bank Lane
Whakatane

Ph/Fax 07 308 5026
Email: adcam@ihug.co.nz

April 23, 2004

Patrea Andersen
18 Raniera Place
ROTORUA

RE: Determining competency for entry to nursing practice.
Investigator: Patrea Andersen
Centre BOP site specific BOP/04/03/018

The Bay of Plenty Ethics Committee considered the above application at its meeting of
the 13™ April, and advises that the above study has been given ethical approval by the
Bay of Plenty Ethics Committee

Approved Documents
- Patient Information sheet (undated) for Patrea Anderson. Victoria University
of Wellington
- Letter to Participants

Accreditation
This Committee by the Health Research Council and is constituted and operates in
accordance with the Operational Standard for Ethics Committees, March 2002.

Progress Reports

The study is approved until 1% March 2007. The Committee will review the approved
application annually. A progress report is required for this study on 23 April 2004. A
final/progress report is attaché for copying. Please note that failure to complete and return
this form may result in the withdrawal of ethical approval. A final report is also required
at the conclusion of the study.

Requirements for SAE Reporting.

Please advise the Committee as soon as possible of the following:

e any study in another country that has stopped due to serious or unexpected adverse
events
withdrawal of Investigational product from continued development
withdrawal from the market for any reason
all serious adverse events which result in the investigator or sponsor breaking the
blinding code at the time of the SAE or which result in hospitalisation or death.

Accredited by Health Research Council

338



Appendices

Amendments:

All amendments to the study must be advised to the Committee prior to their
implementation, except in the case where immediate implementations is required for
reasons of safety. In such cases the Committee must be notified as soon as possible of the
change.

General

It should be noted that Ethics Committee approval does not imply any resource
commitment of administrative facilitation by any healthcare provider within whose
facility the research is to be carried out. Where applicable, authority for this must be
obtained separately from the appropriate manager within the organisation.

Please quote the above ethics committee reference number in all correspondence.

Yours sincerely,

o gl

M Carol Campbell
. Committee Administrator
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Whare Takiura

waiariki

INSTITUTE OF TECHNOLOGY

26 March 2004

Patrea Anderson
18 Raniera Place
ROTORUA

Thank you for sub esear 1 i locun to the Waiariki
ol of Nursing

and Health Studi the Waiariki
Institute of Techno%&m

The meeting is pleased to ¢

m ¥ your project
should proceed without hindrance at Waiariki Institute of Technolo

Waiariki Institute of Technology - Whare Takiura ¢ Mokoia Drive, Rotorua e Telephone: 64 7 346 8999
Facsimile: 64 7 346 8768 o Private Bag 3028, Rotorua, New Zealand e www.waiariki.ac.nz
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Wintec

WAIKATO INSTITUTE OF i GY
~ TeKuratini o Waikat e

®

W-Block cnr Nisbet &Tristram Streets or
cnr Tristram & Ward Streets

Private Bag 3036

Hamilton 2020

Telephone 07 834 8841

Fax 07 834 8884

e-mail : research @wintec.ac.nz

Wednesday 2 June 2004

Patrea Andersen
18 Raniera Place
Rotorua

Dear Patrea

Re: Your Project “Determining competency for entry to nursing practice”
Request for persmisson to conduct research involving Waikato Polytechnic
staff and/or students

The attached 2 copies of e-mails are forwarded for your information and noting confirming
“approval” for your above request.

Yours sincerely

(4

Fay:
Research Administrator
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Recruitment notice — Invitation to participate
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8

Determining competency to practice of
completing third year Bachelor of

Nursing students in New Zealand.

This research is being completed as part of dadtstudy.

The aim of the research is to discover and expldat is happening
regarding determining competency to practice of gletmg third year
Bachelor of Nursing students.

Participants must be Registered Nurses who have years post
registration experience and have been involved hiea tompetency
assessment of completing third year Bachelor adingrstudents.

Focus group or individual interviews will be usedcbllect data.
If you are interested in participating in this rassh further information
can be obtained by attending the research infoomaession on (date /

venue to be identified). Alternatively contact tiesearcher directly.

Patrea Andersen

18 Raniera Place Rotorua
Ph (07) 3468753
andersep@waiariki.ac.nz

NOTE: Participation in this study is voluntary. All mimation
participants choose to contribute will be kept oderhtial
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8

L etter to invitation

Dear Colleague

You are invited to participate in research thatm andertaking as part of my
Doctorial studies. The aim of the study is to dismoand explain what is
happening regarding determining competency to jmeadf completing third

year Bachelor of Nursing students in New Zealand.

Your experience as a Nurse Educator / Cliniciaer(idy as appropriate) will be
valuable to identify the information required. éctis group comprising of you
and 5-7 of your colleagues will discuss issues asunding competency
requirements for beginning practice and the praessed to assess this. This
discussion and the data generated will be recootledudiotape and backed up
by note taking. It is anticipated that the discosswill last approximately two
hours.

Participation in this study is voluntary, and yoayrwithdraw at any time. All
information you choose to contribute during thisssen will be kept confidential
by the researcher and their assistant. In the evkpublication of the study
results, the identity of all of the participantsilwbe protected. Information
obtained will not be utilised to compare and castirthe practices of the
institutions that the participants represent. Th&advill be pooled and findings
discussed in an aggregated manner. At the encedttidy participants will have
access to a copy of the results. Data will be lsggure and destroyed after ten
years in accordance with Victoria University reseaiequirements.

If you are interested in participating in the stuglease complete the attached
form and return this to me before (date to be idfied) | will contact you and
provide further information.

Thank you for your consideration

Patrea Andersen
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

AF5

Participant response form

Dear Patrea
| am interested in participating in your researbbuwt determining competency to

practice of completing third year
Bachelor of Nursing students in New Zealand.

NAME:

ADDRESS:

PHONE:

E-MAIL:

Please return this form to Patrea Andersen by (dabe identified)
(Address supplied)

345



Appendices

Appendix C

Participant information

Informed consent form and declaration
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8

Informed Consent Form and Declaration

Participation in this study is entirely voluntafull-informed voluntary consent
will be obtained before the commencement of thdystilrhe participants should
be aware of the purpose of the study (graduateykttite nature of the research
methodology and the possibility of the publicataiesults.

Purpose of the study

The purpose of this study is to discover and erplaiat is happening regarding
determining competency to practice of completingitigear Bachelor of Nursing
students in New Zealand.

Invitation to participate

o

Thank you for expressing an interest in participgin the above-mentioned
study. The discussion in the form of a focus grouprview will take place
as outlined below:

Date:

Time:

Venue:

It is anticipated that your participation in thisudy will require
approximately two hours.

The procedure

o

The interviews will provide opportunity for the esgcher to gain insight into
the opinions, beliefs and values of a particulapypation. In this research
data will be collect from nurse educators and cians about competency
assessment processes, how competency is deter@amgedsues impacting
on this

A series of separate focus group interview willused to collect data from
nurse educators and clinicians.

Participants will be invited to discuss their bfdieand ideas about
competency requirements and what is happening degarcompetency
assessment processes with a group of 5-7 of thensp

The interviews will be semi structured. The reskarcwill act as the
moderator of the group process and will only inéexe to refocus the group
discussion, invite reticent participants to speaktart the discussion should
this stop, or to clarify issues.

The interview schedule will be conducted in twotpaf he first 15 minutes
of the focus group interview will involve the inttaction of group members
and explaining the procedure to be undertaken. nguthis time the
biographical details of the participants will bellected. The primary
information required will include: registration 8ia, postgraduate
qualifications held, number of year post registmatexperience, and area of
specialty practice / experience. The following 9@numes will be spent
discussing your experience in assessing competenpyactice. This could
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o

include an exploration of the processes used tesassompetency, how this
iIs determined (e.g. criteria / evidence of perfanogg, factors that help or
hinder the assessment process and information yoanabout how you think

the assessment process could be further develapedkgded). The final

15mins will provide the researcher with time torifla(if necessary) any

issues / points of discussion and conclude thervie@ by thanking the

participants.

Participants will receive a copy of the resultshaf research.

Confidentiality and anonymity

o

o

o

o

Confidentiality of the collected data, data anayand the report will be
maintained.

Information obtained willnot be utilised to compare and contrast the
practices of institutions that the participantsresent. The data will be
pooled and findings discussed in an aggregated enamith no reference to
geographical area, educational facility or DHB thadrticipants may
represent.

In the event of the publication of the results frins study, identities of the
participants will be protected.

All data will be kept secure for 10 years, afteriaghhtime this will be
destroyed.

Participants rights

o

o
o

The study will not require participants to undeeanything that would be
contrary to the Nursing Code of Ethics

Participation in the study is on a voluntary bagisere will be no coercion.
Participants may withdraw from the study at anyetifwithout fear of
repercussion).

348



Appendices

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8

Consent to participate in the study

Determining Competency for Entry to Nursing Practice

I have read all the information attached and h&dngl queries answered. My
signature below indicates that | have been informmédand understand the
nature, purpose and requirements of the study, that | have decided to
participate.

Signature of participant: ~ ------------m- e Date ----------

Signature of the researcher: ---------------——-—--- Date ----------
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Participant demographic profile sheet
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

ITH

Interview:

Determining Competency to Practice
Participant Profile Sheet

Personal Details
Please complete the following:

Name:

Address:

Phone :

E-mail:

Gender:
Please tick as appropriateO Male O Female

Ethnicity:

Using the ethnicity coding guide on the reverse sifithis paper, please
identify which ethnic group or groups you most elgsdentify with.

Professional Qualifications and Education

Registration status:

First Nursing Qualification:
Please tickvhat best describes yofirst nursing or midwifery qualification

O Hospital based training — registered nurse (adgaries)
O Diploma of Nursing — comprehensive

O Diploma in Midwifery

O Degree in Nursing / Health Studies

O Degree in Midwifery

Post registration
Qualifications:
Please identify you highest nursing or health esladucational qualification.
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Continuing Education:
Are you currently undertaking studyPlease tickO Yes O No

If you are currently studying toward a Nursing oidiifery qualification,
please tick the qualification you will gain on sassful completion (if other
please identify)

O Bachelors Degree O Post Grad Cert (masters level)

O Masters Degree O Post Grad Diploma (masters level)
O Doctorate

O Other

Professional practice and employment

Number of years nursing experience since registrain:

Number of years of experience involved in competeyic
assessment:

Employment:
Please tick as appropriate O Fulltime O Part time

Identify hours worked in a typical
week:

Current employment
setting:
Using the employment coding guide on the reveide af this paper, please
identify which employment setting best describegrehyou work. If more
than one estimate % of time in each.

Practice

area Using
the practice coding guide on the reverse sideisfgfiper, please identify
which practice area / specialty best describes yauik.

Would you like a transcribed copy of the grouimtew you participated in?
(please tick)
O Yes O No

Would you like a letter for your portfolio whichedtifies your involvement
in this study as a research participant?
O Yes O No

In accordance with ethical approval Aluhformation provided will be kept
confidential and in a secure place.

Thank you for your participation in this research ©
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Interview quide
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Interview Guide

Explain research

Although patrticipants will have already had theessh explained to them
and have voluntarily signed informed consent forimsfore the interview
process commences, the following issues are regtband participants given
a further opportunity to ask questions and sedafkficiation if needed.

- Research purpose and aim

- Issues related to participant consent
- Confidentiality

- Publication of results

- Participant rights

- Withdrawal from the research

- Interview process / tape recorder

Interview questions guide

Before questioning commences, participants are raadee that there is no
right or wrong answer. Their account / story is artgant and that it should be
considered that the researcher has no prior kn@sled

Sample questions

- Tell me about what's happening in your area of ficacregarding
competency assessment of students?

- What experience have you had with this?

- Can you tell me more about ...?

- What happens when ...?

- ldon’t understand...can you explain...?

- Is there anything else that you think is important?

- In a previous interview a participant said that..whdose this fit with
you?

- We've covered a lot of ground and it will take noene time to work my
way through the content of this interview. May Ino® back to you if |
have further questions?

Interview conclusion
Thank participants for their contribution
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Transcriber Confidentiality Declaration
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8

Confidentiality Declaration

I, the undersigned, hereby declare that in thege®of transcribing data collection
tapes for the research undertaken by Patrea Andersell keep confidential any
information that relates to any person, hospitalycational institution or other
agency that is involved with the research. | ackedge that | am an agency for the
purposes of the Privacy Act 1993 and accordingljeutake to observe provisions of
that Act and in particular the Information Privaeyinciples contained in Section 6
of that Act.

Signed: Print Name: Date:
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Appendix G

Transcription template
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Transcription template

Memo

Code

Transcription

Line

Adapted from: Browne, J., & Sullivan, G. (1999).aysing in-depth interview data
using grounded theory. In, V. Minichello, G. Sudliv, K. Greenwood, & R. Axford.
(Eds.).Handbook for research methods in health scienggs.576-611). Sydney:
Addison-Wesley.
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Appendix H

Data management and audit trail
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Example of data management and audit trail systenof tracking

data associated with emergence of codes

Code

Data/ Text reference and number

Comparing

Comparing own PJ with other staff's 12-172, 11-586¢

590

Sharing concerns and comparing outcome confirmsg
11-602

Comparing practice of year 1 and 2 students tondef
difference in levels of practice 11-536

Comparing how well student behaviour and skills fit
the team 13-616

Comparing student performance with that of other
students 11-755, 80-808

Comparing previous student performance with curr
11-760

PJ = constant comparative analysis 12- 157
Comparing measures competency 11-604, 609
Comparing used as a discriminatory measure in
competency assessment 11- 807

Comparing informs PJ — provides ability to pickap
where students are at 12-614

Quite a personal thing 12-614

Comparing - Its human nature to compare 12-1045
Comparing - We do it all the time 12-158
Comparing descriptors in student assessment form
assist development of awareness of practice
requirements 11-529-531

Comparing is part of “weighing up” 12-1046, 1047
Comparing is norm referencing 13- 609

Element of comparing when measuring competenc
13-604, 609

5 PJ
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Appendix |

Example of data management and audit trail systenof end of each
stage of analysis
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Example of data management and audit trail systenphotographs)
for end of each stage of analysis
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