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Synopsis 
 

This study investigates the uniqueness and importance of the Australian National 

Competency Committee (ANCI) competencies to nurses and other health 

professionals. Very few Australian studies (Battersby, 1994; Hearn, Smith, Southerly 

& Close, 1995) have addressed this issue. Although there is widespread confusion of 

the term “competency”, professional bodies regard competency standards as a 

process for supporting the integrity and control of their respective professions. The 

problem is that there is confusion across the health professions about competencies 

and their agenda. ANCI suggest that the nursing competencies reflect unique 

characteristics of nursing as well as those common with other professions. However, 

competencies that are unique to nursing have not been identified. ANCI have also 

not identified how competencies can enhance the development of nursing as a 

profession. The identification of differences in perceptions of uniqueness and 

importance of the ANCI competencies within nursing and across health professional 

groups may contribute to the debate on what is needed to achieve competence and 

those factors that may influence nursing autonomy, education, and future 

professional development. This study is important to assist in the identification of 

nursing as a profession in its own right. It will assist the arguments for and against 

economic reform in professional education courses and transfer of skills and 

competence across professions. 

 

This study compares the perceptions of nurses, physiotherapists, speech pathologists, 

and occupational therapists about the uniqueness and importance of the ANCI 

competencies to their professions. Participants completed a questionnaire that listed 

the ANCI competencies. They were asked to rate each competency first on 

uniqueness to their profession, and second, on importance to their profession. Two 

surveys were conducted; one in 1997 and the second in 2000. Surveys examined any 
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change in perception over time by different cohort groups. The study takes a 

quantitative approach to data collection and analysis. Inferential analysis determined 

statistically significant differences and similarities of the four participating health 

professional groups. The differences are examined in relation to the characteristics 

that define a profession and implications for nursing are examined in relation to 

research, autonomy, and patient advocacy within an evidence-based practice 

framework. 

 

Eight hundred and thirty-one of questionnaires distributed were used in this study. 

The results showed that nursing emerged as significantly different to the other three 

health professions on perception of uniqueness of the competencies. Nineteen of the 

sixty-five competencies were perceived by nurses to be more unique to the nursing 

profession. This perception of uniqueness was found across all the four domains of 

the ANCI competencies. Although ANCI (2000) claimed that the competencies 

reflect the unique characteristics of nursing these characteristics have not previously 

been identified. This finding provides some support for the claim made by ANCI by 

identifying those competencies nurses perceive as more unique. 

 

The study findings showed also that the four participating health professions rated 

the ANCI competencies as important. However, there was a significant difference 

between nurses and the other three professional groups on the ratings of importance 

of the competencies of professional and ethical practice. The study found that nurses 

rated the competencies of this domain as more important than the other three 

professions rated these competencies. 

 

The findings indicate that the rank orders of importance of the competencies are 

different across the four professions. This reflects and indicates the different 

priorities and work roles of each of the four professional groups. It is interesting as 

well as being of concern to nursing that the participating nurses ranked research and 
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management of care as being the least important of all of the competencies. This 

finding may help to explain why nursing research has been slow to develop in spite 

of changes to nursing education. Nurses have a subordinate past and are often 

described as doers rather than thinkers. It appears that this may not have changed. 

Current practice also reflects a dependency on other health professions such as the 

medical profession (Adamson & Harris, 1996).  

 

Finally, the study found that there was no change in nurses’ perceptions of 

uniqueness over time. However, there was a slight increase in the nurses’ ratings of 

importance of Critical Thinking and Analysis. There were no statistical significant 

differences for age, gender, year of graduation, state of residence, and employment 

status. 

 

The discussion chapter commences with an outline of the perceived importance of 

the competencies across the different health professions. Discussion compares the 

findings and methods of two important Australian studies of competencies 

(Battersby, 1994; Hearn et al. 1995, 1996) to this study. 

 

Discussion examines professionalism and identifies areas where nursing’s 

perceptions of the competencies meet the criteria of a profession and where the four 

health professions have similar and different perspectives and qualities. Six 

characteristics of a profession that are discussed in relation to the perceptions of the 

ANCI competencies are: high intellectual functioning, special body of knowledge, 

responsibility and accountability, code of ethics, autonomy, and collegiality. 

 

The third part of the discussion highlights the implications of this studies’ findings in 

relation to ANCI competencies as an evaluation tool, the empowerment of nurses, 

generic courses, scope of nursing, professional development, and curriculum 

development. 



 xi

 

The thesis concludes by arguing that 1) The ANCI competencies have the potential 

to increase the professionalism of nursing; 2) Nurses value accountability and 

responsibility, the code of ethics, and collegiality; 3) Nurses appear uncomfortable 

with the concept of autonomy; 4) Nurses undervalue high intellectual functioning 

and the importance of a body of knowledge; and 5) Perceptions are influenced by the 

context of competencies. 

 

The final chapter highlights a number of recommendations for nursing practice that 

include the need for further investigation of the uniqueness of the ANCI 

competencies. It is argued that there is a need for a number of changes to the ANCI 

competency list as well as a greater emphasis on research and management of care 

and support for discipline specific courses. 

 

It is apparent from the findings of this study that nursing education and clinical 

practice would benefit from the placement of more emphasis on the importance of 

research. Furthermore, nurses need to take better responsibility for pursing 

opportunities and funding for research and practice management. It is concluded that 

nursing research will increase the body of knowledge for the profession and will also 

increase professional autonomy with an outcome of better client care. Nurses need 

encouragement from administrators and educators to value management of care and 

the nursing process, as this will also encourage independence and quality of care 

provision.  

 

It is argued that commonalities in the perception of uniqueness and importance of 

competencies are not grounds for politicians to suggest the implementation of 

generic health professional courses. The commonality of the competencies being 

important to all four professions can be attributed to the complex nature of nursing 

practice, which captures aspects of other health professional roles and many of the 
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competencies contribute to the characteristics that define a profession. There are 

differences in the rankings that can be attributed to the nature of knowledge, context, 

and priorities of the different professions. Each profession has its own governing 

body that ensures its members obtain an acceptable standard of professional 

competence and education. It has, and always will be, the responsibility of the 

profession to shape the service it provides (Pyne, 1998). This study highlights 

nurses’ perceptions of competencies. The recognition of these perceptions could be 

used to guide nursing’s strive toward autonomy, professional development, and 

recognition as a profession in its own right. 
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Glossary of key terms and Abbreviations 
 
The following provides a list of key terms and abbreviations used throughout this 
thesis.  
 
ANC    Australian Nursing Council. 
 
ANCI    Australian Nursing Council Inc. 
 
ANF    Australian Nursing Federation. 
 
ANRAC   Australasian Nurse Registering Authorities Conference. 
 
ANTA   Australian National Training Authority. 
 
AQF    Australian Qualification Framework. 
 
Competency  The ability to fulfil the nursing role effectively and/or expertly 

across the whole range of competencies applicable to the 
nurse which result in effective and/or superior performance 
that is judged to be appropriate for the level of the nurse being 
assessed (ANRAC, 1990, Vol.1). 

 
Domain  “A cluster of competencies that have similar intents, 

functions, and meanings” (Benner, 1984, p.293). 
 
Element   A segment of a unit of competency (NTB, 1992). 
 
EN    Enrolled Nurse. 
 
Generic Competencies Base level competencies to be used in all occupations 

(National Board of Employment, Education and Training, 
1996). 

 
NCAP   Nursing Competencies Assessment Project. 
 
NOOSR   National Office of Overseas Skills Recognition.  
 
NTB    National Training Board. 
 
RN    Registered Nurse. 
 
Unit  A discrete component within a standard. It comprises elements 

of competency (NTB, 1992). 
 
VET    Vocational Education & Training. 
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Chapter 1: Introduction 

 

 

The Problem 

There appears to be confusion across the health professions about competencies and 

the agenda that surrounds them. A search of health and education computerised 

databases and an Internet search from 1990 to the present revealed that the 

Australian nursing literature demonstrates a significant absence of discussion on the 

uniqueness to nursing of the Australian National Council Inc (ANCI) list of beginner 

level registered nurse competency standards. There is also an absence of literature 

that discusses the importance of competencies for other health professionals who 

work closely with nurses in the clinical settings. ANCI (2000, p.2) state that the 

nursing competencies “reflect the unique characteristics of nursing as well as the 

broader attributes nurses have in common with other professions and occupations”. 

However, ANCI have not attempted to identify which of the nursing competencies 

are unique to nursing or those common with other professions. The identification of 

unique nursing competencies is important to the profession because the future of 

nursing as a unique discipline is being challenged and work traditionally carried out 

by nurses is being relegated to non-nursing personnel. Nagle (1999) argued that 

patient care assistants, or generic health care workers who have little or no formal 

training were substituting as many as 50% of registered nurses. While this is a 

common occurrence in Australian aged care similar trends have emerged in some 

acute care settings.  

 

Sherwood (1999) argued that there is a lack of recognition of the role of nurses 

within health care organisations and that educating others about uniqueness can help 

shape the future of nursing. It is unclear also in the ANCI literature how 

competencies can be used for the development of nursing as a profession. A 
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necessary first step in recognition of the nurse’s role is to identify the uniqueness and 

importance of the competencies to nursing.  

 

Nursing is more advanced in its development of competencies than any other health 

profession. This development has been driven by a need to rectify problems related 

to variations between state and territory registering authority’s requirements for 

registration and enrolment standards in Australia (ANCI, 2000). Benner (1984) a 

North American Scholar made a significant contribution to identifying nursing 

competencies and domains and also had an influence on the development of the 

ANRAC (Australasian Nurse Registering Authorities Conference) competencies 

(NSW Nurses Registration Board, 1992). ANRAC refer to the work of Benner 

several times in describing their research project in relation to the conceptualisation 

of the division of nursing practice and competencies from novice to expert. The 

Australian nursing profession published their first list of competencies for beginner 

level registered nurses in 1990. Other health professions such as speech pathology 

(Speech Pathology Australia, 1994), and physiotherapy (Australian Council of 

Physiotherapy Regulating Authorities, 1994), published their competencies in 1994. 

Occupational therapy and medicine have yet to publish a specific list of 

competencies. 

 

The ANCI competency standards for beginner level registered nurses facilitate 

registration and enrolment for both Australian and migrant nurses. Although their 

importance is acknowledged, Brown (1994) argued that competencies pose a 

significant risk to Australian nurses in relation to professional autonomy, education 

and development as a result of the Federal government’s agenda towards generic 

courses, generic qualifications and career pathways. Brown argued that the nursing 

competencies might not be unique to nursing. She contended that many of the 

nursing competencies could be applied to other health professions and suggested that 

this diminished the uniqueness of nursing. It is important for the future of the 
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profession to explore such claims as well as to contribute to the body of knowledge 

and research in the area of competencies. 

 

Establishing and implementing competency standards of practice is a major function 

of a professional organisation and clearly reflects the specific functions and activities 

that nurses provide, as opposed to the functions of other health workers (Kozier, Erb 

& Blais, 1992, pp.11-13). The ANCI competencies have not yet been investigated in 

relation to other health workers or the characteristics of a professional organisation. 

This study aims to increase nurses’ awareness of the relationship of the ANCI 

competencies to other health professionals and professionalism. 

 

Overview of this thesis 

This introductory chapter argues that the competency movement is not characterised 

clearly. A blurring of boundaries need to be identified, discussed and addressed. This 

problem is discussed in relation to the uniqueness and importance of nursing 

competencies and contends that although there is considerable confusion in relation 

to the term ‘competency’, there is a strong drive toward the use of competencies and 

yet their potential to define the scope of nursing as a profession has not been 

addressed adequately. This chapter outlines the background to the problem, the 

rationale for the study, and the importance of this research for the nursing profession. 

The meaning of competencies as identified in the literature is discussed with 

reference to the different conceptions of competence. A brief overview of the 

competency agenda is provided. 

 

Chapter two critiques the competency literature and outlines the Australian 

Government goals and agenda in relation to the competency movement. Chapter two 

aims also to present an analysis of the competency debate and to identify the ways in 

which nursing is part of this movement through discussion of competency 

development and the issues in relation to nursing as a developing profession. 
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Chapter three outlines the method used in this research to investigate aspects of the 

ANCI competencies that are unique and important to nursing. The issues outlined 

include, sample, questionnaire development, administration of two national surveys, 

ethical approval, and approach to data analysis. This study takes a quantitative 

approach to data collection and analysis. Descriptive analysis describes the 

biographical characteristics of participants from four health professions. The 

approach to inferential analysis to determine statistically significant differences and 

similarities is also outlined. 

 

Chapter four reports on the findings of this investigation. The sample consisted of 

randomly selected groups of registered nurses, physiotherapists, occupational 

therapists and speech pathologists. One-way ANOVA and multivariate analysis were 

used to examine data of both surveys for correlations and relationships between the 

health professional groups, their characteristics, and perceptions of ‘uniqueness’ and 

‘importance’ of the ANRAC and ANCI competencies.  

 

Chapter five discusses the findings in relation to the competency literature and 

outlines implications for the nursing profession. The rank order of the ratings of 

uniqueness and importance is significantly different across the four professions and 

across the domains of competencies. The elements of the units also influenced the 

perceptions of uniqueness and importance. The reasons for the differences are 

discussed as well as the implications of these. An important implication relates to the 

potential role of nursing competencies to define the scope of nursing as a profession; 

and yet the low perception of importance of some competencies may hinder 

professional recognition, autonomy, and development. The limitations of the study 

are also discussed in relation to professional education and practice. 
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Chapter six presents the conclusions and recommendations drawn from the findings. 

Furthermore, explanations for the findings and contributions to nursing knowledge 

are outlined. Finally, recommendations for changes in practice and education and 

future research are proposed. It is argued that nursing associations, educational 

institutions and practice settings need to place greater emphasis on the importance of 

nursing research. There is a need for greater encouragement for professional 

development of self, and the assumed role in the management of care. Furthermore, 

the thesis contends that ethical and legal responsibilities and recognition of clients’ 

rights are highly valued by nursing and that these have the potential to change 

practice and the attitudes of the profession. These values can contribute to the 

recognition of nursing as a profession and contribute to the debate related to 

responsibilities, safe practice, delegation and the increasing role of untrained 

personal care attendants in health service delivery. 

 

Background to the problem 

Publication in 1990 of the nationally agreed minimum level of competencies for 

Australian registered nurses (RN's) and enrolled nurses (EN's) occurred around the 

same time as the Commonwealth and State Government Ministers of Australia 

commissioned the Finn (1991) and Mayer (1992) reports. These reports contained 

recommendations on the future of post-compulsory education and training and 

referred to generic competencies as base level competencies to be used in all 

occupations (National Board of Employment, Education and Training, 1996). The 

Mayer Committee defined generic competencies as attributes that are separate from 

specific occupational competencies. Both the nursing authorities and Federal 

government aimed for the development of base level competencies for beginning 

practitioners. The government’s agenda centred on economic reform and career 

pathways while the nursing profession argued from a position of registration and 

enrolment standards. Although the nursing profession spent a considerable amount 

of time and effort developing and validating nursing competencies, and there is 
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widespread acceptance of this movement, the profession has not yet investigated the 

extent to which nursing competencies are specific to nursing or whether they have 

contributed towards improved practice or registration standards. These assessments 

need to be made in order to plan for future development of competencies or changes 

that may need to be made to the current standards. 

 

Very few studies have addressed the likelihood that some competencies may be 

equally important to several professions. Battersby (1994) for example, was 

interested in the emphasis that educational literature placed on the identification of 

generic skills. His study aimed to identify generic skills, attributes and values of 

graduates of a health faculty at a regional university. He used the Delphi technique 

and a small sample of 82 graduates to identify a set of 14 generic characteristics 

deemed important to several health professional groups including nursing, 

occupational therapy, radiography, gerontology, health science management, and 

health information management. Battersby ranked and listed the overall means of 

each generic characteristic but did not list the rank order or means given by each 

professional group. The implications are that although there are similarities in 

competencies, there may also be professional group differences in the means or rank 

order, which have not been identified. This omission by Battersby (1994) makes it 

difficult to make comparisons of findings across disciplines.  

 

The wording of the competencies in different studies and by different professions 

makes it difficult to make comparisons. For example, it is not possible to identify if 

any of Battersby's (1994) 14 generic competencies are reflected in the ANCI (2000) 

list of competencies, as each author expresses the competencies quite differently. 

The lack of comparability of results across studies therefore needs to be addressed in 

research in order to form a comparative basis for future studies. Research is required 

to contribute to that basis by using an established set of competencies. In the present 

study detailed constructs of the competencies are investigated from a comparative 
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perspective across the professions, differences as well as similarities are 

investigated, and the value of the relationships between the competencies and 

domains are identified. 

 

Another Australian study which addressed the importance of competencies was 

Hearn, Smith, Southerly and Close (1996), who claimed that the literature examining 

a number of different professions (nursing, medicine, law, and management) all 

addressed similar domains of competence. The common domains are identified as 

communication, interpersonal and social skills and abilities, problem solving, 

decision-making, and leadership. Hearn et al. (1995) inferred that there is a generic 

nature to the domains as a consequence of their names rather than conducting any 

empirical research thereby limiting the scope for research.  

 

Like Battersby (1994), Hearn et al. (1996) did not discuss any differences in the 

ratings of importance of the competencies between professions. Although 

respondents rated the importance of 80 competencies, the ratings were not analysed 

separately, but clustered into domains using a factor analysis (Hearn et al., 1996). 

The domains were given names and the commonality of the name given to each 

domain was then compared to the names of the domains individual professions had 

given to their competency domains. Hearn et al. (1996) made inferences about the 

names of the domains from those found in the literature and without consideration of 

the competencies within those domains. Furthermore, Hearn et al. did not examine 

the extent to which the different professions clustered the competencies in a similar 

way. In addition, there were no means or rankings of the domains or competencies 

for the different professions. For example, it is expected that nurses’ ratings might 

have higher means for competencies relating to client orientation. 

 

ANCI (2000) claim that nursing competencies contain attributes common to other 

professions and occupations. Specific commonality is however not explained by 
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ANCI. In contrast to the work of Battersby (1994), Hearn et al. (1996), and ANCI 

(2000), the present study seeks to highlight some of the significant differences 

between the health professions’ perceptions of the uniqueness and importance of the 

ANCI competencies. It aims to address the limitations of previous research and to 

identify how perceptions of competency can contribute to outcomes of practice and 

professional status.  

 

Rationale for the study 

The practice of nursing often overlaps with the practices of other health groups. 

However, nursing has made considerable effort in the past to differentiate itself from 

medicine, define itself as a unique discipline through the development of nursing 

models and theories, the nursing process and nursing diagnoses, and to limit further 

erosion of aspects of the role of nursing by other health professions. For the most 

part the nursing profession has assumed such endeavours will increase their 

autonomy (Kozier, Erb & Blais, 1992) issue. Kenny and Adamson (1992) and 

Adamson and Harris (1996) studied allied health professionals’ (nurses, 

physiotherapists, speech pathologists, occupational therapists and doctors) 

perceptions of autonomy. These two studies found significant differences between 

the professional groups. Nurses emerged as different from other health professions in 

that they were dissatisfied with their professional status, the restrictions on their 

professional autonomy, and limited extent of their contribution to important 

decisions affecting patient care. Adamson and Harris (1996) found that only 53% of 

nurses considered they had sufficient autonomy in their work and yet as a profession, 

members are not acting in a way to address this issue. ANCI (2000) state that some 

unique characteristics of nursing are captured in the ANCI competencies. 

Consequently, research is needed to identify if nursing competencies are generic and 

to assist in the identification of nursing as a profession in its own right. There is also 

a need to identify competencies that could be claimed by other professions, or used 

for the development of generic courses within the health professions, so that nursing 
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can clearly identify its position amongst the health professions. The nursing 

profession to date has concentrated on the development, implementation and 

assessment of nursing competencies. These competencies have assisted other health 

professions to develop their competencies, yet the relationship of the ANCI 

competencies with those of other health professions has not been explored.  

 

The Federal government exerted some control over the nursing competency 

development with the National Office of Overseas Skills Recognition (NOOSR) 

funding the implementation of the competencies. The National Training Board 

(NTB) now known as (the Australian National Training Authority (ANTA) 

monitored the development and validation of the competencies to ensure they 

complied with the guidelines of the Board. There has been no research however, that 

has explored the extent to which the nursing competencies are generic or specific to 

nursing. The literature review (chapter two) argues that nursing competency 

standards meet the government’s national objective to increase labour market 

efficiency and equality (Gonczi, Hager & Oliver, 1990). As part of this reform 

flexible education training pathways have been implemented in the Vocational 

Education and Training (VET) sector (Australian Qualification Framework, 1998). 

Furthermore, health professional groups have argued the case for multidisciplinary 

education (Atkins & Walsh, 1997; Salmons & Jones, 2001). Therefore, identification 

of perceptions of competencies across health professions is necessary to ensure that 

each professional group is covered in any multidisciplinary education.  

 

The Australian Nursing Council (ANC, 1994) claimed, however, that the reason for 

the development of competency standards was quite different from the 

Commonwealth Government national agenda. ANC (1994) claimed that nursing 

competency statements were to facilitate registration and enrolment for Australian 

graduates and migrant nurses. Anderson (1994) stated that competency standards 

enhance the level of professionalism for nurses. However, there is no research to 
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date that has investigated this claim. The present study aims to identify the perceived 

uniqueness and importance of the ANCI competencies related to Anderson’s claim 

and identify areas where nurses’ perceptions of the competencies meet the criteria of 

a profession and where health professional groups have similar and different 

perspectives, priorities and qualities.  

 

Anderson (1994) claimed that the ANCI competencies help prevent further erosion 

of the nursing role. This claim needs to be investigated as well as the extent to which 

the current competencies reflect nursing as a profession, and reinforce nursing’s role.  

 

Importance of the study  

There have been claims by Anderson (1994) and ANC (1994) that the ANCI 

competencies increase the level of professionalism in nursing. These claims have not 

been empirically investigated. Therefore, this study is important as it will increase 

nurses’ awareness of the ANCI competencies in relation to the characteristics of a 

profession and identify nursing’s strengths and challenges of professional status. 

Another claim by ANC (1994) is that the nursing competencies reflect the unique 

characteristics of nursing as well as those characteristics shared with other 

professions. Yet ANC have not identified which of the competencies are unique to 

nursing. Further, Brown (1994) claimed that competencies were developed by an 

expert group of senior nurses and that powerless and marginalised groups of nurses 

were excluded during the development and that the competencies may not be unique 

to nursing. This claim also has not been empirically investigated. Although studies 

by Battersby (1994) and Hearn et al. (1995; 1996) have tried to investigate the 

importance of competencies across the professions, they did not use an established 

set of competencies such as ANCI. They also did not examine differences as well as 

similarities, and did not relate the findings to the development of professionalism. 

This study, as the first Australian study to examine the perceptions of the ANCI 

competencies, has the potential to raise questions relevant to nursing education, 
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curricular design, professional autonomy, and related future developments in 

nursing. The results of the study may also influence the progression, direction and 

boundaries of future research on competency development and similar topics. 

Furthermore, the results of the study have the potential to influence the assessment 

of competencies dependent and or independent of context. 

 

As the study involves four professional groups, it will contribute significantly to the 

knowledge and debate about generic professional competencies. The findings will 

provide insight into nursing education and recognition of training in relation to other 

health professions. 

 

This study will increase the nursing literature in Australia relating to the importance 

or uniqueness of the ANCI list of beginning level registered nurse competency 

standards to nursing. The present study makes recommendations on competencies 

that will reflect the perceptions of the nursing profession. Feeg (2001) argued that 

writing for publication in nursing is an important way to convey ideas, present 

information, advance research, and teach the public the content of nursing discipline. 

 

Research Objectives 

This study will explain the perceived unique and important of the ANRAC/ANCI 

competencies for beginner level registered nurses to nursing and whether they could 

be considered by other beginning level health professional groups as applicable to 

their practice. Four health professional groups’ perceptions of the importance and 

uniqueness of the ANRAC/ANCI competencies will be examined. The analyses of 

results report significant differences in the ratings among the different groups and 

how these values can contribute to nursing’s recognition as a profession. 
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Definition of Profession 

A profession “is a prestigious occupation with a high degree of identification among 

the members that requires a lengthy and rigorous education in an intellectually 

demanding and theoretically based course of study” (Schwirian, 1998, p.6). This 

definition has been expanded on by many authors in the nursing literature to include 

characteristics of a high intellectual level of functioning, high level of individual 

responsibility and accountability, a specialized body of knowledge, public service 

and altruistic activities, well organized and strong professional organisation, a code 

of ethics, competency, and professional license (Catalano, 2000, p.8). 

 

It is important to know nursing’s status as a profession because it reflects the value 

society places on the work nurses do and the importance of this work to society. 

Nursing needs to know how it measures in relation to the characteristics of a 

profession (Creasia & Parker, 2001). 

 

Definition of terms - competencies and competence 

Australian academics, professional groups and government agencies do not appear to 

be working from the same frame of reference in relation to the term 'competencies' 

and derivatives such as competent, competency, and competence (Battersby, 1994; 

Bowden & Masters, 1993; Gonczi, 1997). This may have occurred because as a 

growing number of professions moved towards the development of competency 

standards each profession attempted to define what the term competency meant 

(Battersby, 1994). The Australian nursing profession was no exception. In an attempt 

to clarify the differences in the meaning of competence, Gonczi (1997) and Gonczi 

et al. (1990) outlined three basic ways that professional groups in Australia 

conceptualised competence in terms of behavioural, generic, and integrated 

approaches. An exploration of these three approaches aims to inform why the debate 

over competencies continues.  
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Behaviourist concept of competence 

The behaviourist approach is referred to in the literature as the narrow or the task-

based view. This approach conceives competence in terms of discrete behaviours 

and completion of atomised tasks. Gonczi (1997) stated that while this approach 

contains simplicity and false hope of clarity, critics have labelled it as positivist and 

reductionist. Furthermore, the behaviourist approach is said to ignore underlying 

attributes, group processes and their effect on performance. In addition, it ignores the 

complexity of performance and the role of professional judgement, and is seen to be 

conservative and atheoretical (Gonczi, 1997). 

 

Some of the advantages of conceptualising competencies in behavioural terms are 

that they are helpful for course design especially where the emphasis is on practical 

tasks, (e.g., in a professional or pre registration year) (Gonczi et al., 1990). The 

multiplicity of tasks enables some to be designated essential, others desirable. The 

multiplicity of tasks enables different levels of competence to be specified for 

example, entry level and expert. This may be important for setting pay scales and 

also enhances self-concepts of those in the profession to enable a view of the 

complex range of their competence.  

 

The conceptualisation of competencies in behavioural terms is limited however, in 

that they tend to either ignore or take for granted higher-level competencies. The 

lengthy checklists of competencies which nursing has used in the past are expensive 

and time consuming for comprehensive testing and they tend to assume that all 

people in a role would carry out tasks in the same way (Parlett & Hamilton, 1987). 

In professional work there may be a variety of ways to satisfactorily carry out the 

task, indeed professionals are often required to adapt to changing circumstances in 

their practice and not rigidly adhere to set steps in a procedure. 
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Generic concept of competence 

The second approach has been termed as the general attributes or generic approach 

(Gonczi, 1997). This approach, according to Gonczi, concentrates on underlying 

attributes such as knowledge and critical thinking that provide the basis for 

transferable attributes. This approach however ignores the context in which 

competencies are applied. Jones and Moore (1995) argued there was a lack of 

evidence that generic competencies exist, and raised doubts about the viability of 

transferability of skills, the decontextualising of competence, and its abstraction 

from concrete situations. The National Training Board (NTB) (1992) however 

endorsed the generic approach to competencies. Furthermore, the Finn report (1991) 

and Mayer report (1992) also endorsed this approach (Chappell, 1996). Hearn et al. 

(1995) concluded that the notion that generic professional competencies exist is 

clearly supported by the literature. However, this is only a notion based on the view 

that many competencies are perceived as important by several professions and the 

names of competency domains are similar.  

 

There are problems with the concentration of discrete pieces of knowledge and skill. 

For example, dealing with superficial aspects of professional practice and ignoring 

the way in which such knowledge and skill is integrated and coordinated in actual 

professional practice. Gonczi et al. (1990) also argued that generic competencies are 

limited as they teach and assess general attributes in isolation from actual 

professional practice. They are fairly ineffective with future professional 

performance and tend to neglect specific competencies. 

 

Conceptualising competency in terms of attributes of the practitioner according to 

Gonczi et al. (1990, p.20) enables concentration on a relatively small number of key 

competencies that are essential for performance at an appropriate standard. They 

allow for variety in completing a given task via different combinations of higher-
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level competencies and they suggest ways of improving professional educational 

programs. 

 

Integrated concept of competence 

The third approach outlined by Gonczi (1997) is referred to as an integrated, holistic, 

or relational approach. This approach combines the general attributes approach and 

the context in which the attributes and tasks will be performed (Gonczi, 1997). It 

brings together the tasks as well as the ability of the individual to perform in specific 

situations and incorporates the idea of professional judgement. Kerka, (1999) stated 

that this approach also recognises levels of competence such as entry, novice, 

experienced and specialist. Several authors (Chappell, 1995; Gonczi, 1997) claimed 

that most professions and occupations in Australia adopted this concept of 

competence that was first suggested by Benner (1984). 

 

Conceptualising competency with integrated attributes and performance of the 

practitioner according to Gonczi et al. (1990, p.20) enables a balance between 

specific and higher level competencies. They enable manageable testing procedures 

in terms of both time and cost and they suit the design of courses in which higher-

level competencies are emphasised. 

 

The three concepts described by Gonczi (1990; 1997) were cited in several studies 

central to the present investigation including ANRAC (1990), Battersby (1994), 

Hearn et al. (1996), and Kerka (1999). These conceptualisations therefore 

demonstrate that perceptions of uniqueness and importance of competencies and 

their contribution to the development of a profession and educational courses can be 

influenced by the type of concept adopted to define competence. The ANCI 

competencies were developed from an integrated concept (ANRAC, 1990, Vol. 1). 

Despite confusion of the term ‘competency’ and its agenda, there is widespread use 
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of competencies and they have the potential to increase the level of professionalism 

(ANRAC, 1994; Cheek et al., 1995). 

 

Some examples of the definitions of competence will now be discussed. The 

definitions will be discussed from the viewpoint put forward by the Finn and Mayer 

Committees, the NTB and the nursing profession. The above outline of the concepts 

of competence may be beneficial in understanding some of these definitions and why 

they are so varied. 

 

Short (1984) examined the confusion and misconstruing of the meaning of the word 

competence and its derivatives - competent, competency, and competencies. Short 

claimed that the confusion arises out of the assumption that competence is 

descriptive rather than normative and that it is an activity rather than a quality or 

state of being. Short (1984) concluded that competence was not a very useful 

conceptual tool for the intended task, therefore, considerable confusion will remain 

in its meaning and misuse of the term will continue to have implications for 

competency development and implementation. The confusion of the definition of the 

term reappeared in 1991 when the Finn report and Mayer Committee recommended 

the development of employment-related key competencies. 

 

The Finn and Mayer Committee definition of competence 

According to Marginson (1993) the Mayer Committee’s definition endorsed generic 

competencies. Although the Finn and Mayer Committees referred to generic 

competencies in their reports they did not provide explicit definitions of competence. 

According to Werner (1995), the Finn Committee adopted the definition put forward 

by the NTB (1992). The Mayer committee’s statement about competence appears 

similar to the NTB definition but differs in that it does not require the transfer of 

knowledge and skills to new environments and it is not restricted to the employment 

context.  



 17

 

The National Training Board (NTB) definition of competence 

The Australian National Training Board (NTB) now known as the Australian 

National Training Authority (ANTA) is a government body that deals with issues 

such as standards, assessment and credentialing of training providers, training 

courses and programs. The NTB (1992, p.36) define generic competencies as those 

that support the performance of most work and include the employment related Key 

Competencies recommended by the Mayer Committee. 

 

According to Marginson (1993), the Mayer Committee described generic 

competencies as attributes that are common to different areas of work that can be 

measured in general terms, are transferable and separable from both academic 

knowledge and specific occupational competencies. 

 

The NTB (1992) contend that competency "... focuses on what is expected of an 

employee in the workplace rather than on the learning process: it embodies the 

ability to transfer and apply skills and knowledge to new situations and 

environments" (p.29). It is assumed that competency focuses on outcomes (Toohey, 

Ryan, McLean & Hughes, 1995; Goldsmith, 1999). Academics such as Jessup 

(1991) and Johnson (1992), argue that competencies should focus on the learning 

process because successful performance and the achievement of successful outcomes 

is intrinsically associated with learning, education and training. More recently, 

ANTA (1999a) defined competency as “the specification of knowledge and skill, 

and the application of that knowledge and skill to a standard of performance required 

in the workplace now and in the future” (p.9). Nursing may have influenced these 

definitions as they had published their views in 1990 prior to the Finn report in 1991. 

 

ANTA referred to generic competencies of vocational and educational training 

courses and preparing students for career pathways. As the professions, including 
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nursing, moved towards the development of competency standards they had a 

different definition of the term moving away from the generic concept to the more 

integrated concept of competence.  

 

The Professions' definition of competence 

Along similar lines to the ANRAC definition of competence, DeBack and 

Mentkowski (1986) stated that competence is not a set of discrete skills and that 

competence has varying levels. DeBack and Mentkowski (1986) described 

competence as a generic ability that transfers across settings and situations. DeBack 

and Mentkowski (1986) further state that competence is developmental and can be 

defined in sequential descriptions and cumulative levels that describe increasingly 

complex elements or processes for teaching and assessing performance. Competence 

is also a holistic, integrated, inseparable part of a person made up of several 

integrated components such as knowledge, skills, motivation and self-perception. 

DeBack and Mentkowski (1986) also proposed that both educators and practitioners 

use competencies as constructs to guide teaching, learning, and assessment of 

professional behaviours. They are outcomes of an educational process that describes 

personal expertise most nurse educators seek to develop in students, and 

administrators seek to select for and develop on the job. Competencies are defined 

"... in behavioural terms, and inferred from descriptions of effective and ineffective 

behaviours performed by professionals" (DeBack & Mentkowski, 1986, p.276). 

 

Hearn et al. (1995) claimed that there are two subsets of competencies. The first are 

technical competencies that are unique to each profession. The second are non-

technical but essential for application of the technical competencies. Hearn et al. 

argued that the non-technical competencies such as abilities, attitudes, and 

knowledge foundation are generic to all professions. 
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Other writers do not refer to levels of competence or changes in expectations of skill 

and knowledge when defining competence. Scheetz (1989, p.30) for example, 

defined clinical competence as the ability to problem-solve, apply theory to practice, 

and perform psychomotor skills, which require acquisition of high-level behaviours 

in the cognitive, affective, and psychomotor domains of learning.  

 

The Australasian Nurse Registering Authorities' Conference (ANRAC, 1990, Vol. 

1.) stated that to be competent means having: 

 
... the ability...to fulfil the nursing role effectively and/or expertly...across the 
whole range of competencies applicable to the nurse...which result in effective 
and/or superior performance...that is judged to be appropriate for the level of 
nurse being assessed (p.91). 
 

The ANRAC definition of competence closely aligns to that given by researchers 

representing the Australian National Office of Overseas Skills Recognition 

(NOOSR). Researchers such as Gonczi et al. (1990) state that a competent 

professional has the qualities necessary to perform appropriate professional 

standards. These relevant qualities include knowledge, abilities, skills and attitudes 

with a focus on performance of a role or set of tasks within domains such as the 

seven domains of nursing identified by Benner (1984). These qualities are also 

evident in nursing’s explanation of the purpose of competencies. 
 

ANRAC competencies were to establish national standards for initial registration of 

beginner level registered and enrolled nurses. They were developed with the 

understanding that the skills and knowledge expected of a registered nurse would 

change as the registered nurse developed experience and further education (Parkes, 

1992a, p.19). Similar to the model proposed by Benner (1982) ANRAC refers to 

different levels of competence and suggests distinctions between competency, 

attainment, and basic skills. Benner contends that a basic skill is the ability to follow 
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and perform the steps of a well-defined task under controlled circumstances. 

Attainment is the ability to perform the desired effects or outcomes under controlled 

circumstances. Competency, however, is the ability to perform the task with 

desirable outcomes under the varied circumstances of the real world. Benner’s work 

is useful to professions because it describes competence as separate from discrete 

skills.  

 

In line with Benner, ANC (1994) stated that the competencies are not skills. They 

suggest that the competencies cannot exist without participants having scientific 

knowledge, clinical skills and humanistic values. The competencies are holistic 

entities that interact with one another in a manner determined by the nursing context 

and cannot be assessed by focusing on any single component that constitutes 

competence. As such, the process of assessing competence requires gathering data 

from observation over time in a range of situations (Anderson, 1994). Reflection on 

and re-interpretation of the data are important in making a professional judgement 

about the competence of the nurse being assessed (Anderson, 1994; Gonczi, 1997). 

ANC also claim that nursing competencies are inherent in the relationships that exist 

among the nurse, the client and the situation at any given time or place and that the 

competencies are not found in the nurse alone. However, this claim is confusing and 

seems to be a drive toward relationships and situations rather than nursing standards. 

 

Parkes (1992a) representing the position of the Australian Nurses Federation (ANF) 

stated that competency standards are a focus on "... what is actually expected of an 

employee in the workplace"(p.19). They represent the knowledge and skill and the 

application of that knowledge and skill to the standard of performance required in 

employment. This implies that nursing competencies are bound within the nursing 

context and this fits closely with the NTB definition. 
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ANCI (2000) describe competence for registered nurses relating them to 

performance within domains, units, and elements of professional practice. There are 

four domains: 1) Professional and Ethical Practice. This domain has 4 units and 19 

elements. 2) Critical Thinking and Analysis. This domain has 2 units and 7 elements. 

3) Management of Care. This domain has 4 units and 11 elements. 4) Enabling. This 

domain has 4 units and 14 elements. This is a total of 65 competencies. (See 

Appendix B). 

 

There appears to be no accepted definition of competencies, which creates both 

controversy and confusion. According to Girot (1993, p.83), competency is over 

defined rather than ill defined. Battersby (1994), however, argued that many 

definitions of competence "... are so inclusive and ambiguous as to be almost 

useless" (p.6). Similarly, Walker (1995, p.90) described the ANRAC definition of 

competence as “gobbledygook”. More recently McAllister (1998) also adopted the 

view of competence as ambiguous and confusing. It is important to recognise that 

these critics did not conduct any empirical research to add further meaning to the 

debate. It is clear that there remains confusion and misinterpretation about 

competencies. 

 

McGaghie (1991) attempted to identify why there has been long-standing difficulties 

and differences in defining competence and proposed that many influences affect the 

definitions of professional competence. These include, expert opinion, the practice 

setting, the type of clientele and problems encountered, the nature of a discipline or 

specialty, and the present and future stage of socio-economic development. A review 

of the literature by a nurse academic in the UK (While, 1994) found that the field of 

competence and performance shows that there is confusion between the terms 

'competence' and ‘performance’. While (1994) suggested that this confusion makes 

the research findings about competence unreliable. The variation in the meaning of 

competencies and the concept adopted by various authors has impact on the 
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interpretation of research findings and the implication identified for the profession 

and future education. 

 

The fifth international conference on the regulation of nursing and midwifery was 

held in Denmark in June 2001. It was based around the theme of competence. The 

definition and conception of competence was a central focus as well as the 

possibility of developing core regional competency standards within the context of 

the South-East Asian and Western Pacific regions (ANCI Newsletter, 2001). There 

has been no reported discussion of outcomes since the development of competencies 

or changes to policies governing education to improve competence. 

 

Although a number of authors have attempted to define the term 'competency', the 

confusion and contradiction of the term contributes to difficulty in the development, 

validation, implementation and assessment of the national nursing competencies as 

well as the debate about their real purpose. Battersby (1994) stated that the variations 

in understanding the term had a crucial and negative impact on dialogue and 

communication within and among various professional groups. Different 

competency agendas by government, training authorities, industrial unions and 

professional groups also have contributed to the term’s confusion. This confusion 

may influence the perception of the uniqueness and importance of the competencies 

developed within specific professions.  

 

Overview of competency agenda 

As well as confusion about the definition of the term competency, there is also 

contrasting agenda for competency development and implementation. However there 

remains a strong drive towards their use. Competency standards are part of the 

attention to microeconomic reform that has assumed importance and significance in 

contemporary Australia. There are a number of competing agendas and interest 

groups driving the competency debate. Employers for example, aim for labour 
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market reform, with the goal of achieving productivity and efficiency. Professional 

organisations on the other hand regard competency standards as a process of 

supporting the integrity and control of their respective professions (Cheek, Gibson & 

Gilbertson, 1995). 

 

If the movement toward generic competency is endorsed by professions there is a 

strong possibility that the fundamental value and use of competency standards will 

be viewed as an instrumental concept to meet minimal standards and used only to 

monitor and evaluate rather than develop and enhance specific professional attributes 

that may benefit health care consumers. If competency standards are seen as 

obstacles to be overcome rather than integral components of the development of 

professional practice, they lose the principle of being really useful (Cheek et al., 

1995, p.33) particularly if the health professions head toward generic courses and 

generic qualifications (Brown, 1994). Given the debate in relation to the definition 

and usefulness of competencies the identification of nurse’s perceptions of 

competency strengths and importance in this study will be useful for supporting the 

professional development and autonomy of nursing. 

 

The NTB established a relationship between vocational training provided by the 

department of Technical and Further Education (TAFE) and the professional 

education in universities. The rhetoric seems to be strongly motivated by control 

with the agenda of describing, predicting and controlling all education and training 

with work related competency standards (Cheek et al., 1995). This could result in 

professions being restricted and a free movement of labour across industries could 

occur. For example, in South Australia health workers trained in TAFE programs 

and not exposed to a nursing philosophy or culture have successfully gained status as 

enrolled nurses. There is the potential for the same being applied to the registered 

nurse resulting in an erosion of the profession (Cheek et al., 1995).  
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Competency standards have the potential to strongly influence nursing practice and 

nursing education in such a way that “it will limit rather than empower and extend 

the nursing role” (Cheek et al., 1995, p.35). Competencies are claimed to be a way of 

defining professional identity (ANC, 1994). Therefore, any competency standard 

applied to nursing practice must be defined by nursing professionals themselves. 

However, beneath the rhetoric, it could be argued that competencies are a way of 

maintaining control over the development of a profession.  

 

Cheek et al. (1995) claimed that competency standards have the potential to define 

nursing as a vocation rather than as a profession. As nurses do not receive a fee-for-

service to the patient there is the potential for changes to expectations of what it 

means to be a nurse, along with the licensing and regulatory requirements if the 

health care organisations contract unqualified health workers. This would result in a 

shift in membership of industrial and professional bodies representing nurses making 

it difficult to maintain a professional profile and thus changing the nature of nursing 

(Cheek et al., 1995). At present, one national nurses’ union (ANF) has strong 

membership with 120,000 members (ANF, 2000). Thus, a shift in membership 

seems unlikely. However, with the decrease in hospital beds, an increase in patients 

being cared for in their own homes, and an increase in aged care numbers there has 

been an increased use of unregistered persons caring for such people (Cheek et al., 

1995). Furthermore, as the nursing workforce ages, and difficulties with recruitment 

and retention continue, there may be decreased numbers of nurses in the workforce if 

recruitment strategies to attract nurses remains the same. 

 

It has taken some time for nursing to move away from an apprenticeship-training 

model to education in the tertiary sector along with other professionals. There is the 

potential for this gain to be lost if competency standards are controlled by labour 

market reform (Cheek et al., 1995). Education in the professions will all be much the 

same. 
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Summary 

This introductory chapter has argued that there is an absence of nursing literature 

that describes the uniqueness and importance of the ANRAC/ANCI competencies to 

nursing. Although there is confusion about the definition of competence and 

competency, both the Australian government and nursing authorities have developed 

base level competencies for beginning practitioners. There is a significant risk 

however, that nursing competencies may not be unique to nursing or capture 

important attributes of nursing work. This may facilitate the development of generic 

courses and qualification pathways consistent with the micro-economic reform 

agenda of the Australian government. 

 

The aim of this study is to identify whether the ANRAC/ANCI competencies are 

unique and important to nursing or whether other health professional groups can also 

claim them as either unique or important to them. The study contributes significantly 

to the competency debate in nursing, to the future development of nursing education 

and research in the area. 

 

The next chapter provides a review and critique of the literature related to the 

development and implications of general competencies and nursing competencies. 
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Chapter 2: Literature Review Of Competency Development 

 

 

Introduction 

The background to the development of nursing competencies and the implications of 

nursing competencies are outlined in this chapter. It will be argued that the ANCI 

competencies can enhance the professional development of nursing however, 

literature relevant to the general competencies (generic or key competencies) 

presented by the Finn and Mayer reviews on post-compulsory schooling and training 

has blurred the competency agenda of nursing. The chapter begins with an overview 

of the background, importance, criticisms and implications of general competencies 

in education proposed by the Finn and Mayer Committees. This is followed by a 

review of the background to nursing education and registration and why competency 

lists are needed in nursing. The development and implementation of competencies in 

nursing is critiqued. This critique will establish why the uniqueness and importance 

of the ANCI competencies needs to be explored. 

 

Background to general competencies in education 

The word competency first appeared in the Karmel Committee Report, which was 

established by the Australian Education Council in 1984. The Karmel Committee 

was established to review the quality of education in Australia. The Karmel 

Committee developed strategies for improving the relationship between schools, 

education and employment (Werner, 1995). 

 

The Australian Education Council established the Finn committee in 1991. The 

committee put forward recommendations on the future of post-compulsory education 

and training. Brian Finn (of IBM) chaired this committee. The Finn report 

recommended the development of employment-related key competencies and the 
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convergence of vocational and educational education to meet individual and 

industrial needs. Following this report, the Mayer committee named after chairman 

Eric Mayer (former chief executive officer of National Mutual and Chair of 

Business/Higher Education Round Table) advanced the outcomes of the Finn report 

by formulating employment related competencies applicable to both schools and 

higher education.  

 

The Mayer Committee recommended seven general competencies in post-

compulsory schooling and training. This set of competencies were termed 'Key 

Competencies' and are generic because they are applicable to work generally rather 

than being specific to particular occupations or industries (NTB, 1992).  

 

The seven key competencies recommended by the Mayer Committee were: 1) 

collecting, analysing and organising information; 2) communicating ideas and 

information; 3) planning and organising activities; 4) working with others in teams; 

5) using mathematical ideas and techniques; 6) solving problems; and 7) using 

technology (Werner, 1995). The Mayer committee suggested other competencies to 

include such as attitude, the arts, family management and cultural understanding. 

Livingstone (1995) and Werner (1995) stated that an eighth key competency, 

'cultural understanding' was accepted in April 1994. The eighth key competency 

however does not appear in any of the Australian National Training Authority 

literature that lists the key competencies (e.g. ANTA, 1998). 

 

The following assumptions were the basis of the key competencies: 1) not all young 

people possess the skills and competence needed to participate effectively in the 

work force; 2) the skills and competencies needed for entry to the workforce are 

more complex than, and different to those considered necessary in the past; 3) the 

nature of work is changing in ways that place greater emphasis on problem solving, 

working cooperatively, reducing specialisation and requiring a broader range of 
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skills; 4) low skilled and single skilled jobs are likely to disappear; and 5) many new 

jobs will be in services and similar sectors emphasising communication and 

interpersonal skills (Ruby, Cashman & Byrnes, 1992, p.24). 

 

The key competencies were developed for use in schools and the Technical and 

Further Education (TAFE) sector and were not meant for use in higher education or 

postgraduate programs (Marginson, 1993). The Higher Education Council (HEC) 

(1992b) acknowledged that these generic competencies were not equally amendable 

to measurement and that the identification of their presence or absence was more 

likely to be determined by inference rather than observation. According to the Finn 

report the main purpose of education is economy and Australia's future economy will 

need broader more transferable skills so that workers can adapt to new technologies, 

and change jobs when required (Marginson, 1992). The responsibility placed on 

individuals to gain knowledge and teachers to teach this knowledge and terminology 

would be enormous. 

 

The competency movement has a specific interest in bridging the gap between 

industry training such as apprenticeships that have a narrow scope of training for 

specific jobs and tertiary education that is more abstract (Marginson, 1992). The 

Finn and Mayer reports referred to generic competencies as base level competencies 

to be used in all occupations. To date, the senior secondary certificate of education 

includes both generic and subject-specific knowledge and skills (AQF, 1998). The 

Mayer committee key competencies required the competencies to be transferable to 

new tasks and situations but it is unclear whether they must be transferable across 

contexts and domains. This is important background information that has led to some 

confusion in relation to professional competencies and what are considered generic 

for TAFE education may not be important competencies for professions.  
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Why generic competencies are needed 

The declining economy in Australia and the need for a more skilled and flexible 

workforce to improve Australia's international competitiveness was a leading factor 

behind the move to generic competencies (Department of Employment, Education 

and Training (DEET), 1993). Difficulties associated with government screening 

policies and recognition of migrant skills and qualifications in the professions are 

other cited reasons for the move toward generic professional competencies (Hearn et 

al., 1995). Furthermore, the government saw the competency movement as a way of 

"providing new strategies for increasing economic performance and improving the 

skills and abilities of the country's human resources" (Hearn et al., 1995, p.42). 

DEET (1993) claimed that Australia's workplace is constantly changing and workers 

are now changing careers several times in their working lives and are confronted 

with new technologies that necessitate a constant learning of new skills. According 

to DEET (1993) in the past, a person’s training was useful for 14 years. However, 

the rapid change in technology and education has encouraged the need for core 

knowledge to be updated every five years. Therefore, competencies must emphasize 

lifelong learning and training for employees at all levels.  

 

Marginson (1992) rightfully believed that co-operation is crucial to the Finn and 

Mayer Committee’s grand visions for generic competencies. These visions included: 

1) students freely transferring between schools, TAFE, and higher education on the 

basis of competencies achieved, 2) workers using competencies acquired on the job 

to enter training at the appropriate level, 3) levels of competence being linked to 

levels of wages and salary, and 4) the rise and fall of competency standards would be 

monitored through regular testing on a sample basis. These visions were also seen to 

assist professions in recognition of prior learning for entry into educational programs 

and recognition of migrant skills. 
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Criticism of Key competencies 

The key competencies attracted criticism. For example Ruby et al. (1992) stated that 

there was nothing new in the list of key competencies that had not already been 

stated in desired outcomes of post-compulsory education and training. Sweet (1992) 

also claimed that the Finn report proposed little that was radically new or different in 

education. Werner (1994) argued there was a significant omission in the key 

competencies such as attributes and values, cultural understanding, creativity, and 

languages other than English. Furthermore, key competencies ignored current 

general education and there would be an abandonment of knowledge and decline in 

standards of literacy and knowledge. Finally according to Werner (1994) key 

competencies were already in the high school curricula thus no further changes were 

required. 

 

Bantick (1993) argued that the key competencies did not encourage students to 

develop to the utmost of their potential and the definition of competencies did not 

emphasise excellence or recognize high achievement. Similarly, Werner (1994) 

claimed that the key competencies were not new and the difference was that they 

have been formalised into preferred and assessable outcomes of education. Once the 

key competencies are achieved, they offer little else apart from repetition and as 

such, have limited value in the market place. Bantick also stated that the key 

competencies did not stress the work of individuals and as such, a student who works 

alone and not with others in a team is deemed to be incompetent in the area of the 

fourth key competency “working with others in teams”. The implications for the 

health professions and their respective educational courses are also unclear and 

needs investigating. 

 

General implications 

Generic competencies aimed to provide an increase in the number of training and 

work options for young people and to improve the transition from school to the 
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workplace (DEET, 1993). They would also assist in the transition to university 

programs. They aimed to create flexible training arrangements responsive to 

industry's needs. An individual's achievements in school or in vocational education 

would be "compared to standards set by industry rather than to others in a group" 

(DEET, 1993, p.3). The Australian Qualifications Framework (AQF) was introduced 

Australia-wide in January 1995 and provided “a comprehensive, nationally 

consistent yet flexible framework for all qualifications in post education and 

training” (AQF, 1998). 

 

Karaolis (1994) argued that the key competencies become problematic when they are 

singled out as the main assessment criteria on a nation-wide basis. Karaolis (1994, p. 

9) proposed that the key competencies “identify a good subordinate, doing as he or 

she is told and not rocking the boat”. He stated that even a below-average student 

readily achieves them. They are a kind of lowest common denominator of 

competencies. The key competency debate may have confused members of the 

professions in relation to the development and reasons for beginner level 

competencies. There has been very little empirical research by the professions into 

the benefits and adverse effects of competencies. 

 

Background to nursing education and registration 

Three developments in Australia during the last two decades have had a significant 

influence on pre-registration nursing courses and nursing competence in Australia. 

These include the transfer from hospital-based training to University programs, the 

upgrading of these programs from diploma to degree level and development and 

validation of a national statement of minimum competencies for registration as a 

nurse (Battersby, 1993). In 1985, Australia experienced a shortage of nurses that led 

to a recruitment of registered nurses from overseas. The recognition of overseas 

qualifications presented difficulties for registration boards in each State and 

Territory in terms of equivalency to Australian qualifications. In 1986 the Australian 
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Nurse Registering Authorities Conference (ANRAC) held in Darwin received a 

paper from the Australian Nursing Assessment Council (ANAC), which highlighted 

the problems for both Australian nurses and migrant nurses wishing to register and 

enrol in Australia. These problems related to the current variation between 

registering authority's requirements for registration and enrolment standards 

(Anderson, 1994). 

 

The Australian Nurse Registering Authorities from all states and territories met 

every two years to discuss nursing issues and current problems identified within the 

profession (Anderson, 1994). Each nurse registering authority had its own standards 

against which to measure applicants for registration. Educational preparation for 

nurses and curricula-designs differed in each of the states and territories. 

Furthermore, the profession had great difficulty in describing what nurses did. Most 

described nursing in the form of skills such as "assisting people with activities of 

daily living, being caring, and operating the equipment associated with treating the 

unwell" (Anderson, 1994, p. 4). Appraisals and assessments differed greatly from 

state to state and the real breadth of nursing could not be described or captured in 

these appraisals. This recognition of variations in requirements and the problems it 

imposed marked the beginning of the competency development for nursing in 

Australia.  

 

Why competency lists were needed in nursing 

ANC (1994) outlined several reasons for the development of competency standards 

in nursing. These included 1) expressing the scope of nursing, 2) to reduce diversity 

and facilitate nursing registration throughout Australia, 3) enhance professionalism, 

4) increase congruency between professional education and workplace skills, 5) 

guide educational programs, and 6) provide career structures. ANC (1994) also 

claimed that nursing competencies meet important national objectives of the 
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Australian government, which are to maintain professional standards and increase 

labour market efficiency. Nursing research is needed to substantiate these claims. 

 

The scope of nursing 

The origins of the competency movement in Australia parallel those in most other 

developed countries (Battersby, 1994). ANC (1994) stated that the competency 

standards more clearly express the scope of the nursing role that has long been an 

issue in nursing. This unclear expression of the nursing role has in the past resulted 

in erosion of some aspects of the role by other health professions. ANC (1994, p.8) 

claimed that the competency standards deliver a precise public statement to the 

wider community and result in an increased level of professionalism through 

demonstrated accountability for practice. Pyne (1998) cited two preferred definitions 

of a profession both of which referred to competency standards as characteristics of a 

profession. The first definition by Blanchfield (1978) stated that membership to a 

profession is based on strict standards of competence. The second by Benson (1992) 

referred to competency standards in six of the nine characteristics of a profession. 

Therefore, this study examines the perceptions and values placed on the ANCI 

competencies in relation to the definition and characteristics of a profession. ANC 

(1994) claimed that the competencies increase the level of professionalism through 

demonstrated accountability. However, other characteristics of professionalism such 

as autonomy, body of knowledge, code of ethics, intellectual functioning, and 

collegiality have not yet been investigated in relation to the ANCI competencies and 

the scope of nursing.  

 

It was argued that the development, validation, and documentation of nursing 

competencies give nurses the opportunity to "... value their work and validate 

themselves" (Parkes, 1992a, p.21). Prior to the development of competency 

standards, assessment focused on a series of procedures but not the complexity of 

nursing practice and the range of abilities required of a registered nurse (Anderson, 
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1994). There has been a public stereotyping of nursing as “dirty work” and 

“women's work”, that Parkes (1992a) believed may be overcome by the introduction 

of national competencies which gives nurses the opportunity to value their work. 

Therefore, this study investigates health professional groups’ perceptions of the 

importance of the ANCI competencies to examine the value nurses place on the 

competencies and if nurses still undervalue their work. 

 

Anderson (1994) supported the ANRAC contention that the implementation of 

competency standards will distinguish professional from non-professional 

performance and prevent erosion of the nursing role. Competency standards enhance 

the level of professionalism "through the demonstration of accountability for nursing 

practice" (Anderson, 1994, p.25). One way that nurses can demonstrate their 

accountability for the delivery of a high standard of nursing care is to demonstrate 

the competencies of the profession, have knowledge of practice assessment, the 

benefits for nurses and the community, and take responsibility for making informed 

decisions (Anderson, 1994). 

 

ANC (1994, p.7) proposed that nursing practice was complex in nature and 

competency statements should be broad rather than narrowly defined statements 

encapsulating all aspects of a profession. Narrowly defined statements would 

devalue the true nature of the practice and the expertise that resides in the 

professional group. However, the statements may be so broad that the unique 

characteristics of the ANCI competencies are unclear. 

 

The development and maintenance of professional nursing standards can provide the 

consumer of health care with a national statement about nursing roles, which will 

ensure a directive for public protection of health care. Standards provide nurses with 

a proficient framework to support what they do and how it is demonstrated. 
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Furthermore, standards provide other health professionals with evidence of nurses 

roles, standards and scope in the delivery of health care (Anderson, 1994, p.26).  

 

Reduce diversity and facilitate registration 

The development of competencies began following the decision by Registering 

Authorities that Australia needed a set of competencies that nurses must meet prior 

to registration. The Australian State and Territory Nurse Registering Authorities saw 

themselves as responsible for protecting the public by ensuring that only competent 

nurses are registered to practice nursing (Percival, 1992). The registering authorities 

considered competence as a crucial issue for the professional group, government and 

the community (Percival, 1992). In 1986 these authorities expressed concern about 

the diversity in requirements for registration and enrolment between the Australian 

Nurse Registration Authorities and migrant nurses wanting to register and enrol in 

Australia (Percival, 1992).  

 

The North American nursing literature in the early 1990’s also discussed issues of 

competence and regulation of new graduates and concern that new graduates lack 

competence in the clinical setting. This was manifested by graduates’ difficulty in 

applying theory to practice, problem solving, and awkwardness when performing 

psychomotor skills (Scheetz, 1989). This was a significant problem in view of 

limited financial resources and shortage of nurses (Scheetz, 1989). There has been 

no Australian literature to provide evidence of the same problems with new 

graduates in Australia. Furthermore, the shortage of nurses in Australia in the 1980s 

led to overseas nurses migrating to Australia and seeking registration. However, 

Australian Registering Authorities were concerned about current methods for 

ensuring that new graduates and migrant nurses are competent to practice. 
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To enhance professionalism 

The implementation of competency standards distinguishes professional from non-

professional performance (Anderson, 1994) through the demonstration of the 

characteristics of a profession. These include: high intellectual functioning, special 

body of knowledge, responsibility and accountability, code of ethics, autonomy, and 

collegiality (Catalano, 2000). It is important to know nursing’s status as a profession 

because it reflects the value society places on the work nurses do and the importance 

of this work to society. Nursing needs to know how it measures in relation to the 

description of what constitutes a profession (Creasia & Parker, 2001). 

 

In the very early stages of nursing development, nurses were not acknowledged for a 

high level of intellectual functioning. However, as health care advanced in 

technology and science, a higher level of intellectual functioning was required. 

Nursing developed and refined its approach to practice and introduced the nursing 

process, which is essentially a cognitive activity (Chitty, 2001). 

 

This high level of intellectual functioning is evident in the ANCI competencies of 

domain 3 “Management of Care” (See Appendix B). This domain has four units of 

competency, which are assessment, planning, implementation, and evaluation and 

reflect the four concepts of the nursing process. Some nursing processes in North 

America include a fifth concept of nursing diagnosis (Smith Higuchi, Dulberg, & 

Duff, 1999) but the Australian Nurse Authorities did not adopt this.  

 

The ANCI competencies contribute to the professional characteristic of a body of 

knowledge in the domain of “Critical Thinking and Analysis”. This domain has two 

units, which include professional development and research. The implementation of 

these competencies make an occupation a profession by providing and increasing the 

profession’s unique body of knowledge. Kelly and Joel (1999) argued that research 

is an essential factor in the development, maintenance and identity of any 
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professional service. It provides the profession with the opportunity to prove the 

value of their service to the public and to advance nursing to full professional status. 

An increase in nursing knowledge as implied in the competencies of “Critical 

Thinking and Analysis” will enhance the likelihood of nurses demonstrating 

intellectual independent advanced practice as opposed to those doing manual labour 

or simply following orders (Schwirian, 1998). 

 

As well as a body of knowledge, nursing has a well-established code of ethics, which 

serves the purpose of identifying moral commitments of the profession, providing a 

basis for professional and self-reflection and ethical practice. It also indicates to the 

community the value nurses place on their work (ANCI, 1999). This code of ethics is 

reflected in the domain of “Professional and Ethical Practice”. 

 

Specialized knowledge and intellectual functioning can be associated with a high 

level of responsibility and accountability. Catalano (2000) argued that in the past, the 

public did not view nurses as having enough knowledge to be held accountable for 

errors, but is not the case today. The ANCI competencies in the domain 

“Professional and Ethical Practice” identify the responsibility and accountability of 

nursing. This domain has four units, which are legislation, ethics, rights of clients, 

and accountability and responsibility. Accountability has legal, ethical and 

professional implications that include accepting responsibility and the consequences 

of one’s actions and in-actions (Catalano, 2000). Society imposes legal opinions and 

court cases on professions including nursing to demonstrate that they hold nurses 

individually responsible for their actions and the actions of unlicensed personnel 

under their supervision (Chitty, 2001). Therefore, the ANCI competencies of 

“Professional and Ethical Practice” are important in practice and for recognition as a 

profession. 
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An important characteristic in the definition of a profession is autonomy. Schwirian 

(1998) stated that autonomy is awarded when society believes that the profession has 

a unique and valued knowledge base and control over its own education and 

practice. Competencies that give nurses independence and autonomy are research, 

assessment, analysis, and evaluation. These are competencies in the ANCI domains 

of “Critical Thinking and Analysis” and “Management of Care”. Nursing also has 

autonomy in control of education, policy-making, licensing procedures, certificate, 

and disciplinary action. Chitty (2001) stated that most nurses are not members of a 

professional nursing organisation and this impairs nursing’s autonomy and the 

potential collective professional power. A strong organisation is a characteristic in 

the definition of a profession (Catalano, 2000) but involvement or understanding of 

organisational decisions and policies is not included in the ANCI competencies. 

 

Another aspect of professionalism is collegiality (Chitty (2001). Competencies of 

collegiality are found in the ANCI domain of “Enabling”. This domain has four units 

that include safe environment and effective interpersonal relationships, 

communication, organisation of workloads, collaboration and recognition of other 

members of the health care team. The National League for Nursing (2001) described 

several concepts of collegiality. These are 1) confidence, trust and dependability 

between team members, 2) advocacy with a willingness to share knowledge and 

assist each other, and 3) open communication for exchange of ideas, problem-

solving, and constructive criticism. These concepts are present in the ANCI 

competencies of “Enabling”. Collegiality has become more prominent in the 

literature of all professions, but often in terms of collaborative education rather than 

practice (Atkins & Walsh, 1997; Green, 1996; Mires, Williams, Harden, Howie, 

McCarey, & Robertson, 1999; Salmon & Jones, 2001). The notion of competencies 

contributing to or hindering the professionalism of nursing has not been fully 

explored. To date, the relationship of nurses’ professional role with roles of other 

health professions has been under-investigated and the potential of competencies to 



 39

enhance the multi-disciplinary capability of nursing and the development of nursing 

as a profession has not been realised. 

 

Congruency between professional education and workplace skills 

Due to developments in nursing during the last two decades the knowledge and 

competencies needed by novice professional nurses have dramatically increased. 

DeBack and Mentkowski (1986) claimed that education promotes a broader range of 

abilities than experience. ANRAC (1990 Vol. 1) used the work of DeBack and 

Mentkowski (1986) to support the development of the second competency domain 

referred to as reflective practice because this domain was considered to be an 

important benchmark of professionalism. However, this was only one of nine 

identified by DeBack and Mentkowski (1986). ANRAC (1990) does not refer to the 

other eight. This may be because DeBack and Mentkowski (1986) only used a 

sample of 83 nurses to identify competencies that describe outstanding nursing 

performance however this generated 502 incident reports across a wide range of 

clinical and community settings. Dufault, Bartlett, Dagrosa & Joseph, (1992) also 

claimed that there were specific competency weaknesses in the novice nurse due to 

limited student experiences in the acute settings. However, other studies (Boggs et 

al., 1987; Joyce-Nagata, Reeb & Burch, 1989; McCloskey & McCain; 1988) found 

no relationship between education and competence. 

 

One researcher included in the bibliography of ANRAC (1992) but not discussed 

was Joyce-Nagata et al. (1989) who investigated the purpose of competencies. 

Joyce-Nagata et al. (1989) surveyed 142 health care facilities across Mississippi to 

rate if seven baccalaureate competencies and their twenty-nine sub-behaviour 

competencies should be expected of a graduate, and second to what extent was the 

competency exhibited?  
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Joyce-Nagata et al. (1989) noted a lack of congruency between the skills taught in 

schools of nursing and the skills expected by health services, a view that is 

acknowledged by several other North American studies (Heater, 1984; Martin, 1981; 

Moore & Grams, 1980; Sweeney, Regan, O'Malley & Hedstrom, 1980; Wende, 

1984). Hughes, Wade, and Peters (1991) also identified discrepancies between what 

nursing students learn in their educational programs and what is expected of them in 

the work place. These findings prompted criticism from nursing staff and 

administrators, and continued the argument that new graduates require workplace 

training when they enter the work force. Potentially competency standards can 

bridge this gap however identification of which competencies nursing staff perceive 

as important has not been fully investigated. 

 

Braham and Ward (1993, p. 39) argued that, as thousands of new graduate nurses 

descend on health care facilities throughout the country of Canada each year, 

experienced nurses often must orient, coach, and even train these beginning 

practitioners who are seldom fully competent in every skill and technique demanded 

of them in the workplace. Braham and Ward (1993) argued that the discrepancy 

between the abilities of beginning practitioners and demands of nursing practice 

questions the content of undergraduate curricula and the methods used to assess the 

competence of graduates. 

 

Guide for educational programs 

Another reason for the development of competency standards according to ANRAC 

was to guide the professional education of new graduate nurses. The competency 

development agenda does not specify the process of education but focuses on 

graduate outcomes and enables tertiary institutions to determine course content, 

education processes, and assessment practices. The ANRAC competencies also 

guide professional development and education of all nurses thus providing the 

opportunity for individuals to reflect on their own practice and take responsibility for 
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their own professional development (ANC, 1994, p.16) to ensure that they continue 

to be competent to practice. This also fits with the argument that competencies are a 

strategy for dealing with economic constraint however; in terms of professionalism 

the responsibility for continued professional practice is shifted to the individual 

nurse rather than the training system. Similarly, education will shift from a task-

oriented perspective to focus on the outcomes of what an individual nurse can do and 

who will take responsibility for decisions. The individual nurse is trained for 

competency but the registration board determines the competency of the nurse. The 

Queensland Nursing Council Registration Policy (2001, pp11-12) states that 

application for restoration of registration or annual renewal of the licence to practice 

nursing must include a declaration of competence to practice as a nurse. Pearson and 

Fitzgerald (2001) conducted a study commissioned by ANCI to identify an 

appropriate approach to maintenance of continuing competence of registered Nurses 

throughout Australia. The results of the study suggested that respondents favoured a 

signed declaration of competence for all nurses seeking annual relicensing and the 

conduct of random competency audits by nursing regulatory authorities. Although 

the regulatory authorities underpin licence renewal to competence, the extent to 

which individual nurses perceive the competencies as important has not been 

determined and this may influence the individual nurse’s efforts to develop 

competence. 

 

Career structure 

National competency standards were developed for three levels of nursing, persons 

undertaking nursing roles with little or no formal training, (e.g., assistants in 

nursing), enrolled nurses at entry and in practice and registered nurses at entry, in 

practice and at promotional levels (Parkes, 1992b).  

 

It was envisaged that the National competency standards could be developed for 

each level in the career structure for broad bands of advanced and/or specialist 
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practice (for example an advanced RN level and expert RN level) (Parkes, 1992a). 

For levels of practice based on a model of skill acquisition, Benner (1984) described 

levels titled novice, advanced beginner, competent, proficient and expert; and as a 

combination or variation of any of these approaches. The development and 

maintenance of professional nursing standards can provide the professional 

development needs of nursing staff and assist in the development of measurable 

outcomes in curricula, assist in self-assessment and the assessment of others and 

provide guidelines for nurse managers and nursing administrators in developing an 

environment that is conclusive to the demonstration of competence (Anderson, 1994, 

p.26). The potential benefits of how competencies contribute to the development of 

nursing as a profession have not been recognised because no studies have 

investigated the competency agenda in relation to professionalism. 

 

Governmental national objectives 

ANC (1994) stated that the competency standards (referred to as ANCI competency 

standards since the establishment of the Australian Nursing Council) were developed 

before national competency standards in the professions. ANC claimed that the 

reason for the development of competency standards is quite different from the 

Commonwealth Government national agenda of increasing Australia's work force 

skill to meet industrial needs and to assist the development and delivery of effective 

vocational education and training. While the ANRAC competency statements aimed 

to facilitate registration and enrolment for both Australian graduates and migrant 

nurses they also reflected important national objectives of the government, such as 

maintenance of professional standards, and increasing labour market efficiency and 

equity (Gonczi et al. 1990). Competency standards have the potential to enhance 

career opportunities by supplying valid grounds for promotion, and by removing 

artificial barriers between occupational levels. Other advantages include improving 

morale, and providing the foundation for initial and professional continuing 

education (Gonczi et al., 1990). 
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Development of competencies in nursing 

After it was first agreed that there was a need to identify nationally agreed minimum 

levels of competencies for registered and enrolled nurses in Darwin 1986, ANRAC 

adopted an armchair method of generating competencies. This method used a panel 

of experts to identify the competencies considered essential to nursing practice. The 

committee consulted with industrial and professional nursing organisations and 

individual nurses (Percival, 1992). However, Brown (1994) believed that there was 

no consultation with powerless and marginalised nurses in practice. At the 

Australian Nurses’ Registering Authorities (ANRA) 1988 Conference in Brisbane 

delegates accepted the lists of competencies in principle and recommended that 

further work be undertaken to validate them and to identify assessment methods 

(ANRAC, 1990).  

 

The project consisted of refining and validating a list of competencies developed by 

the steering committee and developing complementary assessment technology. 

ANRAC developed several lists of competency for different groups of nursing. 

These groups were enrolled nurses (ENs), registered nurses (RNs), assistants in 

nursing (ANs) and RNs at promotional and/or advanced levels of nursing practice 

(Parkes, 1992b). The competencies related to legal and ethical responsibilities, self-

appraisal and professional development, nurse-patient/client relationships, 

assessment of patients/clients and interaction of the nurse with the members of the 

health team. The competencies were in prescriptive and behavioural terms 

emphasising the acquisition of skills and techniques of nursing practice (Battersby, 

1993).  

 

The National Office of Overseas Skills Recognition (NOOSR) funded the 

implementation of the ANRAC competencies in 1991 and an assessment kit was 

developed (Percival, 1992). The objectives of the Nursing Competencies Assessment 
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Project (NCAP) however, were not met in that the competencies were only partially 

validated by the observation of the competencies in acute care settings only 

(Thompson, 1991, p.7 cited in Battersby, 1993, p. 26). The Macsearch study which 

was an extension study of the ANRAC competencies across all areas of nursing 

practice for the NSW Nurses' Registration Board completed in 1992 also failed to 

validate the competencies in the context of comprehensive nursing practice 

(Battersby, 1993). It was further noted that some practice areas did not give 

participating RNs the opportunity to demonstrate all of the competencies (ANRAC, 

1992). 

 

The NSW Nurses Registration Board stated that this absence of evidence on 

competence from the observations recorded did not necessarily indicate relevance to 

that area. Rather, it was suggested other means of data collection such as self-

assessment, interviews with clients, peers, supervisors and analysis of documentation 

should be used for collecting evidence of competence (ANRAC, 1992). The 

competencies were finally validated in all areas and a report published in 1994. 

 

Methods used by ANRAC 

The research methods used for the development and validation of competencies had 

three phases: 1) a literature review of nursing competencies and the assessment 

processes that were appropriate to them, 2) an observational study of beginning 

registered nurses and enrolled nurses in order to validate the competencies, 3) a 

document analysis of existing assessment instruments used throughout Australia, 

undertaken in collaboration with nurses in many different roles; beginning nurses, 

expert clinical nurses, nurse educators, and academics, and nurse administrators 

(ANC, 1994). 

 

The literature review presented by ANRAC was extensive and contributed to 

validation of the competencies, and to the construction of an appropriate assessment 
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framework (Anderson, 1994). One limitation of the literature was that it was mostly 

North American with little Australian literature to identify the nursing competencies 

and the reasons for their development. ANRAC (1990) identified four methods of 

validating the competencies. The original project submitted in 1988 used the expert 

panel method. The subsequent project (in its aim to improve validation) used the task 

analysis method.  

 

The observational studies in the second phase of the methodology set three criteria 

for selection of nurses to be observed. First it included beginning nurses who had 

less than six months full-time nursing experience. Second it involved recently 

graduated registered nurses, educated in tertiary institutions and third an equal 

number of registered nurses and enrolled nurses were observed. Although this 

observational phase used a range of graduate nurses to be observed, there was no 

input from the health care facilities or their administrators about what was expected 

of new graduates. 

 

A pilot observational study was undertaken. The outcomes of the pilot study 

according to ANRAC (1990, Vol. 1.) were; a refinement of the process for 

negotiating entry to the hospitals; the decision to use expert clinical nurses as the 

observers; the process for negotiating with RNs and ENs and patients; and the design 

of the data gathering techniques. 

 

The final phase involved a detailed analysis of currently used clinical assessment 

instruments. This analysis was achieved by conducting one-day workshops in each 

of the states and territories. The data were then further analysed by the Nursing 

Competencies Assessment Project (NCAP) team and shared with the ANRAC 

Steering Committee for a complete interpretation (ANRAC, 1990). 
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The ANRAC Steering Committee considered recommendations of the NCAP team 

and a revised list was produced. Most of the original competencies were retained. Of 

the original 86 competencies 39 were unchanged, 12 confirmed but in a different 

position within the list, 19 reworded, 7 deleted outright and 2 recommended to 

become prerequisites rather than competencies, 4 were combined or split and 10 

additional competencies recommended (ANRAC, 1990). The NCAP team grouped 

the original set of competencies into five domains: Member of Profession; Reflective 

Practitioner; Nursing Process; Teaching/Advocacy/Helping; Member of the Health 

Team. A recommendation for regrouping of the revised list of competencies resulted 

in the following domains: Professional/Ethical Practice, Reflective Practice, 

Enabling, Problem Framing and Solving, and Teamwork. A further revision in 2000 

resulted in the four domains: Professional and Ethical practice, Critical Thinking and 

Analysis, Management of Care, and Enabling (ANCI, 2000). The domains were 

grouped and regrouped according to the opinions of the NCAP who believed that the 

original categorisation was too long and unstructured (ANRAC, 1990). However a 

statistical analysis such as factor analysis or principle component analysis, which 

could have been used to group the competencies more empirically and to validate the 

opinion of NCAP, was not conducted. 

 

Advanced nursing competencies 

After the development of competencies for beginner level nurses, advanced and 

specialty level nurse competencies began to be developed. In 1996, Gibson and 

Lawson explored issues in relation to accreditation of continuing education programs 

and credentialing of advanced nursing practice as aspects of the regulation of nursing 

in contemporary Australia and as a means to guide the development of the Royal 

College of Nursing Australia strategic approach to the issues. Gibson and Lawson 

(1996) claimed that although some nurse specialist groups such as critical care 

nurses developed advanced practice competencies to influence practice standards 

and curriculum development, a national process was needed to formalise such 
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arrangements. ANCI also decided that some structured guidelines for maintaining 

competence needed to be developed. In addition to assessment of minimum 

competency standards in nursing, standards expected of the experienced nurse at an 

advanced level and for a variety of nursing specialists were developed. 

 

In 1997 the Australian Nursing Federation (ANF) published a list of 12 

competencies for advanced nurses. Each of these competencies contained a number 

of elements of competency, which are active statements about how the nurse 

demonstrates that unit of competence. Each element then contains a number of 

performance criteria, which are statements of outcomes of the nurse’s behaviour 

(ANF, 1997). The twelve competency standards for advanced nurses are: uses 

multiple approaches to decision making, manages the care of individuals and groups, 

engages in celebrative practice to achieve client outcomes, provides a supportive 

environment for colleagues, manages the use of staff and physical resources, engages 

in ethically justifiable nursing practice, protects the rights of individuals and/or 

groups, engages in activities to improve nursing practice, develops therapeutic and 

caring relationships, fulfils the conduct requirements of the profession, acts to 

enhance the professional development of self and functions in accordance with 

legislation and common law affecting nursing practice.  

 

Competency standards in specialty areas 

Currently the nursing profession is extending competency standards beyond entry 

level to specialty areas of practice. One dilemma for nursing however is that many 

specialty areas stem from a medical model that manages clients from an illness 

perspective. This encourages the view that nursing does not have a separate 

paradigm to medicine (Cheek et al., 1995). Some nursing areas developing or which 

have developed specialist competencies are: aged care, infection control, mental 

health, midwifery, and critical care.  
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ANRAC believed that many problems in nursing education and practice would be 

overcome when nursing could clearly describe the competencies involved in the 

practice of nursing and measure them. However, development of competency lists 

and standards are hindered by the lack of adequate methods for identifying 

competencies and the lack of an adequate pre-existing definition of nursing 

competencies (Benner, 1984).  

 

Robinson and Barberis-Ryan (1995) attempted to describe nursing competencies and 

discussed a professional model of nursing practice that has only three domains of (1) 

technical (2) interpersonal and (3) critical thinking. Within these domains a total of 

107 competencies were identified but not listed. Five orientation competencies were 

discussed. Robinson and Barberis-Ryan (1995) used the Dreyfus skill acquisition 

model of novice to expert to describe competencies but the reason and the 

background to using the three domains is not clearly explained or supported. Taylor 

(1995) suggested the inclusion of moral competence as being essential and yet 

undervalued aspect of practice. Taylor reported that the new systems of care 

rendered traditional nurse-patent relationships obsolete. However, participants in this 

study shows that nurses still have high values for interpersonal and moral 

competencies.  

 

Criticisms of nursing competencies 

Brown (1994, p.6) described competencies as traditionally focused and strongly 

imbedded in the rational-positivistic paradigm as well as being imposed, 

hierarchical, non-demographic and non-emancipatory. Competencies were 

democratically defined, elaborated and then 'proven' by outside observers rather than 

asking nurses in practice to define expectations (Brown, 1994). Brown also stated 

that there was no extensive consultation in developing competencies and that there is 

growing evidence to indicate that powerless and marginalised groups are often 

excluded. However, ANC (1994) claimed there was collaboration with nurses in 
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many different roles. Brown also claimed many nurses are unaware of the existence 

of the ANCI competencies and certainly do not include them as part of their views of 

new graduates. Brown did not provide any empirical support for this claim. From 

seminars conducted in the capital city of each state and territory of Australia, 

Thompson (1991) concluded that nurses in general were aware of the ANRAC 

competencies but were not fully informed about the competency movement, 

implementation and implications. Thompson (1991) addressed many questions 

raised at the seminars and suggested that nurses may need further education about 

competencies and further research was required on perceptions and implications of 

the ANRAC competencies. However, a few years later Battersby (1994) was able to 

show that nurses perceived importance of competencies. 

 

There is a belief within the nursing profession that graduates should be able to 

demonstrate the ANRAC competencies immediately upon registration. However, 

this may be difficult to achieve, as graduates at registration have had no experience 

in the registered nurse role. Cheek et al., (1995, pp.39-49) stated that a period of 

preceptorship and support following registration would enable graduates to come to 

terms with the registered nurse role. They also suggested that the ANRAC 

competency standards are a guide for professional development and transition of 

graduates into their new role, and they should not be viewed as a hurdle to 

overcome.  

 

The ANRAC competencies were met with approval by nurses in some areas, conflict 

in others and almost total indifference in many areas of practice (Brown, 1994). 

Although competency statements make intuitive sense it is important to examine the 

underlying motives and values implicit in their development so that their purpose is 

used constructively. Amongst the limitations of the ANRAC competencies was the 

strong emphasis on workplace competencies (Bartlett, 1992); there was no explicit 

knowledge base for the competencies; the assessment process involving professional 
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judgement was underdeveloped and the focus was on assessment of competencies 

rather than on competencies that drive the curriculum and includes assessment for 

excellence. There has been very little literature written about the competencies since 

the early 1990’s. The present study aims to overcome these criticisms by identifying 

four health professional groups perceptions of the ANCI competencies and making 

suggestions of how these perceptions can be used to guide professional and 

curriculum development. 

 

Implementation of nursing competencies 

The implementation of the ANRAC competencies was summarised by ANRAC 

(1990) as follows: ANRAC intended to implement a national professional 

development program which will incorporate the training of assessors, sensitising the 

profession to the meaning and uses of the competencies and action research a) to 

improve assessment technology for use with: new graduates, nurses re-entering the 

workforce and nurses from overseas countries, b) review the list with the intention of 

ensuring its validity with contemporary practice and education and c) into associated 

matters. ANRAC promoted the use of the competencies in curriculum development 

in all courses leading to registration or enrolment. 

 

During the implementation phase emphasis shifted away from validation and 

methods of assessment to the production of assessment instruments. This was 

achieved through processes of reflective interaction and sharing of ideas (ANRAC, 

1990).  

 

Professional development programs were conducted to sensitise the profession to the 

meaning and use of the competency lists, including curriculum development. The 

conceptualisation of the competencies was to provide a goal statement for any nurse 

education program and curriculum designers. However the goal achievements would 

need to be developed through careful consideration of decisions and reflection on 
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curriculum practices (ANRAC, 1990). Still there were no empirical studies 

suggested. 

 

ANRAC (1990, p.50) acknowledged that with the implementation of nursing 

competencies, further research would be conducted to focus on curricular design, 

assessment processes, and to validate and expand the pool of cues of competence. 

Although review of the competencies has occurred, this has been through the 

perceptions of ANCI and no empirical research of the opinions of nurses has been 

investigated.  

 

The main purpose and benefits of the ANCI competencies have been shadowed by 

the debate surrounding the government’s proposal of generic competencies to meet 

educational and industrial needs. The present study aims to bring the focus back to 

the benefits and importance of the ANCI competencies. 

 

Conclusion 

Competencies are generic because they are applicable to work generally rather than 

being specific to particular occupations or industries. The key competencies were 

considered as being desired outcomes of education in schools and TAFE. The ANCI 

competencies were developed specifically for nursing in the context of nursing. As 

such, they may have different implications than the government’s key competencies. 

However, the extent of uniqueness and importance of the ANCI competencies has 

not been investigated. Consequently, research needs to be undertaken to identify if 

the nursing competencies are unique to nursing, how important they are to nurses, 

and how they can assist in the identification of nursing as a profession. 

 

The development of competency standards in nursing reduced the variations in 

requirements for registration of Australian and migrant nurses. They aimed to assure 

the public that only competent nurses are registered to practice nursing. As a result 
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of the ANC competencies appraisals and assessments are universal from state to 

state; educational preparation for nurses has changed to include competency 

standards, and nursing has been described in the form of competency standards 

rather than skills. 

 

The national competency standards were developed for three levels of nursing. First, 

for persons undertaking nursing roles with little or no formal training (e.g., assistants 

in nursing), second, for enrolled nurses at entry level and in practice, third, for 

registered nurses at entry in practice and at promotional levels for beginning and 

advanced nurses. However, the levels are expanding to include more lists of 

competencies for each specialty area in nursing and for each career structure. 

Competency standards also meet national objectives of the Australian government of 

increasing labour market efficiency and equality. Underlying socioeconomic motives 

and values are implicit in competency development. However, the potential for 

nursing competencies to enhance the professionalism of nursing has not been 

investigated. 

 

Influences such as expert opinion, practice setting, type of clientele and problems 

encountered, the nature of a discipline or specialty and present and future stage of 

socioeconomic development have and will continue to make the development of 

national competency standards difficult or even impossible. Competency standards 

may enhance the level of professionalism through the demonstration of 

accountability. On the other hand, the level of professionalism may be significantly 

lowered by competency standards through ignoring the importance of the 

competencies and the qualifications and experience that accompany them. The 

Australian nursing authorities have control of the profession and care should be 

taken to thoroughly consider the competency standards and how they are perceived 

and implemented into practice. As no studies have yet attempted to investigate the 
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perception of the ANCI competencies and their value toward professional status, this 

study is very important. 

 

The next chapter outlines the methods used in this research to investigate the aspects 

of the ANCI competencies that are unique and important to nursing. 
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Chapter 3: Method 

 
 

Introduction 

This chapter outlines the method used in this study. The participant sample, 

questionnaire development, administration of the questionnaire, and rationale for the 

proposed data analysis are described. The chapter outlines the approach to data 

analysis and ethical implications of the research. 

 

The study contributes to the body of literature on nursing competencies by 

investigating the perceptions of RNs as to the uniqueness of the ANRAC/ANCI 

competencies. Furthermore the study investigated how three other health professions 

perceive the importance and uniqueness of the nursing competencies to their own 

profession. Finally the study investigated the generality of the nursing competencies 

to health professional groups.  

 

Rationale for method 

This study used descriptive research for identification of relationships (Burns & 

Grove, 1999). A questionnaire was used to gather information about the uniqueness 

and importance of the ANCI competencies. A questionnaire has the advantage over 

other methods of data collection because it is more efficient in that it is less time 

consuming for the respondants, is less expensive and permits collection of data from 

a large sample (Gay, 1990). This study wanted to collect data from a wide sample 

that included four health groups from throughout Australia. A questionnaire design 

can be used to determine facts about beliefs, attitudes, opinions, levels of knowledge, 

or intentions of a large number of subjects (Burns & Grove, 2001). Likewise, the 

likert rating scale used in this study is the most commonly used technique to 

determine the opinion or attitude toward a subject (Burns & Grove, 2001). This 
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study wanted to investigate the perceptions of health groups. A questionnaire using 

the ANCI competencies addressed arguments by Brown (1994) who claimed that 

nursing competencies might not be unique to nursing and that nurses do not include 

them as part of their view of new graduates. Other studies such as Battersby (1994) 

and Hearn et al (1995; 1996) used a questionnaire to generate a list of competencies 

and then rated the importance of the competencies. However, no studies have used a 

questionnaire to investigate a large range of nurses’ perceptions of the importance 

and uniqueness of the established ANCI competencies over a period of time.  
 

Questionnaire development 

The questionnaire used in this study adapted the competency list developed by 

ANRAC in 1990 and the ANCI competency list developed in the year 2000. As four 

health professions were to participate in the study, the name of the domains were not 

identified, the units and the elements were included in order but not numbered, and 

the word “nursing” was removed and replaced with the word “professional”. For 

each competency, there was a likert scale of 1 to 5 for participants to rate the 

importance and another likert scale of 1 to 5 for participants to rate the uniqueness of 

each competency. A letter of introduction including information about the study 

accompanied the questionnaire. Participants were also requested to complete 

demographic questions. These included: 1) profession, 2) years of professional 

experience, 3) employment status, 4) gender, 5) age, 6) institution of study, and 7) 

year of completing pre registration study (See Appendix C and D). 

 

Pilot study 

A small pilot study was conducted for the purpose of testing the face content and 

validity of questionnaire. Two clinical nurses from a local hospital, a nursing 

academic, a nursing manager and two school teachers were asked to complete the 

questionnaire. The pilot sample were asked to verbally comment on their 

understanding of the questions, the ease of completing the questionnaire and the best 
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way to administer such a questionnaire. The participants of the pilot study found the 

questionnaire easy to understand and complete. Therefore no changes were made to 

the structure of the questionnaire. The researcher recognised that the questionnaire 

could be quite daunting to participants as it contained a list of competencies as well 

as two five point likert scales. A letter of introduction that clearly explained the aim 

of the study and a reply paid self-addressed envelope accompanied the questionnaire 

to encourage return. A contact telephone number was made available if participants 

required further information. The questionnaire structure was kept as simple as 

possible by only requiring the participants to circle their applicable response on a 

likert scale of 1 to 5. 

 

Surveys 

There were two surveys undertaken in this study. The first was undertaken in 1997 

using ANRAC 1990 competency list and a follow up in 2000 using the updated 

ANCI 2000 competency list. This second survey was undertaken to ensure currency 

of the study and enabled the researcher to examine if opinions had changed over 

time as the introduction of competencies becomes better known 

 

Sample  

The sample consisted of randomly selected groups of registered nurses, 

physiotherapists, occupational therapists and speech pathologists. These groups were 

chosen because they often work closely together in clinical settings and nursing 

captures aspects of these three professions. Nurses often continue therapy in their 

absence overnight and on weekends. Access to participants was gained via the 

various health professional associations and institutions. 

 

Participants came from Queensland, NSW and Victoria. Three states were chosen to 

ensure that local, state, or specific educational institutions did not bias the results. It 

was important that the sample was a representative sample of Australian nurses, 
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physiotherapists, speech pathologists and occupational therapists. Representation of 

the sample was confirmed by an analysis of confidence intervals that are the ranges 

that span the ‘true’ population performance at the probability level of .05. 

 

A total of 3,286 questionnaires were distributed. After consultation with the 

participating professional associations and institutions about membership numbers 

and ability to mail the questionnaires, 1846 questionnaires were mailed in the 1997 

survey and 1440 in the 2000 survey. The distribution for the second survey was 

reduced compared to the initial survey. As the second survey contained fewer 

competencies it was anticipated that the return rate would be better than it was for 

the first survey. The total number of mailed questionnaires was 910 registered 

nurses, 312 speech pathologists, 312 occupational therapists and 312 

physiotherapists. A larger number of questionnaires were sent to registered nurses 

because nurses’ perceptions were of particular interest in this study for comparison 

to other health professions. There were 831 (25.3%) responses returned from the 

four groups of health professionals. This is ample for analysis of the variable of four 

health professions (Roscoe, 1975). The response rate to mailed questionnaires is 

commonly 25-30% (Burns & Grove, 1999). Each sample group was greater than 30 

and smaller than 500 thus this sample is likely to be representative of nurses, 

physiotherapists, speech pathologists, and occupational therapists in Australia 

(Roscoe, 1975).  

 

Administration of the questionnaire 

The Registration Boards of several health professions contacted by telephone were 

willing to assist with mailing of questionnaires for a substantial fee in some cases. 

The cost involved to use Registration Boards to assist with the mailing to cover three 

states of Australia and four health professions was beyond the financial budget of 

this study. This did not have any influence on the health professional groups chosen 

in this study. However, a decision was made to ask for the assistance of universities 



 58

and the four Health Professional Associations to assist with the mailing of the 

questionnaires. The questionnaires and reply paid envelopes were placed in stamped 

envelopes. The administrative officers from each of the Universities and 

Associations then randomly addressed and mailed out the questionnaires to graduate 

members of the four health groups identified above. The researcher therefore did not 

know the participants’ names or addresses.  

 

Ethical procedures 

Ethical approval to conduct the study was sought and received from the University 

of enrolment. The Universities and Associations that helped with the mailing out of 

the questionnaires received copies of this approval on request. All participants were 

randomly selected and anonymous. The questionnaires were number coded so the 

researcher could easily identify the professions and their states but not the individual. 

Participants were informed that participation was voluntary and that they could 

destroy the questionnaire if they did not wish to participate. Written consent was not 

asked for, as the questionnaires were anonymous. Consent was implied when the 

questionnaires were returned completed. The questionnaire was not considered to 

cause participants distress however, the covering letter informed participants of the 

University complaints mechanism where complaints could be lodged. The returned 

questionnaires were stored in a locked filing cabinet and will be held according to 

guidelines for 5 years before being destroyed. 

 

Reliability of the questionnaire 

Research instruments should provide tests that are accurate, sensitive, unbiased and 

relevant (Polit & Hungler, 1985). A measuring instrument should also be reliable. 

Reliability is the extent to which a test consistently measures what it is purported to 

measure. An unreliable test would give different results every time the test was 

administered to the same sample (Gay, 1990). In this study the reliability 

measurements were examined after the characteristics of the individual items and the 
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descriptive statistics of the scale were described. The characteristics of the scale 

included the item means, item variances, and inter-item correlation. The relationship 

between the individual items and the entire scale included, scale mean if item 

deleted, scale variance if item deleted, corrected item-total correlation, squared 

multiple correlation and alpha if item deleted. The corrected item-total correlation is 

the Pearson correlation coefficient between the score on the individual item and the 

sum of the scores on the remaining items. The squared multiple correlation is the 

calculation of a multiple regression equation with the item of interest and all the 

other items. The alpha if item deleted is an internal consistency reliability test that 

identifies how each of the items affects the reliability of the scale and was calculated 

using Cronbach alpha when each of the items is removed from the scale 

(Norusis/SPSS Inc, 1990). Reliability is usually expressed numerically as a 

coefficient. The higher the coefficient: the higher the reliability. 

 

There are three different types of reliability and they can all be represented by 

correlation coefficients of one sort or another (Shelley, 1984). Internal consistency 

was used for this study. Internal consistency reliability refers to the extent all items 

on the scale measure the same variable. The most basic formula for determining 

internal consistency reliability is the Cronbach alpha. This study employed the 

Cronbach alpha reliability. 

 

Validity of the questionnaire 

Validity refers to evidence that the instrument actually measures what it purports to 

measure (Shelley, 1984). ANRAC has validated the competencies by observation of 

the competencies in several settings. The present study examined content validity by 

reviewing how ANRAC developed the list of competencies (See chapter 2). Content 

validity was adequately established by ANRAC when the competencies were 

developed. Review of the literature in chapter two also validates the content. This 

was achieved through expert nurses judgment and a thorough examination of the 
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literature. The present study also examined construct validity by using correlations 

on the combined data.  

 

Data reduction and rationale 

Data were analyzed using the Statistical Package for Social Sciences (SPSS) version 

10.1 personal computer version. Collected data were reviewed for consistency and 

completeness within a single data form and among data forms. The accuracy of data 

coding and computer entry was established by comparing the computerized data with 

the original data for a random sample (15%) of the database. Barhyte and Bacon 

(1998) suggest that this is an effective method of data verification. Data were re-

entered for the few data sets where discrepancies occurred. Initially the distribution 

of each variable was inspected for evidence of a skewed or kurtotic distribution. 

 

To analyse the data, the responses were divided into two parts. The first part 

contained responses to the ‘uniqueness’ of competencies and the second part 

contained responses to the ‘importance’ of competencies. Instead of analysing each 

item on the questionnaire separately, data reduction by principal component analysis 

was considered. ANRAC/ANCI had already reduced the competencies into domains. 

However, there was no statistical procedure used for this reduction. The selection of 

appropriate domains and competencies to be included in each domain (according to 

ANRAC) was achievable by having the NCAP (Nursing Competencies Assessment 

Project) team review the competencies and allocate them to domains obtained from 

the literature (ANRAC, 1990). The 1997 survey (that used ANRAC 1990 structure) 

has 5 domains. The 2000 survey (that used ANCI 2000 structure) has 4 domains. 

 

This study did not intend to defend or review ANRAC/ANCI categorization of the 

competencies. Examination of the competencies in this study therefore did not use a 

principle component analysis but used the most recent version of ANCI 2000 

domains as the form of data reduction rather than produce new categories with new 
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names. These domain were 1) Professional and Ethical Practice. This domain had 

4 units containing 23 competencies, 2) Critical Thinking and Analysis. This 

domain had 2 units containing 9 competencies, 3) Management of Care had 4 units 

containing 15 competencies, and 4) Enabling had 4 units containing 18 

competencies (See Appendix B to identify the competencies of each of these 

domains). All the units and elements were included for each domain. The units with 

the elements omitted were also examined. Data from 1997 and 2000 surveys were 

combined for reduction purpose when no statistically significant difference was 

found between the two. 

 

Descriptive statistics 

Descriptive statistics described each of the competencies and each of the subscales. 

In this study the subscales are the domains. Descriptive statistics also described the 

biographical characteristics of the participants and the spread of ratings from the 

participants.  

 

According to Gay (1990, p.343) descriptive statistics can be used to "meaningfully 

describe many, many scores with a small number of indices". The major types of 

descriptive statistics are: 

a) Measures of central tendency, which are used to determine the average score of a 

group of scores. 

b) Measures of variability that will indicate how spread out a group of scores are.  

c) Measures of relationship, which will indicate to what degree two sets of scores, 

are related. 

d) Measures of relative position used to describe a subject's performance compared 

to the performance of all other participants. 

 

In this study, measures of central tendency described the biographical characteristics 

of participants. The mean was used to determine the average rating participants gave 
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to each of the competencies and each of the subscales/domains. The mean was used 

also for rank ordering the uniqueness and importance of the competencies. The 

median was used to examine where the bulk of the values were concentrated and the 

skewness of the distribution. The mode was used to identify the most frequent rating 

of the likert scale by each of the health professional groups for each 

subscale/domain. 

 

Measures of variability (in the form of standard deviation) indicated the spread of 

ratings for each group of health care participants. The standard deviation also 

indicated the spread of ratings for each of the competencies and each of the 

subscales. 

 

Inferential statistics 

The inferential statistics employed in this study determined the statistical and 

practical significance of the results drawn from the sample. There are several 

statistical techniques for determining statistical significance. This study employed a 

test for difference of significance and a test for significance of relationships. 

 

Significance of differences 

Univariate analysis of variance (ANOVA) determined whether there was a 

statistically significant difference between two or more means at a selected 

probability level (Gay, 1990). This is a more general form of the t-test determining 

whether there is a statistically significant difference between only two groups. 

ANOVA yielded a standard error for interpreting if differences in means are to do 

with sample error or are representative of real differences. ANOVA also yielded an 

F value interpreted like the t value in that the larger the F value the greater the 

statistical significance (Popham, 1988). Multiple analysis of variance (MANOVA) 

also provided data in this study. It is used when multiple dependent variables (such 

as the four professions in this study) and several subscales (such as the domains in 
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this study) are analysed together. If there is a significant difference found; additional 

analysis should follow to determine precisely which groups are significantly 

different. 

 

ANOVA examined the relationship between total scores and the various participants' 

variables such as age, gender, profession, employment status and place of training. 

MANOVA examined the relationship between the various participant group scores 

and the set of 4 domains. There are several multivariate statistics in MANOVA test 

for significance of main effects and interaction. Wilks’ lambda is the criterion of 

choice used by most research reports including the present study unless there is a 

reason to use Pillai’s criterion (Tabachnick & Fidell, 2001). 

 

Special statistical tests known as post hoc group comparisons follow the MANOVA 

when a significant difference appears. According to Shelley, (1984) there are several 

post hoc procedures to choose from. In this study a one-way ANOVA with follow-

up Scheffe F-tests examined the differences in the mean scores of participants across 

the subscales to identify which groups and which subscales were significantly 

different. The Scheffe F-test is the most often used multiple comparison technique to 

follow up a statistically significant ANOVA (Gay, 1990). The Scheffe F-test was 

selected also because it uses the same F table as ANOVA. 

 

Histograms were used to graphically show the sample distribution of each of the 

health professional groups for each of the subscales/domains for both uniqueness and 

importance of the competencies. Box plots were used to graphically show the 

differences between the health professional groups in regards to the bulk of the 

rating values, the shape of the distributions and any outliers. 
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Significance of relationships 

A correlation coefficient measures the degree and nature of a relationship between 

the same individual’s performance on two different occasions (Popham, 1988). The 

Pearson product-moment correlation coefficient and Spearman rank-order 

correlation coefficient is the most common measures of relationship. This study used 

the Pearson product-moment correlation coefficient to measure the extent and nature 

of any relationship between the participants' ratings of ‘uniqueness’ and 

‘importance’ of the ANRAC competencies. The Pearson product-moment correlation 

coefficient was used also in this study to measure the extent and nature of any 

relationship of the rank ordering of ‘uniqueness’ and ‘importance’ of the 

competencies between the health professional groups. 

 

Practical significance 

A confidence interval determined the practical significance that would provide a 

better estimate of the true magnitude of a statistical difference. Confidence intervals 

also "serve as ranges which (on the basis of sample data) span the 'true' population 

performance at specified probability level" (Popham, 1988, p.209). This study used 

confidence intervals to look at practical significance rather than sample precision. 

Therefore, the population performance in this case was the difference between two 

means rather than just the mean of the sample. 
 

Naylor and Enticknap (1981) state that confident intervals can be reported for 

several probability levels and are expressed in percentages. In the normal 

distribution, 99% of scores fall approximately +/- 2.58 SD within the mean, 95% +/- 

1.96 SD, 68%  +/- 1.00 SD. Probability levels can be recorded from tables in most 

statistic textbooks' appendixes, but a probability of 0.01 (1 in 100) corresponds 

roughly to 2.58, 0.05 (1 in 20) corresponds to 1.96. 
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Once a confident interval is identified the researcher decides what level of difference 

is worth doing something about in practice. Practical significance of the differences 

and relationships of the findings in this study are discussed in the discussion chapter 

and recommendations are put forward in the concluding chapter. 

 

Summary 

The nursing literature discusses in some detail the development of the competency 

movement, the associated problems and criticisms and the assessment of 

competence. However, there is a significant absence in the literature of research and 

discussion of the ‘uniqueness’ and ‘importance’ of the competencies and domains to 

nursing and other health professions. This study investigated the perceptions of 

several health groups on the ‘importance’ and ‘uniqueness’ of the ANRAC 

competencies to a variety of health professions. 

 

This study is unlike any other in the literature on competencies. It uses descriptive 

statistics such as measures of central tendency to describe characteristics of the 

participants, means to determine average ratings and rank orders, medians to 

examine the bulk of values, SD to indicate the spread of rating, and mode to identify 

frequencies. Inferential statistics such as ANOVA, MANOVA, the Scheffe test, the 

Pearson Product-moment correlation coefficient, and confidence intervals were used 

to examine statistical significance. The Cronbach alpha was used to determine 

reliability. The SPSSX computer program was used to analyse the data. 

 

The following chapter describes the results of the analysis by examining the 

descriptive characteristics of the participants and the ratings of 'importance' and 

'uniqueness'. Results outline correlations and relationships between health 

professional groups and the competencies.  
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Chapter 4: Results 

 

 

Introduction 

This chapter describes the results of the analysis of the descriptive statistics that 

examined the characteristics of participants and their ratings of 'uniqueness' and 

'importance' of competencies in two surveys. One-way ANOVA and multivariate 

analysis were used to examine data of both surveys for correlations and relationships 

between health professional groups, their characteristics and perceptions of 

'uniqueness' and 'importance' of the ANRAC and ANCI competencies.  

 

Return rate of surveys 

The return rate of both surveys was reasonable given the expected response to 

anonymous postal surveys and is ample for the analysis of the variables. The first 

survey conducted in 1997 (using the ANRAC 1990 competency list), distributed 

1846 surveys. Four hundred and sixty-six (25.2%) were returned. Thirty surveys 

were incomplete and thus discarded, resulting in the total number of survey forms 

used being 428 (23.1%). The second survey conducted in the year 2000 (using the 

ANCI 2000 competency list), distributed 1440 survey forms. Four hundred and 

twenty-three (29.4%) completed forms were returned. Twenty forms were 

incomplete and were discarded. The total number of survey forms used was 403 

(28%). 

 

When the 1997 survey and the 2000 survey are combined, the total number of forms 

distributed was 3,286. Eight hundred and eighty-nine (27%) of the total distributed 

were returned. The total combined number used was 831 (25.3%). Table 4.1 

summarizes the return rate of the surveys. 
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Table 4.1  Summary of Return of Surveys 

 Survey 1 Survey 2 Combined 

 n (%) n (%)  n (%)  

Issued 1846 1440 3286 

Returned 466 (25) 423 (29.4) 889(27) 

Discarded 38 (2) 20 (1.3) 58 (1.76) 

Used 428 (23.1) 403 (28) 831 (25.2) 

 

There are several possible explanations for the low return rate of the surveys. The 

first is that there were a large number of competencies to rate and this may have 

inhibited participants from completing the survey due to the time required and the 

nature of the task. The summary in table 4.1 indicates the percentage of 

questionnaires returned and demonstrates that the second survey received a slightly 

better response than the first survey. This may be due to the fact that the second 

survey was shorter than the original survey and contained fewer competencies, 

making it less time consuming than the first survey. Second, people moving and not 

leaving a change of address may have resulted in some of the surveys being returned 

to the researcher stamped "not at this address'. Another possibility for the low return 

rate is that the surveys were anonymous and were randomly mailed out to 

participants by the relevant associations. The researcher and the associations 

therefore had no way of knowing who had received or returned the survey forms. 

This process of administration therefore restricted follow up options of reminder 

letters or additional surveys. The researcher prior to the commencement of 

distribution foresaw the possibility of a low return rate of 25-30% and therefore a 

large number of surveys were mailed out in an attempt to compensate for this 

prediction and ensure a sufficient sample for the number of variables for the 

analysis. 
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Characteristics of participants 

The characteristics of the participants are described in relation to professional 

background, gender, age, year of graduation, state of residence, and employment 

status. 

 

Professional background 

Eight hundred and thirty-one participants from four professional backgrounds 

completed the surveys. Two hundred and fifty-three (30.4%) were nurses, 171 

(20.6%) physiotherapists, 204 (24.5%) speech pathologists, and 203 (24.5%) 

occupational therapists. 

 

Gender 

As expected there were a much higher number of female than male participants as 

these four occupations traditionally have a higher number of females than males. 

Eighty (9.6%) of the participants were male and 751 (90.4%) were female. 

 

Age 

The ages of participants ranged from 20 to 68. The mean age was 32.3 years with a 

standard deviation of 10.08. The participants' ages were recorded into groups. Table 

4.2 shows the age distribution of participants. The largest percentage (32.7%) of 

participants were aged between 20 and 24 years. 

 
Table 4.2    Age of the Participants 

Age group Total % 

20-24 272 32.7 

25-29 156 18.8 

30-34 104 12.5 

35-39 89 10.7 

40-44 93 11.2 

45-49 48 5.8 

50+ 69 8.3 

Total 831 100% 
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Year of graduation 

The year of professional graduation of participants ranged from 1954 to 1999. This 

allowed for examination of differences between new graduates who may have been 

introduced to competencies in their curriculum and other graduates who may have 

been introduced to competencies in other ways such as clinical education or self-

reading. The mean year was 1988-89 with a standard deviation of 8.98. The 

participant's year of graduation was recorded in several groups of before 1990, 1991-

1993,1994-1996, and 1997-2000. These year groups were chosen because the 

competency movement began around 1990 and most University courses and the 

professional accreditation of such courses occurs in three-year cycles. Table 4.3 

shows the distribution of participant’s year of graduation. Note that a large percent 

of participants graduated in the period of 1994-1996. This is the period when 

competencies for these professions were implemented.  

 
Table 4.3    Year of Graduation 

Year Total % 

<1991 325 39.1% 

1991-1993 96 11.6% 

1994-1996 353 42.5% 

1997-2000 57 7.8% 

 

State of residence 

The state or territory of the participant’s residence was also recorded. The surveys 

were returned from the Australian states of New South Wales (NSW) 263 (31.6%), 

Queensland (QLD) 287 (34.5%) and Victoria (Vic) 281 (33.8%).  

 

Employment status 

The final characteristic of participants was the status of employment. It is significant 

to note that 94% of participants were employed. This could have implications for the 

practice and knowledge of competence. Employed participants may be more likely 
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than unemployed participants to have recent knowledge of competencies and be 

familiar with the development and implementation of competencies because of 

contact with peers and in-service education. The group classified as “other” were 

either on leave of absence, for example, maternity or long service leave, or were 

working in another field of employment (See Table 4.4). 

 
Table 4.4   Employment Status of Participants 

Employment Total % 

Full-time 532 64.0 

Part-time 200 24.1 

Casual 50 6.0 

Unemployed 16 1.9 

Other 33 4.0 

Total 831 100 

 

The following section will describe and summarize the descriptive statistics of the 

survey scale. This will include examining the characteristics of the overall scale and 

the relationship between individual competencies and the entire scale. 

 

Statistics of individual competencies 

Ninety-two competencies were rated in the 1997 survey (ANRAC 1990 competency 

list). Sixty-five competencies were rated in the 2000 survey (ANCI 2000 

competency list). The results of both surveys were later combined for reduction 

purposes. To combine the data 25 of the competencies from the 1997 survey that 

were not in the 2000 survey and 2 from the 2000 survey, which were not in the 1997 

were omitted to enhance comparability. This left an overall number of 63 

competencies in the combined data. Participants in both samples rated the 

competencies on a likert scale of 1 to 5 (1=strongly disagree, 2=disagree, 3=unsure, 

4=agree, and 5=strongly agree that the competency was ‘unique’ and ‘important’). 

All competencies were analysed individually but clustered into domains for the 
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purpose of reporting. The means of each competency on ‘uniqueness’ and 

‘importance’ from each professional health group in the study are shown in 

Appendices E and F. The frequencies of each competency on ‘uniqueness’ and 

‘importance’ from each professional health group in the study are shown in 

Appendices J and K. 

 

This study did not intend to defend or review ANRAC/ANCI categorization of the 

competencies. Examination of the competencies in this study therefore used ANCI 

2000 domains as the form of data reduction rather than produce new categories with 

new names.  

 

Reliability 

This study used the Cronbach's alpha coefficient to determine the reliability of the 

competency scale. The reliability of both surveys and the combined data were 

examined. 

 

The results of the 1997 survey showed a high coefficient α (alpha) of 0.99 for the 

total list of 'uniqueness' of competencies. Similar results occurred on 'importance' of 

the competencies. The results of the 2000 survey also showed a high coefficient 

alpha of 0.99 for the total list of 'uniqueness' of competencies. Again, similar results 

occurred on 'importance' of the competencies. 

 

The results of the combined data from both surveys (using the ANCI 2000 

competency structure) showed a high coefficient alpha of 0.9952 for the total list of 

'uniqueness' of competencies. High coefficient alphas also occurred on each of the 

domains with domain 1 α = 0.9888, domain 2 α = 0.9785, domain 3 α =0.9844, and 

domain 4 α = 0.9846. Similar results occurred on 'importance' of the competencies. 

The total list had a high coefficient alpha of 0.9734 with domain 1 α = 0.9170, 

domain 2α = 0.8905, domain 3 α = 0.9356, and domain 4 α =0.9319.  
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These high coefficient alphas support the reliability of using ANCI categorization as 

a form of data reduction in this study. Table 4.5 shows a summary of the reliability 

alphas of the two surveys and combined data for ‘uniqueness’. The names of the 

domains are not given in this table because the names of the domains are different 

for each survey. 

 
Table 4.5  Summary of Reliability Alphas for Uniqueness 

Survey Total  Domain 1 Domain 2 Domain 3 Domain 4 Domain 5 

1997 .99 .98 .98 .98 .98 .97 

2000 .99 .99 .98 98 .98  

Combined Data .99 .98 .97 .98 .98  

 

Table 4.6 shows a summary of the reliability alphas of the surveys and combined 

data for importance. Considering that the ANCI structure of reduction into domains 

has high reliability coefficient alphas for all domains this study chose to keep the 

ANCI (2000) form of data reduction as the exploratory tool. 

 
Table 4.6  Summary of Reliability Alphas for Importance 

Survey Total Domain 1 Domain 2 Domain 3 Domain 4 Domain 5 

1997 .98 .95 .93 .95 .95 .92 

2000 .97 .93 .87 .92 .93  

Combined Data .97 .91 .89 .93 .93  

 

Analysis of professional groups' ratings of competencies 

This section focuses on identifying statistically significant differences of 

participants' ratings of 'uniqueness' and 'importance' of the competencies. The 

analysis includes differences such as, 1) statistically significant difference between 

the participants' ratings of 'uniqueness' and ‘importance’ of the competencies and 

participants' profession of nursing, physiotherapy, speech pathology and 

occupational therapy, 2) statistically significant difference between the responses of 
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participants in the 1997 survey to the responses of participants in the 2000 survey for 

both ‘uniqueness’ and ‘importance’, 3) significance of relationships between the 

ratings of ‘uniqueness’ and the ratings of ‘importance’. The combined data of the 

two surveys was used for these analyses.  

 

Ratings of 'Uniqueness' across the professional subgroups 

A One-way ANOVA of total score means across the professional subgroups 

determined if there were any statistically significant differences in the mean ratings 

of the 'uniqueness' of the competencies by the different professional subgroups. The 

total scale means had an F-test value of 33.769 (p <.001). There was also a 

statistically significant difference across the domains. All domains were significant 

at p <.001 (See Table 4.7). 

 
Table 4.7 One-way ANOVA of Profession of each Domain on Uniqueness 

  Sum of squares df Mean Square F Sig 
Domain 1 Between groups 79489.50 3 26496.50 34.67 .001 
Professional &  Within Groups 632018.75 827 764.21   
Ethical Practice Total 711508 830    
       
Domain 2 Between groups 6115.87 3 2038.62 22.23 .001 
Critical thinking Within Groups 75833.51 827 91.69   
& Analysis Total 81949.39 830    
       
Domain 3 Between groups 28455.00 3 9485.00 28.97 .001 
Management Within Groups 270689.83 827 327.31   
Of Care Total 299144.84 830    
       
Domain 4 Between groups 47047.90 3 15682.63 37.83 .001 
Enabling Within Groups 342765.77 827 414.46   
 Total 389813.67 830    
       
Total Scale Between groups 548026.99 3 182675.66 33.76 .001 
 Within Groups 4473708.2 827 5409.56   
 Total 5021735.2 830    
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 Scheffe F-test. 

A follow-up Scheffe F-test examined any statistically significant differences between 

the professions (See Table 4.8). The Scheffe method is more conservative than other 

posthoc procedures in that it requires larger differences between means than most 

others for significance to be achieved. 

 

The table shows that there was a trend for the nursing profession to differ from other 

professions. Nursing (Nrs) was statistically significant from all the other professions 

on all domains and total scale. Occupational Therapists (OT) differed from all other 

professions on domain 3 (Management of Care) and domain 4 (Enabling). The 

Occupational Therapists did not differ from physiotherapists (PT) on domains 1 

(Professional and Ethical Practice), 2 (Critical Thinking and Analysis) or Total 

Scale. Occupational Therapists did not differ from speech pathologists (SPath) on 

domain 2 (Critical Thinking and Analysis). 

 
Table 4.8 Scheffe F-test of Total Score and Domains on Uniqueness 

Groups compared Domain 1 

Professional & 

Ethical Practice 

Domain 2 

Critical thinking 

& Analysis 

Domain 3 

Management of 

Care 

Domain 4 

Enabling 

Total  

Scale 

Nrs v PT * * * * * 
Nrs v SPath * * * * * 
Nrs v OT * * * * * 
OT v PT   * *  

OT v SPath *  * * * 

*= p< .001 

 

On the basis of professional subgroups showing statistical significant differences on 

total scale and all domains for the ratings of ‘uniqueness’, each domain is examined. 
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 Domain 1: Professional and Ethical Practice 

The descriptive statistics for nurses and the other health professional groups’ ratings 

on ‘uniqueness’ for domain 1 ‘Professional and Ethical Practice’ are shown in Table 

4.9. 

 
Table 4.9 Descriptives of ‘Uniqueness’ for Professional & Ethical Practice 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 2.96 2.07 1.89 2.27 
95% Confidence 
Interval Lower 
Bound 
Upper Bound 

 
 
2.78 
3.13 

 
 
1.91 
2.24 

 
 
1.74 
2.04 

 
 
2.11 
2.43 

5% Trimmed Mean 2.95 1.99 1.79 2.20 
Median 2.74 1.96 1.59 2.00 
Variance 1.96 1.19 1.14 1.33 
SD 1.40 1.09 1.07 1.15 
Minimum 1.00 1.00 1.00 1.00 
Maximum 5.00 4.91 4.87 5.00 
Range 4.00 3.91 3.87 4.00 
Percentiles  25 1.73 1.10 1.00 1.30 
                   50 2.73 1.95 1.59 2.00 
                   75 4.30 2.39 2.15 2.89 
Skewness .02 1.10 1.34 0.82 
Interquartile range 2.57 1.30 1.16 1.61 

 

The table shows that nurses had the highest mean of 2.96. This is over mid-way (2.5) 

between ‘unique’ and ‘not unique’. The other health professional groups had lower 

means indicating that they perceived competencies of this domain as not unique. 

There was a large statistical mean difference of 1.07 between nurses and speech 

pathologists, 0.88 between nurses and physiotherapists, and 0.68 between nurses and 

occupational therapists. This suggests that nurses and speech pathologists were most 

different. The 5% trimmed mean deletes 5% from the top and bottom of each group 

thus eliminating unusual values in the tails of the distribution. The 5% trimmed 

mean reduced the mean of physiotherapists, speech pathologists and occupational 

therapists but not nurses. It also increased the mean difference to 1.17 between 

nurses and speech pathologists, 0.96 between nurses and physiotherapists, and 0.76 



 76

between nurses and occupational therapists. The SD was highest for nurses. This 

indicates that the nurses’ ratings had a wider variation of perception of uniqueness 

than other health professional groups’ ratings. These differences are shown 

graphically in the histograms in Figure 4.1. In the likert scale of the diagrams “1” 

was “strongly disagree” and “5” was “strongly agree” that the competencies of this 

domain are unique. 

 
Figure 4.1 Histograms of ratings of ‘Uniqueness’ for Professional & Ethical 

Practice.  
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This figure shows that the tails of the sample distribution for nurses and other health 

professional groups are higher than those of the normal distribution. More nurses 

scored at either end of the likert scale resulting in higher tails on both ends of the 
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normal distribution. The other health professional groups only have higher tails on the 

left side of the normal distribution. This indicates that the sample SD is larger than 

that for the normal distribution. The bulk of the ratings were at the lower end of the 

likert scale where there was less variation. This indicates that nurses had both positive 

and negative variations from the mean that were greater than two SD. The other 

health professional groups had negative variations that were greater than one SD. This 

shows that the other health professional group ratings were less unique than the 

nurses’ ratings. The mode (the most frequencies) was 1.00 for all the health 

professional groups. However, the frequency of this mode was much lower for nurses. 

This means that nurses rated the competencies as ‘not unique’ less often than the other 

health professional groups. The 95% Confidence Intervals are the ranges that span the 

‘true’ population performance at the probability level of .05. For the nursing group the 

Confidence Interval was 2.78-3.13. The population mean therefore was 2.96 +/- 0.18 

for nurses, 2.07+/- 0.16 for physiotherapists, 1.89 +/- 0.15 for speech pathologists, and 

2.27 +/- 0.16 for occupational therapists. The nursing group clearly rated the 

competencies of Professional and Ethical Practice as more unique than the other 

health professional groups rated them. 

 

To examine where the bulk of the values are concentrated the median, percentiles and 

skewness are considered. The box plot in Figure 4.2 graphically shows the differences 

between nurses and the other health professional groups in regard to the bulk of the 

rating values, the shape of the distributions, and any outliers. In the likert scale on the 

side of the diagram, a rating of 1 was “strongly disagree” and 5 was “strongly agree” 

that the competencies are unique. 
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Figure 4.2 Box Plot of ‘Uniqueness’ for Professional & Ethical Practice. 
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The medians (the horizontal line in the middle of the shaded box) and spreads (the 

shaded box) of the professional groups varied greatly. The shapes of the distributions 

were very different. The median line for the physiotherapists and speech pathologists, 

falls towards the top end of the box indicating that the distribution was left skewed, 

while for the nurses and occupational therapists it was more to the bottom of the box 

as occurs for right skewed distribution. The length of the boxes in Figure 4.2 (25th to 

75th percentile or 50% of the ratings) for physiotherapists, speech pathologists and 

occupational therapists was short while the length of the box for nurses was 

considerably longer. This indicates that the interquartile range (which is the difference 

between the 25th and 75th percentile) or 50% of ratings for nurses was much larger 

(larger variation) than it was for other health professional groups (See Table 4.9 for 

the percentiles). The final item to examine in Figure 4.2 was the extreme values or 

outliers that are marked by an open circle (o) or asterisk (*). The nurses and 

occupational therapists had no extreme cases. However, the physiotherapists had 13 

cases of extreme values >4.3 and the speech pathologists had 19 cases of extreme 

values >4.0. The extreme cases are only small compared to the sample size and 

therefore were not analysed further in this study. 
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There were several competencies in this domain that more than half the nurses rated 

as unique. These were: Competency 3 (Protects the rights of individuals and groups 

in relation to health) was rated by 47.4% of nurses as unique, 5.9% were unsure, and 

46.6% rated it not unique. Competency 3.1 (Acknowledges the rights of 

individuals/groups in the health care setting) had 50.2% of nurses rate it unique, 5.4% 

were unsure, and 42.4% rated it not unique. Competency 3.3 (Involves the 

individual/group as an active participant in the process of care) was rated by 47.4% 

as unique, 10.3% were unsure, and 42.3% rated it not unique. Competency 3.4 

(Respects the values, customs, spiritual beliefs and practices of individuals and 

groups) had 50.2% rate it unique, 8.7% were unsure, and 41.1 rated it not unique. 

Competency 3.5 (Provides for the spiritual, emotional and cultural needs of 

individuals/groups) had 45% rate it unique, 10.7% were unsure and 40.3% rated it not 

unique. Competency 3.6 (Provides relevant and current health care information to 

individuals and groups in a form which facilitates their understanding) had 48.2% 

rate it unique, 9.1% were unsure and 42.7% rated it not unique. 

 

When the competencies of this domain were rank ordered, there were no correlations 

between nurses and physiotherapists. There were however, correlations at the 0.01 

level between nurses and occupational therapists and between speech pathologists and 

occupational therapists. There were also correlations at the 0.05 level between nurses 

and speech pathologists, physiotherapists and speech pathologists, and 

physiotherapists and occupational therapists. For example, nurses ranked competency 

1.1 (Demonstrates knowledge of legislation and common law pertinent to practice) as 

2.5th least unique, occupational therapists ranked it at 2nd least unique, and speech 

pathologists ranked it 10th least unique. Physiotherapists however ranked it 19th least 

unique (See appendix I). This indicates that as nurses increased/decreased the ranking 

of uniqueness of a competency so did occupational therapists and to a lesser degree so 

did speech pathologists. Physiotherapists were different and did not increase or 
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decrease the rank order in any way similar to the other health professions. The means 

of the nursing group however were always much higher than for any of the other 

health professional groups. Table 4.10 shows the correlations for this domain. 

 
Table 4.10 Correlations of Professional & Ethical Practice for Uniqueness 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 .120 .501* .694** 

 Sig.(2-tailed)  .586 .015 .001 
Rank of 
Physiotherapists 

Pearson 
Correlation 

.120 1.001 .505 .420* 

 Sig.(2-tailed) .586  .014 .046 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.501* .505* 1.001 .742** 

 Sig.(2-tailed) .015 .014  .001 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.694** .420* .742** 1.001 

 Sig.(2-tailed) .001 .046 .001  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

When the units of competencies were considered with the elements summed into the 

unit and then with the elements omitted, the rank order changed slightly (See 

Appendix J). The elements of the units did not make any significant difference to how 

unique a competency was perceived. A one-way ANOVA with the elements omitted 

still showed a statistically significant difference (p = .001) between nursing and the 

other health professional groups. The omission of the elements however, did change 

the rank order slightly. The ‘unsure’ ratings may have some influence on the rank 

orders because they had an influence on the means. 

 

Domain 2: Critical Thinking & Analysis. 

The descriptive statistics for nurses and other health professional groups ratings on 

‘uniqueness’ for domain 2 ‘Critical Thinking and Analysis’ are shown in table 4.11. 
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Table 4.11 Descriptives of ‘Uniqueness’ for Critical Thinking & Analysis 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 2.78 2.18 1.91 2.16 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
2.62 
2.95 

 
2.01 
2.36 

 
1.76 
2.06 

 
2.01 
2.31 

5% Trimmed Mean 2.76 2.01 1.81 2.08 
Median 2.50 2.00 1.62 2.00 
Variance 1.82 1.38 1.19 1.23 
SD 1.35 1.18 1.09 1.11 
Minimum 1.00 1.00 1.00 1.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 4.00 4.00 4.00 
Percentiles  25 1.62 1.00 1.00 1.00 
                   50 2.50 2.00 1.62 2.00 
                   75 4.00 3.00 2.25 2.75 
Skewness 0.18 0.88 1.27 0.90 
Interquartile range 2.38 2.00 1.25 1.75 

 

Table 4.11 shows that again nurses had the highest mean of 2.78. This was just over 

half way between unique and not unique. There was a large statistical mean difference 

of 0.87 between nurses and speech pathologists, 0.60 between nurses and 

physiotherapists, and 0.62 between nurses and occupational therapists. This mean 

difference was smaller than for domain 1. The 5% trimmed mean reduced the mean of 

other health professional groups more than nurses. It also increased the mean 

difference to 0.95 between nurses and speech pathologists, 0.75 between nurses and 

physiotherapists, and 0.68 between nurses and occupational therapists. The SD was 

higher for nurses than for other health professional groups as it was in domain 1. This 

indicates that the nurses’ ratings had a wider variation from the mean than 

physiotherapists’ ratings. These differences are shown graphically in the histograms 

in Figure 4.3. In the likert scale of the diagrams “1” was “strongly disagree” and “5” 

was “strongly agree” that the competencies of this domain are unique. 
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Figure 4.3 Histograms of ‘Uniqueness’ for Critical Thinking & Analysis.
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Figure 4.3 shows that the tails of the sample distribution for all health professional 

groups are higher than those of the normal distribution. The nurses had higher tails on 

both ends of the normal distribution. The other health professional groups had higher 

tails only on the left side of the normal distribution. This indicates that the sample SD 

is larger than that for the normal distribution interval as it was in domain 1. This 

indicates that the bulk of the ratings are at the lower end of the likert scale. This end 

has less variation compared to the other end. The mode or most frequent rating was 

1.00 for all the health professional groups. However, the frequency of this mode was 

again much lower for the nurses. For the nursing group the Confidence Interval was 

2.62-2.95. The population mean therefore was 2.78 +/- 0.17 for nurses, 2.18+/- 0.18 for 

physiotherapist, 1.91 +/- 0.15 for speech pathologists, and 2.16 +/- 0.15 for 
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occupational therapist. The nursing group clearly rated the competencies of this 

domain as more unique than the other health professional groups. 

 

The box plot in Figure 4.4 graphically shows the differences between nurses and the 

other health professional groups. The bulk of the values, the shape of the distributions, 

the median, the percentiles, the skewness, and the outliers can be seen in the box 

plots. In the likert scale on the side of the diagram “1” was “strongly disagree” and 

“5” was “strongly agree” that the competencies are unique. 

 
Figure 4.4 Box Plot of ‘Uniqueness’ for Critical Thinking & Analysis. 
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The medians and the spreads of professional groups varied greatly. The shapes of the 

distributions were very different. The median line for the physiotherapists and speech 

pathologists falls central in the box indicating that the distribution is not skewed, 

while for the nurses it is more to the bottom of the box as occurs for right skewed 

distribution. The median line for the occupational therapists was more to the top of 

the box indicating a left skewed distribution. The length of the boxes for 

physiotherapists, speech pathologists, and occupational therapists was slightly shorter 

than the length of the box for nurses. This indicates that the interquartile range or 50% 
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of ratings for nurses was larger (larger variation) than it was for other health 

professional groups. The only health professional group with extreme cases was the 

speech pathologists who had 19 rankings of >4.1. 

 

A small proportion of nurse participants were unsure (n=39) about the uniqueness of 

the competencies and this increased the mean. Twenty-one physiotherapists were 

unsure, followed by 18 occupational therapists, and 14 speech pathologists. These are 

low numbers given the sample size. All competencies in this domain had 10% or 

more nurses unsure about the uniqueness; 20.9% were unsure about using 

Professional standards of practice to assess the performance of self, (competency 5.1) 

and Contributing to the process of professional research (competency 6.3) which was 

ranked as least important of all ANCI competencies. There were no competencies in 

this domain where half the nursing group rated any unique.  

 

When the competencies in this domain were rank ordered there were no correlations 

between any of the health professional groups. The correlation coefficients were also 

negative (-.041) between nurses and physiotherapists and (-.314) between nurses and 

speech pathologists. This negativity indicates that differences in ranking are very 

large for some competencies (See appendix I). However, 33.2% of nurses rated this 

competency as unique to nursing. Table 4.12 shows the correlations of this domain. 
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Table 4.12 Correlations of Critical Thinking & Analysis for Uniqueness 
  Rank 

 of 
Nurses 

Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 -.041 -.314 .058 

 Sig.(2-tailed)  .924 .448 .892 
Rank of 
Physiotherapists 

Pearson 
Correlation 

-.041 1.001 .269 -.451 

 Sig.(2-tailed) .924  .519 .262 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

-.314 .269 1.001 .336 

 Sig.(2-tailed) .448 .519  .416 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.058 -.451 .336 1.001 

 Sig.(2-tailed) .892 .262 .416  

 

When the rank order was compared with and without the elements included, unit 5 

remains the least unique for nurses, unit 6 is also least unique with the elements 

included. However, when the elements are omitted it moved up to 11th least unique. 

The elements also have a slight affect on the rank order of these units for 

physiotherapists, speech pathologists, and occupational therapists. A one-way 

ANOVA with out the elements still showed a statistically significant difference 

(p=.001) between nurses and the other health professional groups.  

 

Domain 3: Management of Care. 

The descriptive statistics for health professional group ratings on ‘uniqueness’ for 

domain 3 ‘Management of Care’ are shown in Table 4.13. 

 

 

 

 

 

 

 

 



 86

Table 4.13 Descriptives of ‘Uniqueness’ for Management of Care 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 2.94 2.17 1.95 2.52 
95% Confidence Interval  
Lower Bound 
Upper Bound 

 
2.78 
3.11 

 
2.17 
2.00 

 
1.80 
2.10 

 
2.35 
2.69 

5% Trimmed Mean 2.93 2.09 1.84 2.47 
Median 2.87 2.00 1.80 2.27 
Variance 1.77 1.23 1.24 1.46 
SD 1.33 1.11 1.12 1.21 
Minimum 1.00 1.00 1.00 1.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 4.00 4.00 4.00 
Percentiles  25 2.00 1.13 1.00 1.53 
                   50 2.87 2.00 1.80 2.27 
                   75 4.07 2.60 2.20 3.47 
Skewness -0.00 0.92 1.27 0.46 
Interquartile Range 2.13 1.53 1.20 1.93 

 

Nurses again had the highest mean of 2.94. There were large statistical mean 

differences of 0.99 between nurses and speech pathologists, 0.77 between nurses and 

physiotherapists, and 0.42 between nurses and occupational therapists. These are very 

high mean differences between nurses and physiotherapists and nurses and speech 

pathologists. The 5% trimmed mean again reduced the mean of physiotherapists, 

speech pathologists, and occupational therapists but not nurses. It also increased the 

mean difference to 1.09 between nurses and speech pathologists, 0.84 between nurses 

and physiotherapists, and 0.46 between nurses and occupational therapists. The SD 

was higher for nurses than for other health professional groups. Again indicating that 

the nurses’ ratings had a wider variation of perception of uniqueness than other health 

professional group ratings. These differences are shown graphically in the histograms 

in Figure 4.5. In the likert scale of the diagrams “1” was “strongly disagree” and “5” 

was “strongly agree” that the competencies of this domain are unique. 
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Figure 4.5 Histogram of ‘Uniqueness’ for Management of Care 
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The histograms also show that the tails of the sample distribution for all the health 

professional groups are higher than those of the normal distribution. The nurses had 

higher tails on both ends of the normal distribution. The other health professional 

groups had higher tails only on the left side of the normal distribution. This indicates 

that the sample SD was larger than that for the normal distribution. The mode or most 

frequent rating was 1.00 for all health professional groups. However, the frequency of 

this mode was much lower for nurses. For the nursing group the Confidence Interval 

was 2.78-3.11. The population mean was 2.94 +/- 0.17 for nurses, 2.17+/- 0.08 for 

physiotherapist, 1.95 +/- 0.25 for speech pathologists, and 2.52 +/- 0.17 for 

occupational therapist. The nursing group clearly rated the competencies of this 

domain as more unique than the other health professional groups rated them. Figure 

4.6 shows the box plots. 
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Figure 4.6 Box Plots of ‘Uniqueness’ for Management of Care. 
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The medians and spread of the professional groups varied greatly. The shapes of the 

distributions were very different. The median lines for the physiotherapists and speech 

pathologists are at the upper end of the box indicating that the distribution was left 

skewed, while for nurses and occupational therapists it was more to the bottom of the 

box as occurs for right skewed distribution. The length of the boxes for 

physiotherapists and speech pathologists was slightly shorter than the length of the 

box for nurses and occupational therapists. This indicates that the interquartile range 

or 50% of ratings for nurses and occupational therapists was larger (larger variation) 

than it is for physiotherapists and speech pathologists. Fifty percent of the nurses’ 

ratings are from 2.00 to 4.07 whilst 50% of physiotherapists’ ratings are only from 

1.13 to 2.60, 50% of speech pathologists’ ratings are from1.00 to 2.20, and 50% of 

occupational therapists’ ratings are from 1.53 to 3.47.  

 

Around 12-15% of nurses were unsure about the uniqueness of aspects in 

Management of Care. This included Carrying out a comprehensive and accurate 

assessment of individuals and groups in a variety of settings (competency 7), 
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Analyses and interprets data accurately (7.3), Use of a structured approach in the 

process of assessment (7.1), Establishing priorities for resolution of identified health 

needs in consultation with the individual/group (8.1), and Identifying expected 

outcomes including a time frame for achievement in consultation with 

individuals/groups (8.2). These unsure ratings increased the mean rating of these 

competencies. 

 

More than half the nursing group rated the following competencies as unique. These 

included: collects data regarding the health and functional status of individuals and 

groups, formulates a plan of care in collaboration with individuals and groups, 

develops and documents a plan of care to achieve optimal health, habilitation, 

rehabilitation or a dignified death, plans for continuity of care as appropriate, and 

educates individuals or groups to maintain and promote health. 

 

When the competencies of this domain are rank ordered there were negative 

correlations between nurses and the other health professional groups. Thus there was 

a tendency for physiotherapists and speech pathologists to rank the competencies in 

the opposite order to nurses. For example, nurses ranked competency 8.3 (Develops 

and documents a plan of care to achieve optimal health, habilitation, rehabilitation or 

a dignified death) as the 2nd most unique competency. Physiotherapists ranked it 26th, 

speech pathologists ranked it 23rd, and occupational therapists ranked it 18th. There 

was a positive correlation at the 0.05 level between speech pathologists and 

occupational therapists for the competencies of this domain. Table 4.14 shows the 

correlations of this domain. 
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Table 4.14 Correlations of Management of Care for Uniqueness 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 -.308 -.137 .357 

 Sig.(2-tailed)  .264 .627 .192 
Rank of 
Physiotherapists 

Pearson 
Correlation 

-.308 1.001 .544* .463 

 Sig.(2-tailed) .264  .036 .082 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

-.137 .544* 1.001 .634* 

 Sig.(2-tailed) .627 .036  .011 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.357 .463 .634* 1.001 

 Sig.(2-tailed) .192 .082 .011  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

When the elements were omitted, the rank order changed (See Appendix J). The 

elements had a great influence on the ranking of uniqueness of the competencies. The 

omission of the elements however, did not change the statistically significant 

difference between nurses and the other health professional groups. 

 

Domain 4: Enabling. 

The descriptive statistics for health professional group ratings on ‘uniqueness’ for 

domain 4 ‘Management of Care’ are shown in Table 4.15. 
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Table 4.15 Descriptives of ‘Uniqueness’ for Enabling 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 3.01 2.04 1.92 2.40 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
2.84 
3.18 

 
1.87 
2.21 

 
1.78 
2.07 

 
2.24 
2.57 

5% Trimmed Mean 3.01 1.94 1.82 2.35 
Median 3.00 1.94 1.65 2.12 
Variance 1.87 1.23 1.12 1.38 
SD 1.37 1.11 1.06 1.17 
Minimum 1.00 1.00 1.00 1.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 4.00 4.00 4.00 
Percentiles  25 1.76 1.00 1.00 1.44 
                   50 3.00 1.94 1.65 2.12 
                   75 4.29 2.32 2.24 3.18 
Skewness -0.00 1.17 1.36 0.62 
Interquartile Range 2.53 1.35 1.24 1.82 

 

Table 4.15 shows that nurses had the highest mean of 3.01 and this was the highest 

mean for nurses across all domains. There were statistical mean differences of 1.09 

between nurses and speech pathologists, 0.97 between nurses and physiotherapists, 

and 0.61 between nurses and occupational therapists. The 5% trimmed mean again 

reduced the mean of physiotherapists, speech pathologists, and occupational therapists 

but not nurses. It also increased the mean difference to 1.19 between nurses and 

speech pathologists, 1.07 between nurses and physiotherapists, and 0.66 between 

nurses and occupational therapists. The SD was higher for nurses than for other health 

professional groups. This indicates that nurses’ ratings had a wider variation of 

perception of uniqueness than the other health professionals group ratings. These 

differences are shown graphically in the histograms in Figure 4.7. In the likert scale of 

the diagrams “1” was “strongly disagree” and “5” was “strongly agree” that the 

competencies of this domain are unique. 

 

 

 



 92

Figure 4.7 Histogram of ‘Uniqueness’ for Enabling 
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This figure also shows that the tails of the sample distribution for all health 

professional groups were higher than those of the normal distribution. The nurses had 

higher tails on both ends of the normal distribution. The other health professional 

groups had higher tails only on the left side of the normal distribution. This indicates 

that the sample SD was larger than that for the normal distribution. The normal 

distribution interval for nurses was 0.27 to 5.75. This exceeds the higher end of the 

range of 1.00 to 5.00 for nurses (See Table 4.15). This indicates that the bulk of the 

ratings were at the lower end of the likert scale and had less variation. The mode or 

most frequent rating was 1.00 for all health professional groups. However, the 

frequency of this mode was much lower for the nurses. For the nursing group the 

Confidence Interval was 2.84-3.18. The population mean therefore was 3.01 +/- 0.17 

for nurses, 2.04+/- 0.18 for physiotherapist, 1.92 +/- 0.15 for speech pathologists, and 
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2.40 +/- 0.17 for occupational therapist. The nursing group clearly rated the 

competencies of this domain as more unique than other health professional groups. 

The box plot in Figure 4.8 graphically shows the differences between health 

professional groups.  

 
Figure 4.8 Box Plots of ‘Uniqueness’ for Enabling. 
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The medians and the spreads of the professional groups varied greatly as shown in 

Figure 4.8. The median line for physiotherapists fell at the upper end of the box 

indicating that the distribution was left skewed while for the nurses and speech 

pathologists it was more central as for no skewed distribution. The median line for 

occupational therapists fell at the lower end of the box indicating that the distribution 

was right skewed. The length of the boxes for physiotherapists, speech pathologists, 

and occupational therapists was slightly shorter than the length of the box for nurses. 

This indicates that the interquartile range or 50% of ratings for nurses was larger 

(larger variation) than for other health professional groups.  

 

This domain had the highest number of nurses (n = 40) who were unsure and this had 

an affect on the mean. Physiotherapists had 15 who were unsure, speech pathologists 
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had 14, and occupational therapists had 28. The competencies that the groups were 

most unsure about were: Applies strategies to promote individual/group self esteem 

(competency 11.4), Communicates using formal and informal channels of 

communication (12.1), Organises workload to facilitate planned care for individuals 

and groups (13.1), Delegates to others activities commensurate with their abilities 

and scope of practice (13.2), and Uses a range of supportive strategies when 

supervising aspects of care delegated to others (13.3).  

 

When the competencies were rank ordered there were no correlations between any of 

the health professional groups. Thus, all health professional groups rank ordered the 

competencies differently. The correlation coefficient between nurses and 

physiotherapists was negative (-.176).  

 

There were several competencies in this domain that more than half the nursing group 

rated as unique. These included competency 11.2 (Provides for the comfort needs of 

individuals and groups) ranked the most unique, Competency 11.3 (Establishes, 

maintains and concludes caring, therapeutic and effective interpersonal relationships 

with individuals or groups) ranked 3rd most unique, Competency 11.4 (Applies 

strategies to promote individual/groups self esteem) ranked 14th. Competency 11.5 

(Acts to maintain the dignity and integrity of individuals and groups) ranked 4th most 

unique, Competency 12 (Communicates effectively with individuals and groups) 

ranked 9th, Competency 13.1 (Organises workloads to facilitate planned care for 

individuals and groups) ranked 12.5th, Competency 14.1 (Recognises the role of 

members of the health care team in the delivery of health care) ranked 18th, 

Competency 14.3 (Participates with other members of the health care team and the 

individual/group in decision making) ranked 22nd most unique. 

 

When the elements are omitted unit 12 (Communicates effectively with individuals 

and groups) became the most unique and unit 11 (Contributes to the maintenance of 
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an environment which promotes safety, security and personal integrity of individuals 

and groups) became 4th most unique. This change of rank order shows that the 

elements make a difference to the uniqueness of the units in this domain.  

 

Total Scale 

Descriptive statistics for health professional group ratings on ‘uniqueness’ for the 

total scale are shown in Table 4.16. 

 
Table 4.16  Descriptives of  ‘Uniqueness’ for Total Scale 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 2.94 2.10 1.92 2.35 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
2.78 
3.11 

 
1.94 
2.26 

 
1.77 
2.06 

 
2.20 
2.51 

5% Trimmed Mean 2.94 2.02 1.81 2.29 
Median 2.89 1.98 1.64 2.08 
Variance 1.77 1.17 1.11 1.27 
SD 1.33 1.08 1.06 1.13 
Minimum 1.00 1.00 1.00 1.00 
Maximum 5.00 4.00 4.00 5.00 
Range 4.00 3.90 3.94 4.00 
Percentiles  25 1.89 1.13 1.02 1.41 
                   50 2.89 1.98 1.64 2.08 
                   75 4.21 2.55 2.17 3.07 
Skewness .00 1.06 1.32 0.69 
Interquartile Range 2.34 1.43 1.16 1.67 

 

The total scale of the mean difference between nurses and speech pathologists was 

1.02, 0.84 between nurses and physiotherapists, and 0.59 between nurses and 

occupational therapists. The other differences were very similar to the individual 

domains discussed. Figure 4.9 shows the histograms for total scale and Figure 4.10 

shows the box plots.  
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Figure 4.9 Histogram of ‘Uniqueness’ for Total Scale
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Figure 4.10 Box Plots for Total Scale 
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The total number of competencies rated unique by nurses was 19 of 63. These are 

listed in Figure 4.11 below. The competencies are in rank order based on percentages 

and not the means because the unsure ratings affected the means and the rank orders. 
 

 
Figure 4.11 Competencies rated unique by nurses 

1) Provides for the comfort needs of individuals and groups 
2) Develops and documents a plan of care to achieve optimal health, habilitation, 

rehabilitation or a dignified death 
3) Establishes, maintains and concludes caring, therapeutic and effective 

interpersonal relationships with individuals or groups 
4) Respects the values, customs, spiritual beliefs and practices of individuals and 

groups 
5) Provides for the spiritual, emotional and cultural needs of individuals/groups 
6) Acts to maintain the dignity and integrity of individuals and groups 
7) Educates individuals or groups to maintain and promote health 
8) Communicates effectively with individuals and groups 
9) Provides relevant and current health care information to individuals and 

groups in a form which facilitates their understanding 
10) Protects the rights of individuals and groups in relation to health care 
11) Involves the individual/group as an active participant in the process of care 
12) Recognises the role of members of the health care team in the delivery of 

health care 
13) Formulates a plan of care in collaboration with individuals and groups 
14) Plans for continuity of care as appropriate 
15) Participates with other members of the health care team and the 

individual/group in decision-making 
16) Organises workloads to facilitate planned care for individuals and groups 
17) Collects data regarding the health and functional status of individuals and 

groups 
18) Provides for the spiritual, emotional and cultural needs of individuals/groups 
19) Applies strategies to promote individual/groups self esteem. 
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Table 4.17 shows the correlations of the total scale. 
 
Table 4.17  Correlations of Total Scale for Uniqueness 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 -.351** .109 .524** 

 Sig.(2-tailed)  .005 .396 .001 
Rank of 
Physiotherapists 

Pearson 
Correlation 

-.351** 1.001 .438** .254** 

 Sig.(2-tailed) .005  .001 .045 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.109 .438** 1.001 .522** 

 Sig.(2-tailed) .396 .001  .001 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.524** .254* .522** 1.001 

 Sig.(2-tailed) .001 .045 .001  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

The tables of each domain demonstrate that all of the means for all of the health 

professions were below 3 on the likert scale, except for the mean of “enabling” rated 

by nurses. The lowest mean was 1.89 for domain 1(Professional and Ethical Practice) 

was rated by speech pathologists. The speech pathologists had the lowest means 

across all domains.  

 

Overall, the nurses rated 'uniqueness' of the competencies higher than the other 

professions rated them. This means that other professions perceived the competencies 

as less unique to their profession than nurses perceived them to be to nursing.  

 

Ratings of 'Importance' of competencies across professional subgroups 

This section addresses the issue of statistically significant difference between 

participants' ratings of 'importance' of the competencies and participants' professions 

of nursing, physiotherapy, speech pathology and occupational therapy. 
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A one-way ANOVA of the total score means across professional subgroups 

determined if there were any statistically significant differences in the mean ratings of 

'importance' of the competencies by the different professional subgroups. The total 

scale means showed no statistically significant differences. There was however, a 

statistically significant difference across Professional and Ethical Practice and Critical 

Thinking (See Table 4.18). 

 
Table 4.18 One-way ANOVA of Profession of each Domain on Importance 

  Sum of squares df Mean Square F Sig 
Domain 1 Between groups 1663.469 3 554.490 5.740 .001 
Professional Within Groups 79894.430 827 96.608   
 Total 81557.899 830    
Domain 2 Between groups 205.740 3 68.580 3.514 .015 
Critical thinking Within Groups 16141.487 827 19.518   
 Total 16347.227 830    
Domain 3 Between groups 357.708 3 119.236 1.983 .115 
Management Within Groups 49727.760 827 60.130   
 Total 50085.468 830    
Domain 4 Between groups 339.733 3 113.244 1.690 .168 
Enabling Within Groups 55408.123 827 66.999   
 Total 55747.856 830    
Total Scale Between groups 1190.095 3 396.698 .515 .672 
 Within Groups 637426.04 827 770.769   
 Total 638616.14 830    

 

A follow-up Scheffe F-test showed statistically significant differences between the 

nurses and all other health professions for domain 1 (Professional and Ethical 

Practice). The statistics for each domain was examined. 

 

Domain 1: Professional and Ethical Practice 

The descriptive statistics for the health professional groups’ ratings on ‘importance’ 

for Professional and Ethical Practices are shown in Table 4.19. 
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Table 4.19 Descriptives of ‘Importance’ for Professional & Ethical Practice 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 4.63 4.48 4.50 4.50 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
4.56 
4.69 

 
4.43 
4.54 

 
4.44 
4.55 

 
4.45 
4.56 

5% Trimmed Mean 4.68 4.51 4.52 4.53 
Median 4.78 4.52 4.57 4.57 
Variance 0.26 0.14 0.15 0.15 
SD 0.51 0.38 0.39 0.40 
Minimum 1.00 1.65 1.00 1.70 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 3.35 4.00 3.30 
Percentiles  25 4.48 4.30 4.30 4.35 
                   50 4.78 4.52 4.57 4.57 
                   75 4.96 4.78 4.78 4.74 
Skewness -4.51 -2.77 -3.81 -2.98 
Interquartile Range 0.48 0.48 0.48 0.39 

 

Table 4.19 shows that the means were high for all the professional health groups. This 

indicates that all health professional groups rated the competencies of this domain as 

important. The nurses had the highest mean of 4.63. There was a statistically 

significant mean difference at p<.05 between nurses and physiotherapists, between 

nurses and speech pathologists and between nurses and occupational therapists. All of 

these are reasonably small differences. This indicates that nurses rated the 

competencies of this domain as more important than other health professional groups. 

The 5% trimmed mean increased the mean of all the health professional groups 

slightly. The SD was higher for nurses than for the other health professional groups. 

This indicates that the nurses’ ratings had a wider variation of perception of 

importance than other health professionals groups’ ratings. These differences are 

shown graphically in the histograms in Figure 4.12. 
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Figure 4.12 Histogram of ‘Importance’ for Professional & Ethical Practice 
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This Figure also shows that the tails of the sample distribution for all health 

professional groups was higher on the right side than those of the normal distribution 

with nurses being the highest. This indicates that the sample SD was larger than that 

for the normal distribution. The normal distribution interval for nurses was 3.61 to 

5.65. The bulk of the ratings were at the higher end of the likert scale and had little 

variation. The mode or the most frequent rating was 4.83 for all health professional 

groups except nurses where it was slightly higher at 5.00. The highest mode 

percentage was 18.6% from nurses, followed by 12.9% from physiotherapists, then 

8.3% from speech pathologist. For the nursing group the Confidence Interval was 

4.56-4.69. The population mean therefore was 4.63 +/- 0.07 for nurses, 4.48+/- 0.06 for 

physiotherapists, 4.50 +/- 0.06 for speech pathologists, and 4.50 +/- 0.05 for 
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occupational therapists. The nursing group clearly rated the competencies of this 

domain as more important than other health professional groups. 

 

To examine where the bulk of the values are concentrated the median, the percentiles 

and the skewness are considered. The box plot in Figure 4.13 graphically shows the 

differences between the health professional groups. 

 
Figure 4.13 Box Plots of ‘Importance’ for Professional & Ethical Practice 
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When the competencies of this domain were rank ordered, the orders of importance 

were different across professions. Nurses and occupational therapists had the most 

difference in the ranking of importance. For example, Competency 1.0 (Functions in 

accordance with legislation and common law affecting professional practice) was 

ranked 4th most important by the nursing group, 8th most important by 

physiotherapists, 22nd most important by speech pathologists and 30th by occupational 

therapists (See Appendix G). 
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There were however, also similarities in the rank orders. For example, nurses, speech 

pathologists, and occupational therapists ranked competency 2.4 (Ensures 

confidentiality of information) as the most important competency of all. 

Physiotherapists rated this competency as the second most important of all. However, 

all professional groups split the ranking of importance of the competencies of unit 2. 

Competencies 2, 2.1, and 2.4 were ranked highly important where as 2.2, and 2.3 

were not very important at all. Competency 2.2 (Demonstrates knowledge of 

contemporary ethical issues impinging on practice) was ranked 51st by nurses, 53rd by 

physiotherapists, and 49th by speech pathologists, and 57th by occupational therapists. 

Competency 2.3 (Engages effectively in ethical decision making) had a similar 

ranking (See Appendix G). 

 

Another way to examine the results of the ranking order was to rank the units with the 

elements omitted as well as with the total sum of the units (i.e. with the elements 

summed into the unit), (See Appendix H). Physiotherapists, speech pathologists and 

occupational therapists rank ordered unit 4 (Accepts accountability and responsibility 

for own actions within professional practice) very differently when the elements were 

omitted. It was ranked very important (2nd or 4th) without the elements but dropped to 

10th or 12th with the elements (which relate to own knowledge and seeking advice) 

summed into the unit. This implies that the other health professions, unlike nurses, 

place less importance on their own knowledge base and seeking advice in relation to 

accountability. Occupational therapists had a large difference in the rank order of unit 

3 (Protects the rights of individuals and groups in relation to health care). It was 

ranked 8th without the elements and increased to 3rd with the elements (which relate to 

involvement and beliefs of the individual/groups) summed into the unit. Nurses and 

physiotherapists decreased the ranking of importance when the elements were 

summed into the unit. This would imply that nurses and physiotherapists base the 

rights of the individual on what the profession believes to be their rights rather than 

on what the individual believes to be their rights. 
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When a one-way ANOVA was performed with the elements omitted and only units 

included a different result occurred. The results with the elements omitted showed no 

statistical significant difference between the health professions in this domain where 

as when the elements were included there was a statistically significant difference. 

Therefore, the elements of the units contribute to the difference. 

 

The correlations across the health professions however were very high and all were 

positively significant at 0.01 levels. This means that as one profession increased or 

decreased the ranking of importance of a competency so did the other professions. 

Table 4.20 shows the correlations for this domain. 

 
Table 4.20 Correlations of Professional & Ethical Practice for Importance 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 .859** .846** .802** 

 Sig.(2-tailed)  .001 .001 .001 
Rank of 
Physiotherapists 

Pearson 
Correlation 

.859** 1.001 .954** .851** 

 Sig.(2-tailed) .001  .001 .001 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.846** .954** 1.001 .946** 

 Sig.(2-tailed) .001 .001  .001 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.802** .851** .946** 1.001 

 Sig.(2-tailed) .001 .001 .001  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

Domain 2:Critical Thinking and Analysis 

The descriptive statistics for the health professional groups’ ratings on ‘importance’ 

for Critical Thinking and Analysis are shown in Table 4.21. 

 

 

 



 105

 
Table 4.21 Descriptives of  ‘Importance’ for Critical Thinking & Analysis 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 4.35 4.45 4.40 4.28 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
4.28 
4.43 

 
4.38 
4.52 

 
4.33 
4.47 

 
4.20 
4.35 

5% Trimmed Mean 4.42 4.49 4.44 4.31 
Median 4.50 4.50 4.50 4.37 
Variance 0.40 0.22 0.27 0.92 
SD 0.63 0.47 0.52 0.54 
Minimum 1.00 1.88 1.00 2.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 3.13 4.00 3.00 
Percentiles  25 4.00 4.12 4.12 4.00 
                   50 4.50 4.50 4.50 4.37 
                   75 4.87 4.87 4.81 4.62 
Skewness -2.00 -1.35 -1.69 -0.90 
Interquartile Range 0.87 0.75 0.72 0.62 
 

Table 4.21 shows that the means were again high indicating that all health 

professional groups rated the competencies of this domain as important. 

Physiotherapists had the highest mean of 4.45 and occupational therapists had the 

lowest of 4.28. There was no statistically significant mean difference between nurses 

and the other health professional groups. There was however a statistically significant 

difference between physiotherapists and occupational therapists. This indicates that 

physiotherapists rated the competencies of this domain as more important than other 

health professional groups rated them, particularly the occupational therapists. The 

SD was higher for nurses than for the other health professional groups. This indicates 

that nurses’ ratings had a wider perception of importance than other health 

professionals groups’ ratings. The physiotherapy group rated the competencies of this 

domain as slightly more important than other health professional groups.  

 

The correlations across professional groups of the rank order of competencies showed 

physiotherapists, speech pathologists and occupational therapists were highly 

correlated. Speech pathologists and occupational therapists were the highest at .953. 

Nurses, speech pathologists and occupational therapists were significant at the 0.05 
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level. However, nurses and physiotherapists did not show a significant correlation 

level yet it was .620. Table 4.22 shows the correlations of this domain. 

 
Table 4.22 Correlations of Critical Thinking & Analysis for Importance 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 .620 .811* .805* 

 Sig.(2-tailed)  .101 .015 .016 
Rank of 
Physiotherapists 

Pearson 
Correlation 

.620 1.001 .898** .859** 

 Sig.(2-tailed) .101  .002 .006 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.811* .898** 1.001 .953** 

 Sig.(2-tailed) .015 .002  .001 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.805* .859** .953** 1.001 

 Sig.(2-tailed) .016 .006 .001  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

When the elements were omitted from the study and just the units included the results 

changed slightly to include nurses and physiotherapists to be significantly different 

(p=.04). The omission of the elements increased the mean of all the health 

professional groups and increased the mean difference between nurses and 

physiotherapists. 

 

The physiotherapist group ranked the competencies of this domain in a different order 

of importance than the nurses and in a higher order of importance than the other 

health professional groups. For example, the physiotherapists ranked competency 5 

(Acts to enhance the professional development of self and others) as the 16th most 

important, the speech pathologists ranked it at 18th, the nurses and occupational 

therapists ranked it less important at 39th. Another example was that physiotherapists 

ranked competency 6 (Values research in contributing to developments in the 

profession and improved standards of care) as the 19th most important competency 
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where as speech pathologists ranked it at 36th, nurses ranked it at 41st, and 

occupational therapists ranked it 46th. 

 

The omission of the elements changed the rank order of the competencies in unit 6 

(research) of this domain for nurses and physiotherapists but not speech pathologists 

and occupational therapists. With elements summed into the units, nurses ranked unit 

6 as 14th or least important of all and physiotherapists ranked it 11th. Without 

elements, physiotherapists ranked it as 7th most important and nurses ranked it 10th. 

 

Domain 3: Management of Care 

The descriptive statistics for health professional group ratings on ‘importance’ for 

Management of Care are shown in Table 4.23. 
 
Table 4.23 Descriptives of  ‘Importance’ for Management of Care 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 4.42 4.47 4.52 4.52 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
4.35 
4.50 

 
4.40 
4.55 

 
4.46 
4.59 

 
4.46 
4.59 

5% Trimmed Mean 4.48 4.51 4.56 4.56 
Median 4.47 4.60 4.60 4.60 
Variance 0.37 0.23 0.22 0.22 
SD 0.61 0.48 0.47 0.47 
Minimum 1.00 1.40 1.00 1.93 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 3.60 4.00 3.07 
Percentiles  25 4.13 4.13 4.27 4.20 
                   50 4.47 4.60 4.60 4.60 
                   75 4.93 4.87 4.87 4.93 
Skewness -2.31 -1.78 -2.54 -1.83 
Interquartile Range 0.80 0.73 0.60 0.73 
 

Table 4.23 shows that the means were again high but not as high as domain 1 for all 

the professional health groups. This indicates that all health professional groups rated 

the competencies of this domain as important. The speech pathologists and 

occupational therapists had the highest means of 4.52 and nurses had the lowest of 

4.42. There was no statistically significant mean difference between nurses and the 
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other health professional groups. The SD was again higher for nurses than for the 

other health professional groups. This indicates that the nurses’ ratings had a wider 

variation of perception of importance than other health professionals group ratings. 

For the nursing group the Confidence Interval was 4.35-4.50. The population mean 

therefore was 4.42 +/- 0.07 for nurses, 4.47+/- 0.07 for physiotherapist, 4.52 +/- 0.06 

for speech pathologists, and 4.52 +/- 0.06 for occupational therapists. The speech 

pathologist and occupational therapist groups rated the competencies of this domain 

as slightly more important than physiotherapists and nurses. Nurses rated the 

competencies less important than all other health professional groups. 

 

The correlations across the professional groups of the rank order of the competencies 

showed no correlation between any of the health professional groups in this domain. 

For example, physiotherapists ranked competency 7.1 (Uses a structured approach in 

the process of assessment) as 16th. This was much more important than the other 

professional groups rated this competency. Occupational Therapists ranked 

competency 8 (Formulates a plan in collaboration with individuals and groups) as 

10th this was much more important than the other professional groups ranked this 

competency. Nurses ranked competency 10 (Evaluates progress towards expected 

outcomes and reviews and revises plans in accordance with evaluation data) as 53rd 

most important. This was significantly less important than the other health 

professional groups ranked this competency (See Appendix G competencies 7-10.2). 

The nursing group appear to rank this domain as less important than the other 

domains. The nursing group ranked the implementation of care as more important. 

The omission of the elements did not significantly change the nursing groups ranking 

(See Appendix B for these elements). 

 

When the elements were omitted and ANOVA performed with just the units a 

statistically significant difference occurred between nurses and speech pathologists 

(p=.012) and between nurses and occupational therapists (p=.004). The means of 
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nurses did not change but the means of speech pathologists and occupational 

therapists increased significantly when the elements were omitted. They rated the 

competencies as more important than nurses. 

 

Domain 4: Enabling 

The descriptive statistics for health professional group ratings on ‘importance’ for 

Enabling are shown in Table 4.24 
 
Table 4.24 Descriptives of  ‘Importance’ for Enabling 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 4.55 4.47 4.48 4.55 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
4.48 
4.61 

 
4.39 
4.54 

 
4.41 
4.54 

 
4.49 
4.61 

5% Trimmed Mean 4.60 4.51 4.51 4.58 
Median 4.65 4.59 4.56 4.65 
Variance 0.29 0.22 0.21 0.18 
SD 0.54 0.47 0.46 0.43 
Minimum 1.00 1.82 1.06 2.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 3.18 3.94 3.00 
Percentiles  25 4.23 4.18 4.24 4.29 
                   50 4.65 4.59 4.56 4.65 
                   75 4.94 4.82 4.82 4.88 
Skewness -3.48 -1.59 -2.35 -2.26 
Interquartile Range 0.71 0.65 0.59 0.58 
 

Table 4.24 shows that the means were again high indicating that all health 

professional groups rated the competencies of this domain as important. Nurses and 

occupational therapists had the highest means of 4.55 and physiotherapists had the 

lowest of 4.47. There was no statistically significant mean difference between nurses 

and other health professional groups. The SD was again higher for nurses than for the 

other health professional groups. This indicates that the nurses’ ratings had a wider 

variation of perception of importance than the other health professionals groups. The 

mode was 4.56 for speech pathologists. The mode was 5.00 for all the other health 

professional groups. The highest mode percentage however, was 24.5% from nurses, 

followed by 16.7% from occupational therapists, then 11.1.0% from physiotherapists. 
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Speech pathologists had the lowest mode percentage of 10.8%. For the nursing group 

the Confidence Interval was 4.48-4.61. The population mean therefore was 4.55 +/- 

0.07 for nurses, 4.47+/- 0.08 for physiotherapist, 4.48 +/- 0.07 for speech pathologists, 

and 4.55 +/- 0.06 for occupational therapist. The nursing and occupational therapist 

groups rated the competencies of this domain as slightly more important than 

physiotherapists and speech pathologists. Physiotherapists rated the competencies less 

important than all other health professional groups. The interquartile range or 50% of 

ratings for nurses was larger (greater variation) than it was for the other health 

professional groups.  

 

The correlations across the professional groups of the rank order of the competencies 

showed high correlations for all the health professional groups. The lowest correlation 

was between nurses and speech pathologists at the 0.05 level of .485. The highest was 

between physiotherapists and speech pathologists at .913. Table 4.25 shows the 

correlations of this domain. 

 
Table 4.25  Correlations of Enabling for Importance 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 .639** .485* .740** 

 Sig.(2-tailed)  .006 .049 .001 
Rank of 
Physiotherapists 

Pearson 
Correlation 

.639** 1.001 .913** .845** 

 Sig.(2-tailed) .006  .001 .001 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.485* .913** 1.001 .783** 

 Sig.(2-tailed) .049 .001  .001 
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.740** .845** .783** 1.001 

 Sig.(2-tailed) .001 .001 .001  
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

The omission of the elements did not change the group’s ranking. All health 

professional groups ranked units 12 and 14 (Collaborates with other members of the 
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health care team) more important than units 11 (Contributes to the maintenance of an 

environment which promotes safety, security and personal integrity of individuals and 

groups) and more important than unit 13 (Manages effectively the care of individuals 

and groups).  

 

Total Scale 

The descriptive statistics for health professional group ratings on ‘importance’ for 

total scale are shown in Table 4.26. 
 
Table 4.26  Descriptives of  ‘Importance’ for Total Scale 
Statistic Nurses Physiotherapists Speech 

Pathologists 
Occupational 
Therapists 

Mean 4.49 4.47 4.47 4.46 
95% Confidence Interval 
Lower Bound 
Upper Bound 

 
4.42 
4.55 

 
4.41 
4.53 

 
4.42 
4.53 

 
4.41 
4.52 

5% Trimmed Mean 4.54 4.49 4.50 4.49 
Median 4.54 4.49 4.53 4.51 
Variance 0.28 0.16 0.17 0.17 
SD 0.53 0.39 0.41 0.42 
Minimum 1.00 1.69 1.01 2.00 
Maximum 5.00 5.00 5.00 5.00 
Range 4.00 3.31 3.99 3.00 
Percentiles  25 4.24 4.18 4.24 4.29 
                   50 4.65 4.59 4.56 4.65 
                   75 4.94 4.82 4.82 4.88 
Skewness -3.39 -2.19 -3.14 -2.16 
Interquartile Range 0.65 0.54 0.51 0.52 
 

Table 4.26 shows that the means were high for the total scale for all professional 

health groups. This indicates that all health professional groups rated the 

competencies as important. There was no statistically significant mean difference 

between nurses and other health professional groups. The 5% trimmed mean 

increased the mean of all the health professional groups slightly. The SD was higher 

for nurses than for other health professional groups. This indicates that nurses’ ratings 

had a wider variation of perception of importance than other health professionals 

groups’ ratings. The mode or most frequent rating was 5.00 for nurses and speech 

pathologists and 4.96 for occupational therapists and physiotherapists. The highest 
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mode percentage however, was 11.1% from nurses, followed by 3.5% from 

physiotherapists, then 2.5% from speech pathologists. Occupational therapists had the 

lowest mode percentage of 2.0%. For the nursing group the Confidence Interval was 

4.42 - 4.55. The population mean therefore was 4495 +/- 0.07 for nurses, 4.47+/- 0.06 

for physiotherapist, 4.47 +/- 0.05 for speech pathologists, and 4.46 +/- 0.05 for 

occupational therapist. The nursing and occupational therapist groups rated the 

competencies of this domain as slightly more important than physiotherapists and 

speech pathologists. Physiotherapists rated the competencies less important than all 

other health professional groups. The interquartile range or 50% of ratings for nurses 

was larger (greater variation) than it was for the other health professional groups.  
 

The correlations across the professional groups of the rank order of the competencies 

showed high correlations for all the health professional groups. Table 4.27 shows the 

correlations of this domain. 
 
Table 4.27  Correlations of Total Scale for Importance 
  Rank of 

Nurses 
Rank of 
Physio 
Therapists 

Rank of 
Speech 
Pathologists 

Rank of 
Occupational 
Therapists 

Rank of Nurses Pearson 
Correlation 

1.001 .656** .548** .698** 

 Sig.(2-tailed)  .001 .001 .001 
Rank of 
Physiotherapists 

Pearson 
Correlation 

.656** 1.001 .847** .725** 

 Sig.(2-tailed) .001  .001 .001 
Rank of Speech 
Pathologists 

Pearson 
Correlation 

.548** .847** 1.001 .811** 

 Sig.(2-tailed) .001 .001 .001  
Rank of 
Occupational 
Therapists 

Pearson 
Correlation 

.780** .908** .907** .910** 

 Sig.(2-tailed) .001 .001 .001 .001 
• *Correlation is significant at the 0.05 level (2-tailed). 
• ** Correlation is significant at the 0.01 level (2-tailed). 

 

Nurses rated 'importance' of the competencies slightly higher (i.e., more important) 

than other professions on the total scale and domain 1 (Professional and Ethical 

Practice). Physiotherapists rated domain 2 (Critical Thinking and Analysis) higher 

than occupational therapists. The largest SD was .63 for Critical Thinking and 



 113

Analysis from nurses. Nurses had the largest SD on all domains. The lowest mean 

was 4.28 for Critical Thinking and Analysis from occupational therapists. All means 

were above the half way mark of 2.5 on the likert scale.  

 

The one-way ANOVA of means across the professional subgroups showed a 

statistically significant difference across the domains in the mean ratings of both 

‘uniqueness' and 'importance' of the competencies. The follow-up Scheffe F-test 

showed a trend for the nursing profession to differ from other health professions on 

their ratings of 'uniqueness' across all domains. The follow-up Scheffe F-test for 

‘importance’ however, showed that nurses differed significantly from all other 

professions for the domain 1 (Professional and Ethical Practice). Occupational 

Therapists and physiotherapists differed on domain 2 (Critical Thinking and 

Analysis). There were some differences in the rank order of the competencies across 

the health professions. 
 

Differences between 1997 and 2000 surveys 

This section examines differences in the 1997 and 2000 survey group responses. A 

univariate analysis of total scale means of the two surveys determined if there were 

any statistically significant differences in the mean ratings of ‘uniqueness’ of the 

competencies by the different survey groups. The total scale means had an F-test 

value of 11.34 (p<.001). Follow up Scheffe F-test of the surveys was not appropriate 

because there are only two surveys to be compared. Therefore a univariate analysis of 

the two surveys was performed for each professional group across the four domains. 

The results of the differences of each professional group are shown in Figure 4.14. 

 

Figure 4.14 shows the two surveys scaled mean scores of Professional and Ethical 

Practice domain across the professional groups. The statistically significant difference 

of speech pathologists and occupational therapists is evident. 
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Figure 4.14 Scree Plot of two surveys for Uniqueness of each domain
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A univariate analysis of the two surveys was performed for each profession across the 

domains for the responses of ‘importance’. The only statistical significant difference 

was with the nursing professional group in the domain of “Critical Thinking and 

Analysis”. Figure 4.15 shows the two surveys scaled mean scores of Critical Thinking 

and Analysis across the professional groups.  

 
Figure 4.15 Scree Plot of two surveys for Importance of Critical Thinking & 

Analysis 
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Nurses had a scaled mean of 4.29 in the 1997 survey that increased to 4.49 in the 

2000 survey. Figure 4.16 shows the nurses responses for the “Critical Thinking and 

Analysis” domain for both the 1997 and 2000 surveys. 
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Figure 4.16 Histogram of Nursing’s responses for two surveys on 

Importance of Critical Thinking & Analysis 
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A multivariate analysis was performed on age, gender, year of graduation and state 

of education across the domains. There were no statistically significant differences 

found for either ‘uniqueness’ or ‘importance’. The next section will examine any 

relationship between the ratings of 'uniqueness' and the ratings of 'importance'. 

 

Significance of relationships 

The Pearson product-moment correlation coefficient was the measure used in this 

study to determine the degree and nature of any relationship. This measure does not 

show why there may be a relationship; however, it is useful for making inferences 

about causal connections or predictions on other variables. 

 

The correlation coefficients are very low for ‘uniqueness’ and ‘importance’ across 

the domains. Table 4.33 shows the correlation coefficients of 'uniqueness' and 

'importance' for total score and the domains for all participants plus each health 

professional group in the study.  
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Table 4.28 Correlation Coefficient of ‘Uniqueness’ & ‘Importance’ 
 Total Scale Domain 1 

Professional 

& Ethical 

Domain 2 

Critical 

Thinking 

Domain 3 

Management 

of Care 

Domain 4 

Enabling 

All 
Participants 

.020 .064 .049 -.056 -.003 

Nurses .052 .090 .084 .040 .063 
Physio 

therapists 
-.104 -.066 -.029 -.145 -.091 

Speech 

Pathologists 
-.123 -.073 -.071 -.146 -.159 

Occupational 

Therapists 
-.027 .033 -.060 .066 -.011 

 

Overall, there appears to be very little correlation between what is 'unique' and what 

is 'important'. In other words, the competencies perceived as most 'unique' were not 

necessarily most 'important' or most 'unimportant'. The competencies perceived as 

most 'important' were not necessarily most 'unique' or least 'unique'. Speech 

Pathologists however, rated uniqueness of “Enabling” and “Management of Care” as 

low and similarly they rated the importance of these domains as high. Table 4.34 

shows the scaled means for 'uniqueness' and importance' for total scale and the 

domains plus the health professional groups in this study. 

 
Table 4. 29  Scaled Means of 'Uniqueness' and 'Importance' 
  Total 

Scale 

Domain 1 

Professional 

& Ethical 

Domain 2 

Critical 

Thinking 

Domain 3 

Management 

of Care 

Domain 4 

Enabling 

All  Unique 2.37 2.35 2.29 2.44 2.40 
Participants Important 4.47 4.53 4.37 4.48 4.51 
Nurses Unique 2.94 2.96 2.78 2.94 3.01 
 Important 4.49 4.63 4.36 4.42 4.55 
Physio Unique 2.10 2.07 2.18 2.17 2.04 
Therapists Important 4.47 4.48 4.45 4.47 4.47 
Speech Unique 1.92 1.89 1.91 1.95 1.92 
Pathologists Important 4.47 4.50 4.40 4.52 4.48 
Occupational Unique 2.35 2.27 2.16 2.52 2.40 
Therapists Important 4.46 4.50 4.28 4.52 4.55 
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The highest mean is 3.01 on 'uniqueness' of the competencies in domain 4 

(Enabling) by nurses. Nurses had the highest mean for 'uniqueness' on total scale and 

across the domains. The lowest mean for 'uniqueness' is 1.89 for domain 1 

(Professional & Ethical Practice) by speech pathologists. The highest mean for 

'importance' is 4.63 for domain 1 (Professional & Ethical Practice) by nurses. The 

lowest mean for 'importance' is 4.28 for domain 2 (Critical thinking & Analysis) by 

occupational therapists. 

 

Summary of results 

The return rate of the anonymous postal surveys was reasonable with a total sample 

of 831 (27%) out of 3,286. In relation to the characteristics of the participants, all the 

professional subgroups had a much higher number of female participants as a 

reflection of being predominantly female occupations.  

 

A principle component analysis clustered most but not all the competencies in a 

similar fashion to ANCI's domains of Professional and Ethical Practice, Critical 

Thinking and Analysis, Management of Care and Enabling. The data reduction 

showed high reliability coefficient alpha for all domains. Therefore, the ANCI 

structure of reduction was maintained as the exploratory tool for data analysis in this 

study.  

 

Overall, there were strong statistically significant differences on the total scale and 

across the domains between participants' ratings of 'uniqueness' of the ANCI 

competencies and participants' profession. Nurses rated 'uniqueness' of the ANCI 

competencies higher than other professions. Nursing differed significantly from all 

professions on all domains. This difference however, only revealed that some of the 

competencies were perceived by some of the nurses as unique to nursing. 
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Nurses also rated 'importance' of the ANCI competencies slightly higher than other 

professions on domain 1 (Professional and Ethical Practice). Occupational 

Therapists differed significantly from physiotherapists on domain 2 (Critical 

Thinking and Analysis). Unlike the ratings on 'uniqueness', a follow-up Scheffe F-

test on 'importance' showed no statistically significant differences between the 

professions on the total scale. There were some differences in the rank order of 

importance across the health professions. 

 

There were no statistically significant differences between participants' ratings of 

'uniqueness' of the ANCI competencies and participants' characteristics of age, 

gender, year of graduation, state of education and employment status. Similarly, 

there were no statistically significant differences between the participants' ratings of 

'importance' of the ANCI competencies and the participants' characteristics of age, 

gender, year of graduation, state of education, and employment status. There were 

no significant statistical differences for nurses between survey 1997 and survey 2000 

on uniqueness. However, there were differences between the two surveys on 

uniqueness for the other health professions who rated the competencies less unique 

in the 2000 survey. Nurses rated the competencies of critical thinking as more 

important in the 2000 survey. 

 

Finally, the Pearson product-moment correlation coefficient was used to examine 

any relationships between the ratings of 'uniqueness' and the ratings of 'importance'. 

There was very little correlation between what is 'unique' and what is 'important'. 

 

The next chapter will discuss these results in relation to the research question and 

the literature reviewed. 
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Chapter 5: Discussion 
 
 

Introduction 

This study has produced a number of findings that contribute to the ongoing debate 

about generic competencies and the future development of the nursing profession. 

This thesis argues that while there are a number of foundational competencies that 

are generic across health professional groups, the future development of the nursing 

profession will be underpinned by the unique dimensions of the competencies to 

nursing practice and knowledge. While earlier studies (Battersby, 1994; Hearn et al. 

1995; 1996) have investigated the perceived importance of the competencies 

identified by their study, the present study also investigated the importance of the 

ANCI competencies and their perceived uniqueness. It is argued that those elements 

perceived as unique by nurses are a reflection of what is valued in the profession. 

This perspective is rarely discussed in the competency debate. It will be argued also 

that feminist theory provides an understanding of nurses’ perceptions of 

competencies. It is also argued that these perceptions may serve to undermine the 

future development of the nursing profession by minimising the unique contribution 

of nursing to health care delivery. As Mohr (1995) contends, nursing values are 

captured in professionalism, caring, holism, and advocacy. The professional 

knowledge base and skills of the profession may not advance and nurses may be 

seen as dispensable, with their role fulfilled by unlicensed health workers as a 

consequence of not investigating what is valued in nursing. 

 

From a feminist perspective women’s knowledge and ways of knowing are used by 

nurses to form the theories that influence practice (Chinn, 1988). Women‘s 

knowledge is influenced by women’s history and differences in social class, 
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economical and political status, which affects values, beliefs and experiences (Hunt, 

1998). Feminist theory views women’s lack of rights and opportunity as paramount 

to their oppression. It has been suggested that nurses often hide the relationship 

between nursing and feminism and this contributes to the ongoing gender-based 

challenges in nursing and the value and uniqueness of nursing as a profession (Kane 

& Thomas, 2000). 

 

The discussion commences with an overview of the design strengths of the present 

study in relation to scope, timeframe and depth of analysis. A comparison is made 

between the findings of the present study and two earlier relevant studies (Battersby, 

1994; Hearn et al. 1995; 1996) in the area. This comparison highlights the generic 

nature of competencies but also identifies the ways in which the in-depth analysis of 

the present study contributes to the competency debate. The uniqueness and 

importance of the competencies from the perspective of the nursing profession will 

be discussed in relation to the characteristics that define a profession and 

implications for nursing are highlighted particularly in relation to research, 

autonomy, and patient advocacy within an evidence-based practice framework.  

 

Design strengths of the study 

This study was conducted in the context of a dearth of available literature on the 

perceived value of competencies in nursing practice and their implications for the 

profession. The present study used a large sample across three Australian states and 

compared perceptions across two time frames in the competency movement. This 

approach allowed greater confidence in the results given the large sample and the 

consistency of views across time as the competencies were reviewed and 

recategorised by ANCI (2000). 

 

Prior research of competencies across the health professions has not provided an in-

depth analysis of the domains, the units, and the elements of competencies. For 
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example, Battersby (1994) only focused on the importance of the competencies 

while Hearn et al. (1995, 1996) investigated the domains only. These approaches did 

not permit statistically significant relationships to be investigated. Battersby (1994) 

used the Delphi technique consisting of three rounds. The first round had a sample 

of seven university staff from several faculties to identify the generic competencies. 

The second round had a random sample of thirty-seven employees and forty-five 

recent graduates to rate the importance of the identified competencies. The third 

round used the same sample as in round two. Hearn et al. (1996) had a sample of 18 

participants from seven professions to identify 80 competencies and a sample of 571 

to rate the importance of the competencies. A factor analysis was performed to 

determine generic domains of competencies. Although this study was a large 

sample, limited analysis of the data was conducted to cluster the competencies. No 

statistically significant relationships between groups were investigated. This is in 

contrast to the approach of present study, which investigated the detailed constructs 

of the competencies from a comparative perspective. 

 

One of the strengths of the present study was the identification of differences as well 

as similarities between health professional groups whereas previous studies only 

focused on similarities. This level of comparative analysis allowed the opportunity 

to uncover the competencies that may be unique to nursing. The examination of the 

elements in each of the competency domains allowed for much finer discrimination 

in the analysis that identified significant differences. Findings were influenced if the 

elements were included or excluded in the analysis and therefore the results of the 

present study are more robust and defensible by the approach undertaken. Thus the 

value of the relationship between the competencies and the domains was identified. 

 

Finally, the present study used the identified list of competencies (ANCI) rather than 

produce a new unknown and unvalidated list of competencies. This approach 

reflected the broad acceptance of the ANCI competencies within the nursing 
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profession, established baseline information for future studies in the area and 

enhanced comparability with other studies. This is in contrast to some seemingly 

arbitrary decisions made about the importance and generality of competencies by 

earlier researchers. Battersby (1994), for example, excluded several attributes and 

skills in the ratings of importance of the competencies identified in the study (critical 

thinking, creativity, problem solving, imagination, values clarification, 

administrative ability, integrity, ethical practice and research) because in the first 

round of the Delphi technique a small group of seven participants considered these 

concepts as context specific rather than generic. 

 

Perceived importance of the competencies 

The competency movement in general is not a clearly demarcated debate but 

represents a blurring of professional roles and boundaries that need to be identified, 

discussed and addressed. Relatively few studies have tried to address the issue of 

professional roles by examining the importance of competencies across different 

professions. These include Battersby (1994), Hearn et al. (1995, 1996), and the 

present study. In the present study, total participant ratings of importance found that 

the health professional groups rated all of the ANCI competencies as very important. 

Battersby (1994) and Hearn et al. (1995) found competencies identified in their 

studies to be important to several health professions and thus labelled them 

‘generic’. Battersby found 14 generic competencies rated as important by several 

professional groups. Hearn et al. (1995, 1996) identified nine domains of 

competence to be important across professions.  

 

The present study found that the ANCI (2000) domains of Professional and Ethical 

Practice, Critical thinking and Analysis, Management of Care and Enabling were 

important to all participating health professional groups. These domains are different 

to the ANRAC (1990) domains that Hearn et al. used in their study. Although the 

domains have similarities it is difficult to accurately align them with the two studies. 
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The domains that Hearn et al. found to be common were communication, 

interpersonal and social skills and abilities, problem solving, decision-making and 

leadership. None of these domain names were used in the present study, as they had 

not been adopted by ANCI. In contrast to Battersby and Hearn et al., the present 

study found there were significant differences between the health professions in the 

ratings of importance of the competencies. The identification of these differences 

and the underlying reasons assist in addressing the boundaries and scope of practice 

for the participating professions. 
 

In the present study nurses perceived 23 of the 65 competencies to be more 

important than the other participating health professions. All the competencies 

perceived by nurses to be more important are from the domain Professional and 

Ethical Practice. It could be argued that these particular competencies are perceived 

as more important because nurses are often advocates for clients and as such the 

profession values competencies that relate to client advocacy. It is well established 

that nurses have recognised a duty of care towards vulnerable clients and their 

families understand and elect treatment consistent with the clients’ values (Taylor, 

1998). This is supported by authors such as Creasia and Parker (2001, p.84) who 

stated “The role of the client advocate is one that lies at the heart of nursing’s value 

system”.  

 

Differences in perceived importance may also be due to the fact that the competency 

lists of physiotherapists and speech pathologists are all based around management 

issues, while professional and ethical competencies were not given a separate unit 

and were incorporated into the elements of units in their professional competency 

lists (Speech Pathology Australia, 1994, Australian Council of Physiotherapy 

Regulating Authorities, 1994). In comparison, the ANCI competencies are much 

broader to reflect the diverse nature of nursing practice compared to these other 
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three health professions and include professional and ethical competencies as a 

separate domain.  

 

Another explanation for this result could be that unlike nurses other health 

professions in this study are not routinely involved in life-saving and life-threatening 

care and treatments that may for example involve the provision of Schedule 8 

medications and a range of invasive therapies. The emphasis placed on ethics in 

nursing education may also have influenced participants’ perceptions. Nurses are 

confronted every day with moral choices and take action on the basis of these 

choices (Taylor, 1998). Therefore, this may help to account why nurses rated 

professional and ethical competencies as more important than the other professions.  

 

Another factor that may have a bearing on the way competencies are perceived is 

their use in credentialing. There is no consensus on how professional excellence 

should be recognized and assessment methods are unclear particularly for advanced 

nursing practice. There needs to be a national approach to credentialing to ensure a 

consistent and agreed standard at a level of credibility across specialization (Royal 

College of Nursing, Australia (RCNA), (2002). Recently, the RCNA indicated that it 

did not support the development of a national framework for undergraduate curricula 

because it would jeopardize the freedom of education providers to design curricula 

according to changing needs of the community. It was argued however, that the 

ANCI competencies should continue to provide the framework against which 

undergraduate syllabi are designed and measured (RCNA, 2002).  

 

There is no formal credentialing of competence for the graduate after registration. 

Application for annual renewal of a license to practice nursing is subjective with the 

applicant making a declaration (without necessarily providing evidence) that they 

are competent to practice (QNC, 2001). This declaration could be made even when 

the applicant has no knowledge of the ANCI competencies. If there were a more 
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specific assessment of competence following graduation then perhaps RNs 

perceptions of the competencies may be different, as they would need to judge their 

performance against set competency criteria that would encourage familiarity and 

perhaps enhance acceptance of their importance. As there is no annual testing of 

RNs there is no conclusive evidence that they are maintaining competence to 

practice and yet the present study, in corroboration with other studies, identified that 

there are areas of practice competence that are not being maintained. For example, it 

appears that few clinicians maintain competence in relation to research. A recent 

survey on the scholarship of Australian nurses concluded that few are publishing in 

general nursing journals and only 12.5% of possible articles are based on research 

(Wilkes et al. 2002). Clearly there is a need for a more active approach to 

assessment of competence for annual licensing as well as credentialing purposes. 

 

Perceived rank order of importance 

When the rank order of importance of the units of ANCI (2000) is compared with 

Battersbys’ 14 generic competencies, several differences of importance are apparent 

(See Appendix M). While a general conclusion is that some competencies are 

important to several health professional groups, an accurate identification of these 

competencies, the number of competencies and the rank order of importance of the 

competencies are different. 

 

Perceived uniqueness and perceived rank order of uniqueness 

There have been no studies that address the uniqueness of nursing competencies. 

Therefore this study can not make a comparison of findings. This study identified 

that nineteen of the sixty-five ANCI competencies that relate to the rights, values 

and beliefs of clients, the intimacy of care, accountability, and collegiality are 

perceived as more unique to nursing. The rank order of perceived uniqueness with 

the comfort needs of individuals and groups was rated as most unique. None of the 

ANCI competencies were perceived to be unique to any of the other three 
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participating health professional groups and there was a statistically significant 

difference of ratings of uniqueness between nursing and the other health professional 

groups. This finding is in contrast with the claim by Brown (1994) who argued that 

the nursing competencies may not be unique to nursing. However, not all the 

competencies were found to be unique to nursing by all the nursing group. The 

finding provides support for ANCI (2000) who claimed that the competencies reflect 

the unique characteristics of nursing as well as characteristics that are common to 

other health professions. This identification of perceived uniqueness of certain 

competencies will help shape the future of nursing. 
 

The ANCI competencies and professionalism 

The ANCI competencies have the potential to increase the level of professionalism 

within the nursing profession (ANRAC, 1994; Cheek et al., 1995). However, the 

competencies must be accepted and valued by nurses to help achieve this goal. The 

perceptions of the nursing profession of the uniqueness and importance of the ANCI 

competencies are discussed in relation to the characteristics of a profession 

described in the literature.  

 

According to Catalano (2000) there are eleven characteristics of a profession. Six of 

these are closely related to the ANCI competency list. These are: high intellectual 

functioning, special body of knowledge, responsibility and accountability, code of 

ethics, autonomy, and collegiality. The other five relate to education, professional 

license, altruism, organization, and service. It has been argued that the definition of a 

profession is gendered and directly opposes the traits associated with the female sex 

role and the socialisation of women (Speedy, 1987). This has implications for 

nursing which is predominantly a female occupation. Barriers to professionalisation 

of nursing are deeply imbedded and hidden in both class and sexist practice (Kane & 

Thomas, 2000). 
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The following section discusses areas where nurses’ perceptions of the competencies 

meet the criteria of a profession described by Catalano and where nursing as a 

predominantly female occupation do not meet the criteria and where the four health 

professions have similar and different perspectives and qualities. 

 

High intellectual level of functioning 

Recognition as a profession requires nurses to function at a high intellectual level 

even when performing relatively simple tasks such as taking a client’s temperature. 

Assessment skills, knowledge, ability to reason, and making routine judgements 

about clients’ conditions are intellectual attributes (Catalano 2000). These 

intellectual cognitive competencies are mostly evident in “Management of Care” 

(domain 3) where decision-making, assessment, planning and evaluation are 

dominant and reflect the nursing process. It could be argued that low ranking of 

importance and uniqueness of these competencies identified in the present study 

may have a negative influence on nursing’s recognition as a profession. 

 

The present study found no correlation between any of the health professional 

groups in the rank order of importance of the competencies in “Management of 

Care”. Nurses placed a higher value on competencies of implementing care than on 

assessment, planning and evaluation. This suggests that although nurses are 

functioning at a high intellectual level, they are not rating assessment, planning and 

evaluation as important as other roles. This may be due to their past oppression and 

restriction by doctors and institutions to perform only known clinical actions rather 

than act independently. As an oppressed group nurses have a history of 

marginalisation. Lee and Saeed (2001) give the example of a nurse being restricted 

from performing an appropriate clinical action and how they must carefully suggest 

this action to the physician in a way that will not threaten his power and authority. 

 

 



   

 129

 

Several authors argue that some nurse clinicians have negative attitudes towards the 

nursing process (Henderson, 1987; Higginbotham, 1991; Masso, 1990; Prideaux, 

1991, O’Connell, 1997) and this may have influenced participants’ ranking of these 

competencies.  

 

Of the sixty-five competencies, nurses ranked Analyses and interprets data 

accurately (competency 7.3) as the second last important. Similarly, nurses ranked 

Evaluate progress towards expected outcomes and review and revise plans in 

accordance with evaluation data (competency 10) as the 10th least important. Nurses 

ranked all these competencies significantly less important than the other health 

professional groups. Furthermore, nurses appeared to rank “Management of Care” as 

being less important than the other domains. This is despite the continued existence 

of the nursing process and nursing care plans that give nurses the autonomy to plan 

and evaluate nursing management and demonstrate intellectual functioning. Some 

clinicians resist the use of the nursing process because the prescribed documentation 

within the nursing process is time-consuming, does not reflect actual nursing care, 

and perceived to serve management that continues to restrict nursing practice 

(O’Connell, 1997). Nurse managers on the other hand argue from a legal and audit 

point of view that the documentation provides the basis for evaluating patient care 

through quality assurance. However, experienced nurses think beyond the linear 

dimensions of the nursing process and, therefore, have difficulties with its use and 

are more likely to perceive it as unimportant (Bleich, 1990). 

 

It may be that nurses perceive their intellectual level of functioning is directly 

controlled and dependent on the medical profession for direction of care. This 

finding may also be related to a lack of opportunity to be recognised as making 

critical and clinical judgements. However, if nurses themselves do not place a high 

value on characteristic roles that demonstrate intellectual functioning, than neither 
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will the general public. O’ Connell (1997) stated that the nursing process is said to 

be an explication of nursing’s unique contribution to health care and is 

professionally important as it helps delineate the nursing domain and underpins the 

framework of nursing curricula in Australia. The nursing process and primary 

nursing challenged the patterns of traditional subordination of registered clinical 

nurses and was strongly influenced by liberal feminism (Riska and Wegar, 1993). It 

could be that the lower value placed on management of care competencies is a result 

of past subordination of nursing and the perception of nurses as “doers” rather than 

“thinkers” (Wilkinson & Miers, 1999).  

 

It was assumed in the present study that as nurses spend more time with clients than 

any other health professional group that they would rank management of care 

competencies such as assessment and evaluation as more important than has been 

the case. Nurses ranked the implementation of care as being more important. 

Perceiving management of care as important may encourage clinical independence, 

quality care and contribute to nursing as a profession. 

 

Nurses ranked “Management of Care” competencies as more unique to nursing than 

other health professional groups. There were 4 competencies of this domain that 

nurses perceived as unique to nursing. These related to collecting data, formulating a 

plan, and educating individuals or groups to maintain and promote health. These 

routine tasks require a lesser degree of intellectual functioning than assessment, 

analysis and evaluation. Brockett and Bauer (1998) state that professionals are 

experts and true specialists with skills and knowledge, which is distinctly theirs and 

not part of a general competence. This study suggests that nurses under-value 

competencies that reflect their knowledge and skill of management of care. Models 

such as the nursing process were attempts toward occupational autonomy, to 

redefine nursing as intellectual rather than manual in order to acquire the attributes 

of a profession (Risk & Wegar, 1993). However, as outlined in the previous 
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paragraph not all clinicians see the nursing process in the same way. Nurses’ 

perceptions of management of care may suppress recognition as a profession in the 

area of demonstrating intellectual functioning even though they have unique 

knowledge and skill for holistic as well as specialized and independent management 

(Brockett & Bauer, 1998). Carnevali (1983) likewise argued that identifying nursing 

care was crucial for nursing’s professional recognition, as it would assist in 

establishing nursing as a specific discipline within the health care system and not 

solely as a supportive adjunct of other disciplines. The finding may also indicate that 

although nursing would like to establish an independent practice role, current 

practice particularly in hospital settings, does not reflect an independent role 

(Catalano 2000). 

 

Nurses perceived the “Planning of Care” (unit 8) as more unique. This perception of 

uniqueness may reflect their broad client care focus that extends from health to 

death. Planning care, which can also involve assessment, analysis and evaluation, is 

an intellectual function and is a characteristic required in the contribution to the 

professional status of nursing. Planning of care also involves referral of clients to 

other health professions. Nurses did not perceive the element competency 8.2 of this 

unit (Identifying outcomes) as unique and maybe because outcomes involve 

asserting assessment and evaluation and can have a multidisciplinary focus. It is 

recognised that the philosophy of care and case management is embedded in a 

multidisciplinary approach with input into client management decision making from 

everyone on the care team (Lake et al. 1999). At the same time, there is a 

contributing unique body of professional knowledge and skill (Burke, 2000) that 

perhaps was not acknowledged by participants in the current study. 

 

Nurses have traditionally acted as the contact point through which other health 

professionals communicate their perceptions for care. This places nurses in a strong 

position for communicating and dictating outcomes and yet this position is rarely 
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capitalized upon to promote the important role of nursing in effective health care 

delivery. The Australian Federal government has recently identified General 

Practitioners (rather than nurses who have traditionally and unofficially fulfilled this 

role) as care co-ordinators for aged patients and those with chronic illness such as 

asthma, diabetes and mental health. The 1999-2000 budget allocated $110 million 

over four years as incentives to medical practitioners (Nissen, 1999). The Practice 

Incentives Program compensates doctors for employing ‘practice nurses’ to do the 

assessment and education of these patients (Kramer, 2002). This initiative clearly 

places nurses as “assistants” to doctors and reinforces this subservant role in the 

public view. The implications for the nursing profession is that the planning and 

implementing of care that is perceived by nurses to be unique may be eroded by 

government incentives to other professions. 

 

Ratings on “Implementing Care” (unit 9) identified that nurses perceived 

implementing care to maintain and promote health by conducting patient education 

as more unique to nursing. This maybe because other health professional groups 

have a narrower more specialized focus when implementing care and education. 

Nurses on the other hand have a much broader holistic health education focus as 

well as being able to specialize in areas of advanced practice such as aged care. A 

speech pathologist for example, may educate a client who has had a cerebral 

vascular accident about swallowing techniques where as a nurse is more holistic and 

may educate the same client about many other problems relating to their health 

status including swallowing techniques, dietary recommendations, oral hygiene as 

well as airway safety issues. This broader holistic focus requires a high level of 

intellectual functioning that draws on a range of knowledge and can be used by 

nursing as an argument for improved recognition of professional status. It could be 

argued that the perceptions of management of care are influenced by the notion that 

the competencies are old knowledge and that the nursing process has been replaced 

in current practice with clinical pathways and case management (QNU, 2002). 
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Special body of knowledge 

In the past, nursing has drawn a large portion of its knowledge base from the 

physical and social sciences and other disciplines such as medicine. However, the 

development of nursing has been increased through discipline-specific theory and 

research (Catalano, 2000; Chitty, 2001). It is anticipated that the body of knowledge 

will increase as nurses obtain advanced degrees, conduct research and develop 

philosophies and theories related to professional practice (Catalano, 2000). This 

specific body of knowledge differentiates nursing from other health professionals 

and provides a basis for practice (Creasia & Parker, 1996). The present study found 

that nurse participants undervalued professional development and research 

competencies in the domain “Critical Thinking and Analysis”. These perceptions 

may have been influenced by the fact that medical and nursing knowledge are 

valued and recognised differently and unequally by social relations such as class and 

gender (Wicks, 1999). The low value of these competencies means that the existing 

slow progress in nursing research may continue. 

 

The nursing literature recommends that the conduct of nursing research in practice 

needs to increase (Nilsson Kajermo, Nordstrom, Krusebrant, & Bjorvell, 2000; 

Rubenfeld & Scheffer, 1999). In the present study the rank order of the importance 

of competencies in “Professional development” and “Research” (domain 2) showed 

physiotherapists, speech pathologists and occupational therapists were similar. 

However, the rankings of nurses and the other professions did not show a significant 

correlation. 

 

Physiotherapists ranked the competencies in a different order of importance than 

nurses and in a slightly higher order of importance than the other health professional 

groups. Physiotherapists and speech pathologists ranked Acts to enhance the 

professional development of self and others (competency 5) as being more important 
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to their profession than did nurses and occupational therapists. Interestingly the 

competency Contributes to the process of professional research (Competency 6.3) 

was ranked very low in the order of importance by all participating professions. 

Nurses ranked this competency as the least important of all competencies. These 

findings may indicate that nurses not sufficiently embraced the importance of 

building a body of knowledge for themselves and their profession. Indeed, 

Schwirian (1998) states that barriers that keep nursing theory, nursing research and 

nursing practice apart are perceived obscurity and irrelevance, isolation of practice 

from academia, and a theory-research split. 

 

From a feminist viewpoint, traditionally women have received the knowledge, 

which men (including priests, clerks and doctors) thought they should have (Hunt, 

1998). Similarly empirical research methods create issues for the nurse or feminist 

researcher who have few guidelines to meet empirical definitions of reliability and 

validity. Nurses are sensitive to the scientification of nursing where paradoxes 

prevail over scientific versus the human care view and quantitative versus qualitative 

research methods debate. This is a continuing challenge in nursing research and 

some important ground has been lost in research (QNU, 2002). However, 

recognising and assimilating nursing knowledge based on intuitive evidence 

accumulated throughout nursing history will empower nurses, individually and as a 

profession and alter the traditional, paternalistic healthcare system (Kane & Thomas, 

2000). 

 

These continuing challenges to nursing research could have influenced the results of 

this study, which, could imply that nurses and physiotherapists prefer others to do 

research for them. If so, this type of perception will prolong the profession’s efforts 

to build a specific body of knowledge. It could be argued that nursing and 

physiotherapy associations and tertiary curricula should encourage research 

involvement. Nilsson Kajermo et al. (2000), provide support for this by stating that 
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there is a need to increase the research knowledge and skills of nurses to improve 

and maintain quality of nursing care that is evidence based. Furthermore, they state 

that nurse clinicians and nursing researchers should work together “to facilitate a 

research-friendly culture and research-based nursing practice” (p.108).  

 

Research in nursing is relatively new to the profession. Thus, nurses are less 

experienced in research and much research has emphasized medical outcomes and 

has often been completed as part of the requirements for a master’s or doctoral 

degree (Kelly & Joel, 1999). The Australian nursing profession needs to seek 

increased funding for nursing research as a means of enhancing interest and 

participation. The National Health and Medical Research Council (NH&MRC) has a 

narrow view for nursing research and consequently quality nursing research 

proposals have a low success rate (RCNA, 2002). This low success rate hinders the 

building of a special body of knowledge. 

 

Kelly and Joel (1999, p. 287) state that research is an essential influence in the 

development, maintenance and identity of any professional service and provides the 

profession with the opportunity to prove the value of their services to the public 

rather than interventions that are routine. It is not only a matter of teaching the value 

of research to new graduates in universities but also important to continue to value 

and evidence-based research in the clinical area. 

 

Responsibility and accountability 

Specialized knowledge and management of care issues are associated with a high 

level of responsibility and accountability. Accountability has legal, ethical and 

professional implications that include accepting responsibility for actions and the 

consequences of actions not taken (Catalano, 2000). The competencies of domain 1 

“Professional and Ethical Practice” relate to responsibility and accountability. 

Nurse’s recognition of this level of responsibility and accountability is evident in 
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their perceptions that the competencies of professional and ethical practice are 

important to nursing.  

 

Nurses and occupational therapists demonstrated the largest difference in this 

ranking of importance of competencies. The different rank order of importance is 

most likely due to the different work roles of the health professions, the emphasis 

placed on particular competencies during education and clinical practice, and the 

adoption and implementation of each professions ethical voice (Green, 1996). It may 

also reflect the different scope and context of professional practice. For example, 

nurses are routinely involved in life-saving situations and often advocate for clients. 

They are confronted with moral and ethical choices every day and must take 

responsibility for these choices (Taylor, 1998). 

 

Nurses need to consider the legal implications of their practice as litigation against 

health professionals has increased (Mair, 2001). Nurses who act as client advocates 

and provide life saving and life threatening treatments are more likely to confront 

legal issues in their practice than the other three health professions. Similarly, 

physiotherapists are more likely to confront more legal issues than speech 

pathologists and occupational therapists because of their independent practice and 

involvement in the treatment of acute and chronic injuries. These kinds of 

differences are reflected in the attributed rankings to the elements in this domain.  

 

Green (1996) argues that the development of appropriate channels of 

communication between professions is needed so that clearly defined 

multidisciplinary health care ethics are developed. Battersby (1994) stated that 

variation in understanding the concept of competencies has a negative impact on 

communication within and among various health professional groups. Therefore 

what one profession believes to be a competent ethical action may not necessarily be 

considered a competent action from another profession’s perspective. This has 
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implications for the standard ethical care a client receives because the knowledge 

base is different from profession to profession. 

 

When the units of domain one “Professional and Ethical Practice” were examined 

with the elements omitted no statistical significant differences between participating 

health professions were identified, whereas the inclusion of the elements produced a 

difference. Therefore, it is assumed that the elements of the units contribute to this 

difference and responsibility and accountability is different for each profession and 

depends on which competency element is the focus. Physiotherapists, speech 

pathologists and occupational therapists rank ordered Accepts accountability and 

responsibility for own actions within professional practice (unit 4) more important 

when the elements were omitted. This implies that the other health professions, 

unlike nurses, place less importance on their own knowledge base and seeking 

advice in relation to accountability. This may be because nurses are still developing 

their own specialized knowledge base and draw on knowledge from other 

professions. It appears that some nurses continue to perceive access to research 

findings as a barrier to evidence-based practice (Melnyk, 2002; Ritter, 2001). This 

needs to change as it is the accumulated body of knowledge and the application of 

that knowledge that distinguishes the professional and makes them accountable and 

more autonomous. 

 

Occupational Therapists demonstrated an increase in perception of importance of 

Protects the rights of individuals and groups in relation to health care (unit 3) when 

elements were included. Nurses and physiotherapists in contrast decreased the 

ranking of importance when the elements were added into the unit. This may imply 

that nurses and physiotherapists base the rights of the individual on what the 

profession believes to be their rights, rather than on what the individual believes to 

be their rights. This is a concern given that nurses see themselves as client advocates 

and yet it appears they may place less emphasis in practice on client’s rights.  
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There were six competencies of “Professional and Ethical Practice” that more than 

half the nurses rated as unique. All these competencies relate to the rights, values 

and beliefs of individuals/groups. Once again these competencies may be perceived 

as being unique to nursing because nurses act as the clients’ advocate. It may also be 

that the perception of uniqueness reflects the type of care nurses often provide in 

comparison to the service provided by other health professionals such as 

physiotherapists, speech pathologists, or occupational therapists. For example, 

nurses have to contact family members and ministers of religion where the 

rights/culture of individuals/groups must be protected, particularly when the 

individual/group needs assistance to make informed choices. Physiotherapists, 

speech pathologists, and occupational therapists are less likely to be in the situation 

of being client advocates and treating individuals/groups who are unable to make 

their own choices due to medical, physical or psychological conditions.  

 

Code of ethics 

Nursing has both a code of ethics and a code of conduct. These two codes together 

with ANCI competency standards provide a working framework for nursing practice 

(ANC, 1999). These all contribute to professional status. The code of ethics contains 

six broad value statements and these are captured in the competency units 2 and 3 of 

“Professional and Ethical Practice” (domain 1). Nurses rated these competencies as 

more important than the other health professions. ANC (1999, p.2) stated the 

purpose of the code of ethics is to; 1) identify the fundamental moral commitments 

of the profession, 2) provide nurses with a basis for professional and self reflection 

and a guide to ethical practice, and 3) indicate to the community the values which 

nurses hold. Nurses’ ethical practices and beliefs have contributed to nursing’s 

recognition as a profession. The community also shares nurses’ perceptions of high 

ethical behaviour. For example, the Morgan Poll (1999) found that Australians have 

the highest regard for the honesty and ethics of the nursing profession and that 
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nurses are rated by the community as the best of all professions for maintaining high 

standards of honesty and ethics. Nurses recognise the importance and uniqueness of 

their responsibility and accountability as client advocates and this characteristic has 

contributed to the community’s recognition of nursing as a profession. 

 

Autonomy 

The main characteristic in the definition of autonomy is freedom to act and is clearly 

linked to achievement of professional status (Creasia & Parker, 2001). Other 

characteristics of autonomy outlined by Schwirian (1998, p.14) are independence, 

control of practice, control of entry into the profession, and determination of the 

qualifications needed by those seeking entry and the organization of their training. 

Thus the profession can enforce standards and maintain desired values. 

 

The development and implementation of the ANCI competencies provide autonomy 

for the profession and this autonomy contributes to the recognition of nursing as a 

profession. Therefore, its members must support the profession and its decision 

makers. This study identified the extent of support of the ANCI competencies by 

examining the perceptions of uniqueness and importance in the four health 

professions. The competencies associated with intellectual functioning, body of 

knowledge, and accountability contributes to professional autonomy. According to 

Schwirian (1998, p.14) professional autonomy “is granted only when society is 

convinced that the group has a unique and valued knowledge base and thus exerts-

control over its own education and practice”. Although the ANCI competencies 

promote autonomy many nurses have not embraced concepts of power and control 

gained through knowledge and education. This may be because of their belief that 

nursing is a helping and caring profession with goals separate from the issues of 

power (Catalano, 2000). 
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The lower value of power appears evident in the findings of this study where nurses 

perceived competencies linked to the intimacy of care, client rights, and continuity 

of care as unique and important. Davis (1995) argues that nurses take risks by 

forming an intimate but not intrusive relationship. Davis (1995) refers to the term 

risk because it is a crossing of boundaries between the rational action and the 

intimacy, which gendered thinking reserves for the private and domestic domain. 

These intimate relationships according to feminist theory are qualities feared and 

denied in masculinity (Davis, 1995). Competencies that give nurses independence 

and autonomy such as researching, assessing, analysing, and evaluating were not 

perceived as unique and were rated as least important.  

 

Autonomy also involves control of policies such as licensing procedures, 

certification, and disciplinary actions. Members need to understand current issues in 

health policies so they can voice their opinions when the profession and stakeholders 

such as politicians and the general community address policies. Voicing opinion on 

health policies appears to be undervalued by the profession and does not appear in 

any of the ANCI competencies. The continuing lack of a political voice may be 

considered a liability to continuing recognition as a profession.  

 

The issues of autonomy surrounding competencies may be of particular concern to 

the nursing profession. In comparison to other health professional groups nursing 

struggles with the perception of limited autonomy within the profession. There is 

little research across the health professions about autonomy. Two available studies 

found significant differences between the professional groups (Kenny & Adamson 

1992; Adamson & Harris 1996). Nurses emerged as different to other health 

professions in that they were dissatisfied with their professional status, the 

restrictions on their professional autonomy, and the limited extent of their 

contribution to important decisions affecting patient care.  
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There is also a sexual division of labour between doctors and nurses based on 

unequal power relations between the two professions. Nurses work within a network 

of power with doctors at the apex and nursing care is directed by the priorities of the 

more powerful occupation (Wicks, 1999). This may have some influence on nurses’ 

perceptions of the importance of competencies which give nurses autonomy. 

Adamson and Harris (1996) found that only 53% of nurses considered they had 

sufficient autonomy in their work and yet as a profession, members are not acting in 

a way to address this. An increase in the value nurses place on competencies such as 

research to build a body of knowledge and management of care may increase 

satisfaction with autonomy.  

 

In contrast to the nursing profession, Adamson and Harris (1996) found that 

physiotherapists (66%) did not have concerns about professional standing and 

autonomy because they have achieved a greater degree of professional independence 

and status than other allied health professional groups. Thus they do not fear any 

other professional group undertaking similar service provisions. Furthermore, the 

varied work settings of physiotherapists have given them international recognition 

and a high public profile (Adamson & Harris, 1996). 

 

Collegiality 

Collegiality according to Chitty (2001) is an aspect of professionalism that is often 

overlooked. It is the promotion of collaboration, cooperation, and recognition of 

interdependence among members. The ANCI competency domain of enabling is 

reflected in this characteristic. 

 

This study found a consistent correlation for all the health professional groups in the 

rank order of importance of the competencies in enabling. However, nursing did not 

rank these units quite as high as other participating professions, but valued 

professional and ethical practice units as more important. The present study found 
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that the channels of communication and accurate documentation increase the value 

of importance of the unit for nurses and physiotherapists.  

 

This domain had the highest number of nurses (n = 40 out of 253) who were unsure 

about importance and this had an effect on the mean. Similarly, the other 

participating health professional groups were just as unsure about these 

competencies. It is concluded that all of the health professional groups were unsure 

about these competencies because of implementation differences. Although nurses 

write and receive management of care summaries they do not receive or write 

referrals. The perception of uniqueness of these competencies may also depend on 

whether the health professional works independently or as a group member. Nursing 

is different to other health professions because there are enrolled nurses and assistant 

nurses who may be delegated workloads and who are under the direct supervision of 

the registered nurse. Student nurses are often placed in a practice setting as a small 

group and are also supervised by a registered nurse. Supervision requires formal and 

informal communication with colleagues. These processes do not as readily apply to 

other professions. Independent health professions such as physiotherapy, speech 

pathology and occupational therapy students are often supervised individually rather 

than in a group situation. Nurses’ collaboration and communication with students 

and other health professions could be seen as a strength that makes nursing different 

to other professions. 

 

There were several competencies in this domain (Enabling) that more than half the 

nursing group rated as unique. Involving recognition of other health team members 

(competency 14.1) and involving participation with other members of the health care 

team (14.3) may have been considered unique because nurses work closely within a 

team and the care of clients is shared between nursing shifts. In comparison, other 

health professionals may have independent practice or practices where care stops 
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and starts when the therapist stops and starts their working day. Frequently the nurse 

also takes over this care when other health professionals finish their working day. 

 

It is the continuity of 24-hour care that makes nursing unique in the competency 

areas of recognition and participation of health care teams. Nurses are experts in 

continuity of care and collaborating with each other and others to ensure that care is 

continuous. Nagle (1999) claimed that it is a nurse’s capacity to administer expert 

technical care as well as expert human care that constitutes the unique contribution 

nurses make to the health and well being of patients and their families.  

 

Perceptions of competencies over time  

The study found no statistically significant differences for age, gender, year of 

graduation, state of residence, and employment status between the participating 

groups. The study also found no increase in perceptions of uniqueness over a period 

of time from the survey conducted in 1997 to the survey conducted in 2000. This 

implies that nursing values have not changed significantly over this period of time 

despite the evidence-based practice movement and in the completion of the transfer 

of nursing education from hospitals to the university sector. This study identified 

strengths and weaknesses in nurses’ perceptions of the competencies, which could 

be valuable in the development of nursing and its recognition as a profession. Nurses 

need to move forward the development of the profession by improving their attitude 

toward the ANCI competency standards. 

 

In summary, the above discussion suggests all ANCI competencies are perceived to 

be important to all the participating health professions with professional and ethical 

practice competencies perceived to be more important to nurses. Nineteen of the 

competencies are perceived by nurses to be more unique to nursing. None of the 

competencies are perceived to be unique to any of the other three professions. 

However, the uniqueness of nursing is not solely grounded in a list of competencies 
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but related to its closeness to an individual’s healthcare experience and the breadth 

and depth of nursing that demonstrates all aspects of other health carers’ roles 

implicating the nurse in a holistic manner (Bishop & Scott, 2001). 

 

The ANCI competencies facilitate autonomy by having staff at the beginner level 

making competent decisions and being responsible and accountable. Brennan (1994) 

claimed that professions were losing power with the introduction of competencies 

because government forces influenced the nature and scope of professional practice 

and conditions under which they operate, as well as defining prerequisites to 

professional development. However, the present study suggests the power of nurses 

can be increased through competencies, which have the potential to increase 

professionalism and provide knowledgeable care that cannot be provided by a 

layperson (Bishop & Scott, 2001). Nursing’s body of knowledge and autonomy 

however, requires strengthening.  

 

The commonalities in the perception of importance of competencies identified in 

this study should not be constructed as justification for the implementation of 

generic health professional courses. Each profession controls its own education and 

ensures its members obtain an acceptable standard of professional competence and 

education. The professions’ governing bodies have been influenced by political, 

sociological and humanistic factors over the years. However, it has been and 

continues to be, the responsibility of the members of the profession to assist in the 

shaping of the service and to create opportunities to influence both local and national 

policy (Bishop & Scott, 2001). The Australian government established career-study 

pathways in Australian TAFE institutions for school leavers to obtain certificates 

from short courses that will give them opportunities to gain entrance into university 

courses for a particular profession. This is also illustrated in the move toward 

postgraduate degrees for medicine following general undergraduate preparation in a 

range of undergraduate degrees including health science. 
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The findings of the present study suggest differences between the participating 

professions’ perceptions of competencies, which can be attributed to the nature of 

knowledge, context, and priorities of the different professions. The study also 

suggests that there are commonalities of perception of the competencies, which can 

be attributed to the complex nature of nursing practice and which capture aspects of 

other health professional roles. The commonalities in perceptions can also be 

attributed to the communication and collaboration between health professionals that 

often work closely together.  

 

Nursing education and professional development can use the ranking of importance 

of the competencies and elements of the competencies to identify areas that require 

emphasis in nursing practice, nursing curriculum, and continuing professional 

education. The next section considers the implications of the study findings. 

 

Implications 

The findings of this study have implications for the future development of the 

nursing profession. These implications include 1) ANCI competencies as an 

evaluation tool, 2) empowerment of nurses, 3) generic competencies, 4) scope of 

nursing, 5) professional development, and 6) curriculum development. 

 

Reliability of the ANCI competencies as a tool 

This study identified a high level of internal consistency of the ANCI competencies, 

which have been validated and are a highly reliable tool to measure nursing 

competence. There was a high coefficient alpha of 0.99 for the total list of ANCI 

(2000) competencies for ‘uniqueness’ as well as a high coefficient alpha of 0.97 for 

the total list of ANCI (2000) competencies for ‘importance’. All the domains had 

high coefficient alphas. Nursing is a complex practice requiring a range of abilities. 

The high coefficient alphas across the professional groups in the present study 



   

 146

indicate that the complex nature of nursing includes aspects of practice undertaken 

by physiotherapy, speech pathology and occupational therapy.  

 

Thus a generic instrument of professional competence may be possible but it is not 

recommended because competence should be learned, practised and assessed within 

the context and knowledge base of the profession. The variations in understanding 

the term competence, the different competency agendas by government, training 

authorities, industrial unions and professional groups all need to be considered. If 

the fundamental value and use of competency standards are viewed as an 

instrumental concept to meet minimal standards and used only to monitor and 

evaluate than they lose the principle of being really useful to develop and enhance 

specific professional attributes (Cheek et al., 1995). This view is discussed further in 

the conclusion chapter under the context of competencies. 

 

It is suggested that evidence of competence in the context of a discipline and from 

several sources such as qualifications and performance evaluation in specific fields 

is collected. The competencies could also be used as an aid in improving 

competence in different areas or contexts of practice. They could also support 

applications for change of roles and functions. Such an idea is supported by Hearn et 

al. (1996) who claimed that generic professional competencies are important 

characteristics that could be used for both recruiting and selecting graduates as well 

as selecting experienced professionals transferring from other organizations. 

However, competencies in one profession will not reliably predict a person’s future 

performance in another within a learned and practiced context, where unique and 

different knowledge and work attitudes will determine performance. 

 

Empowerment 

The findings from this study could be used to increase the empowerment of nurses. 

The ANCI competencies were found to be very important to the nursing profession 
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as well as the three other health professional groups, and yet more unique to the 

nursing profession than other health professional groups. This finding may help to 

provide the beginning level registered nurse with a sense of value about their 

profession, and identifies the scope of their practice as equal members of a 

comprehensive multidisciplinary team. The beginning level registered nurse 

competencies give the novice registered nurse responsibility and accountability for 

collaboration with team members on many issues. Some of these issues include 

patient care planning, problem solving and goal setting. Fullam et al. (1998) describe 

these as essential professional traits of empowerment.  

 

This study found no statistically significant differences between the health 

professions’ ratings of importance in domain three “Management of Care”. However 

the nursing group had the lowest mean. It is argued that if nurses are to be 

empowered, there is a need to increase the level of importance that nurses place on 

management of care. Nurses already struggle with the idea of whether they are an 

autonomous profession. This will not change unless nurses change their perceptions 

of the importance of certain competencies. Thus assessment, planning and 

evaluation skills of patent care can be useful for direct political involvement to help 

make changes within the profession as well as in the way it is perceived by the 

health care system and the community (Gary, 2002).  

 

Fullam et al. (1998) describe empowerment as having staff at the lowest level 

making competent decisions. Pyne (1998) identifies nine obligations as the defining 

criteria for a profession. Setting adequate standards of education and ensuring 

students obtain an acceptable standard of professional competence is listed as the 

second criterion. More than half the nursing group rated some competencies of 

domain three as unique to nursing. However, this perception of uniqueness offers 

little power to nurses because the competencies are also seen as being more 

important to other health professional groups than they are to nurses. Assessment, 
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care planning and goal settings give nurses the power to make decisions and increase 

empowerment, thus providing safer, more cost-effective care than those who are not 

empowered (Gary, 2002). 

 

If power is given to all employees and collaborative team members then the 

profession as a whole will also gain power. Kreither and Kinichi (1998) support this 

and recommend that power given away will result in more power gained. 

Conversely Brennan (1994) claims that professions are losing power with the 

introduction of competencies because government directions of the time are 

influencing the nature and scope of professional practice and conditions under which 

they operate as well as defining prerequisites to professional development. Some 

writers argue that nurses’ perceptions and empowerment are affected by the inability 

of the health system to provide access to valuable commodities such as information, 

resources, and support (Gary, 2002).  

 

Generic Competencies 

The present study recognised that the extent to which the ANRAC/ANCI 

competencies are common to professional health care groups is an important 

question to address. There is very little in the Australian literature about 

competencies and health professions. It is argued that there is a fear of loss of 

professional autonomy if competencies are seen to be common. 

 

Brown (1994) claimed the ANCI competencies can be readily applied to many other 

health professional groups and this commonality creates a significant risk to 

professional autonomy, education and development. Brown believed that generic 

competencies would fulfil a government agenda that is looking toward generic 

courses and generic qualifications but did not base this claim on any research 

findings. There has not been any further development and discussion about generic 

competencies across professions since the early 1990’s. There has however been 
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discussion of multidisciplinary education for specific subjects (Mireset al. 1999; 

Salmons & Jones, 2001). Hearn et al. (1995) also claim that the literature in nursing, 

medicine, law, and management all address similar domains of competencies. The 

findings of the present study and further research will assist the nursing profession to 

respond to these unsubstantiated claims and progress the generic competency debate. 

As each profession has its own regulatory body that shapes professional activities, 

these bodies need to recognise equality and interdependence of other professions. 

For professions to develop and work collaboratively on behalf of the public, 

education and practice standards need to be comparable and complementary (Pyne, 

1998, p.258). 

 

The ownership of generic competencies also needs to be debated. Brennan (1994) 

argued that there is a lack of communication between professions developing 

competencies. Such development in isolation does not realise the possibility of 

shared professional development activity to cover common competency areas. Any 

shared professional development and ownership however, needs to be preceded by 

research to identify generic competencies and if they are context bound and 

transferable. The present study found 44 competencies that are common to some 

extent; but perhaps not to the extent that they can be taught in the same manner to all 

professions. Further investigations that include the context of competencies and the 

specific knowledge needed for application is needed before any reliable conclusion 

can be made about generic competencies. For example accountability and 

responsibility in the context of administrating intravenous medication would apply 

to registered nurses but not to other participating health professional groups. Nurses 

are more likely to be responsible for life-threatening decisions concerning 

assessment or implementation of care than are the other health care professions.  

 

It has been suggested that generic competencies are not equally amendable to 

measurement and the identification of their presence or absence is more likely to be 
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determined by inference rather than observation (HEC, 1992b). Further, Jones and 

Moore (1995) argued there was a lack of evidence that generic competencies exist, 

and raised doubts about viability of transferability of skills, the decontextualising of 

competence, and its abstraction from practice situations. Thus curricula from all 

health professional groups could be explored in relation to context and 

competencies. This would result in a better understanding of competencies across 

the professions and the possibility of further development of generic competencies. 

 

The issue of generic health courses may be of more concern to health professionals 

other than to nursing. This is because nursing has traditionally possessed aspects of 

physiotherapy, speech therapy, occupational therapy and social work in their 

curricula but other professions do not possess many aspects of nursing in their 

curricula. It is most likely that an investigation of generic courses will find many 

reasons why generic courses will not be possible. One reason relates to the different 

context of competencies. Another reason is that nursing is complex compared to the 

narrower more specialised focus of other professions. If the true boundaries of 

autonomy are to be recognised and known between the health professionals, then 

research such as that conducted by Adamson and Harris (1996) and the present study 

are of significant importance. 

 

Scope 

The findings of the present study have implications for defining the scope of nursing 

practice. The competencies give the beginning level Registered Nurse individual 

accountability for practice thus eliminating the traditional authoritarian, military 

style of traditional practice. The aim of the competencies is to increase the level of 

professionalism within the nursing profession (ANRAC, 1994). In the present study 

nurses ranked unit 4 (Accepts accountability and responsibility for own actions 

within professional practice) as the 5th most important competency. With the 

elements added into the unit, it was ranked the 2nd most important. It was not 
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however, rated unique to nursing. This recognition of the importance of 

accountability creates independence within the profession. The independence will 

contribute to professional autonomy. “Nurses demonstrate independence in 

accountability as they make decisions” (Berlandi, 2002, p.1095). Nurses rated 

involvement in research as the least important competency and not unique to 

nursing. This implies that the scope of nursing is limited in the research area. Very 

few nurses make significant use of research, which rests upon providing nursing 

practice with a scientific body of knowledge, accountability and professionalism 

(Cavanagh & Tross 1996, McSherry 1997, Veeramah 1995). Furthermore Schwirian 

(1998) emphasised that one essential characteristic of a profession is a body of 

knowledge. This body of knowledge is still developing in nursing and must “be 

recognised, validated, and valued by nurses, other health professionals, health 

administrators, and the general public” (p.13). 

 

Cheek et al. (1995) argued that competencies would effectively become maximum 

requirements rather than minimum requirements. However, this has not happened in 

nursing. Nursing developed advanced competency lists in 1997 (ANF, 1997). 

Several specialty competency lists for aged care, infection control, mental health, 

midwifery, critical care and others have been developed. Continuance of a 

competency committee has been established (ANF, 1997). The deliberations of this 

committee need to be informed by contemporary research as a guide to areas of 

competence that may need investigation. 

 

The present study found that the nursing competencies are also important to other 

health professional groups. This indicates that the scope of nursing overlaps other 

professions to some extent and that the standards of nursing are equal to other health 

professions. For continuity of care, nurses frequently perform physiotherapy, speech 

pathology and occupational therapy on individuals. Nurses assess, manage care, 

provide therapy and evaluate progress in the absence of other health professionals. 
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Nurses ranked the competencies in “Management of Care” as less important than 

many other competencies. This may be because nursing management is not well 

acknowledged and medicine and other health professional groups often control the 

scope of nursing management. 

 

Professional development 

The findings of the present study have implications for the improvement of the 

professional development of nursing. The identification of the perceived importance 

and uniqueness of the competencies supports ANCI (2000) development of the 

competencies. The competencies can be incorporated into the roles and tasks of the 

nursing profession and used by nurses to reflect on the quality of their work. The 

nursing competencies provide the opportunity for individuals to reflect on their own 

practice and take responsibility for their own professional development. Brennan 

(1994) states that competencies hinder professional development because a level of 

adequacy rather than excellence is the goal and this will create practitioners that are 

all just the same. Professionals however, are experts and true specialists with 

specialised skills and knowledge, which is distinctly theirs and not part of a general 

competence (Brockett & Bauer, 1998). Competencies have the potential to 

encourage members of the profession to aim for greater expertise and specialised 

knowledge because they are distinct statements of expectation to be used by nurses 

to reflect on their practice. There is very little research across the health professions. 

Thus the present study also has implications in helping nurses recognise the 

relationship of their professional role with roles of other health professions.. The 

recognition of similar and contrasting competencies could enhance the multi-

disciplinary capability of nursing and the development of nursing as a profession. 

Once the profession is aware of perceptions then consideration can be given to 

making improvements and ways of changing perceptions if necessary to improve 

individual practice. 
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Curriculum development 

Educators can play a key role in the profession’s development by integrating the 

competencies into existing educational curricula. While there is much debate about 

competency-based education particularly in relation to vocational education 

(Gonczi, 1997), in nursing there is very little literature that discusses competency-

based education but refers frequently to competency assessment for registration 

purposes (QNC, 2001; ANC, 1999). While competency-based education is not the 

focus of the present study, results identified the need for research in that area. ANCI 

does not specify the process of education but specifies the nursing competencies as 

guidelines for the outcomes of what new graduates can do, allowing education 

providers to determine course content, education processes, and assessment 

practices. 

 

Perceptions of the uniqueness and importance of the competencies among 

professional groups did not change over time and this could be of concern. The 

implications of the findings are that the high coefficent alpha of the ratings of the 

competencies by nurses indicate that the ANCI competencies have the potential to 

increase empowerment if the profession perceives them as important and 

implements them with confidence in practice and education. Empowerment can be 

suppressed if competencies such as research and management of care continue to be 

under-valued by nurses, thus perpetuating their low status in the eyes of other 

professions and through medical dominance of the nursing practice. This dominance 

does not appear to occur with other professions (Adamson & Harris (1996). The 

competencies have the potential to give nurses autonomy at the same level and status 

as independent practitioners. 

 

Limitations of the study 

This study applied a survey approach by asking four health professional groups to 

rate how unique and important they perceive each ANRAC/ANCI competency to 
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their profession. An observational approach to validate the existence and use of the 

competencies across the professions on a smaller scale would also be appropriate 

and identify the effect of context on perceptions. The study participants were limited 

to nurses, physiotherapists, occupational therapists, and speech pathologists as these 

professions work closely in the clinical setting. However, future research could be 

extended to other groups. 

 

The findings of the present study may have been influenced by the work settings of 

participants. These were unknown variables. A further limitation relates to the use of 

the existing nursing competencies. Instead of developing a new list of competencies 

the survey was developed from the list of nursing competencies already developed. 

This approach may have biased the questionnaire toward a nursing perspective and 

may have had some influence on participants’ ratings of uniqueness. That is, 

participants may have based their ratings on what they knew were nursing 

competencies rather than what they perceived to be unique. However, using an 

established and published list of competencies generates familiarity and interest for 

the reader and makes it easier for future researchers to elaborate on the findings. 

Finally, limited literature concerning the importance and uniqueness of 

competencies across the professions made it difficult to relate the findings of the 

present study to other studies. This was discussed in detail under perceived 

importance of competencies and findings in relation to other studies such as 

Battersby (1994) and Hearn et al. (1995, 1996). The strength of this study however, 

is that it adds significantly to the paucity of literature in this area. Furthermore, the 

present study has an Australian context, a large number of participants and expands 

over two timeframes, which improves the level of confidence in the results. 

 

Summary 

In summary, this study has improved on the methodology used in prior research 

across health professions by identifying differences as well as similarities between 
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health professionals’ perceptions of ANCI competencies including domains, units, 

and elements. All the ANCI competencies are perceived to be important to all the 

participating health professions with professional and ethical practice competencies 

perceived to be more important to nurses. Nineteen of the 65 competencies are 

perceived by nurses to be more unique to nursing. None of the competencies are 

perceived to be unique to any of the other three professions. This study focused on 

how the nursing profession can use the findings to shape its practice and meet the 

characteristics that define a profession. Some low perceptions of the importance of 

research and management of care were argued to be influenced by feminist issues in 

the health care sector as well as the general community and could hinder nursing’s 

recognition as a profession, its autonomy, and professional development. 

 

The following chapter will discuss the study conclusions and recommendations. 
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Chapter 6: Conclusions and Recommendations 

 

 

Introduction 

This research identified the extent to which the ANRAC/ANCI competencies are 

perceived as important and unique to nursing. Such an investigation contributes to 

the emerging knowledge about competencies across health professional groups and 

the contribution of competencies in practice for the development of profession-hood. 

There is currently a paucity of Australian literature about competencies in the health 

professions and the present study contributes to the identification of perceived 

boundaries of autonomy between the health professions as well as recognition of a 

high level of intellectual functioning, accountability and responsibility, code of 

ethics, body of knowledge, and collegiality. This chapter discusses the conclusions 

drawn from this study. Recommendations for future research, practice and education 

are proposed. 

 

Uniqueness of the ANCI competencies 

The perceived uniqueness of the ANCI competencies was investigated for several 

reasons.  First, Brown (1994) argued that the nursing competencies might not be 

unique to nursing and to date no Australian study has investigated this claim.  

Second, Sherwood (1999) claimed that recognition of the uniqueness of nursing 

would shape the future of nursing. Therefore, research was required to identify the 

ways in which the competencies are perceived to be unique. Third, ANCI (2000) 

claimed that the competencies reflect the unique characteristics of nursing as well as 

characteristics that are common to other health professions. This study has provided 

some support for this claim and identified that the competencies that relate to the 
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rights, values and beliefs of clients, the intimacy of care, accountability, and 

collegiality are perceived as more unique to nursing. 

 

Importance of the ANCI competencies 

The importance of the ANCI competencies was investigated because Brown (1994) 

claimed that they could be applied to many other health professional groups. Two 

earlier studies (Battersby, 1994; Hearn et al. 1995, 1996) investigated the 

importance of competencies across several professions however, the specific ANCI 

competencies were not used in these studies and an in-depth analysis of the ratings 

of importance was not performed. The present study found that nurses perceived the 

competencies from the domain “Professional and Ethical Practice” to be more 

important than the other participating health professions. Although all the 

competencies were common to other professions there were different rankings of 

importance and the elements of the competencies influenced the perceived 

importance. It was argued that this difference maybe a reflection of the nurse as a 

client advocate and reflects the context in which the competencies are applied. This 

identification of perceived importance can contribute to the body of nursing 

knowledge to guide practice and make improvements in areas of identified 

weaknesses.  

 

Furthermore, the perceived implications of competency development had not been 

investigated. Brown (1994) and Brennan (1994) claimed that there was a risk to 

professional autonomy, education and development in the competency movement. 

However, others claimed that the competencies aimed to increase the level of 

professionalism within nursing, provide guidelines for nursing education and define 

the scope of nursing (ANC, 1994; Anderson, 1994), as well as provide an 

opportunity for nurses to value their work and validate their role (Parkes, 1992a). 

These implications were explored by discussing the characteristics of a profession 

identified by several authors (Catalano, 2000; Chitty, 2001; Kelly & Joel, 1999) and 
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the factors that may hinder the development of the profession. In particular, it was 

argued that as a female-dominated profession, gender issues impact on the 

development of the profession. 

 

Contribution of competencies towards professionalism 

The ANCI competencies can enhance the professionalisation of nursing because 

they contribute to the characteristics that define a profession. The following 

conclusions are drawn.  

 

Nurses value accountability and responsibility 

Nurses’ recognition of responsibility and accountability in practice is evident in their 

perceptions that the competencies of “Professional and Ethical practice” are more 

important and unique to nursing than other professions. The competencies perceived 

as unique to nursing in the domain of “Professional and Ethical practice” related to 

the rights, values, and beliefs of clients. Nurses’ recognition of the importance of 

accountability and responsibility as client advocates contributes to the community’s 

perception of nursing as a profession. However, accountability and responsibility are 

also based on knowledge of practice and intellectual functioning in order to 

assertively protect client rights. Although nurses rated accountability and 

responsibility as very important, recognition of their own knowledge base/scope of 

competence was perceived as less important. Nurses in the present study did not 

appear to make the connection between accountability and knowledge. Beyers 

(1999) argued that accountability in nursing means harnessing the knowledge 

explosion, using technology to enhance nursing expertise and proving their worth 

and the effectiveness of care. 

 

Nurses value ethical practice 

Making ethical decisions is a common part of nursing care (Catalano, 2000). 

Nursing has a well-defined code of ethics, which was developed for the Australian 
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context in 1992 (ANCI, 2000). This well-defined code of ethics and the high regard 

for the competencies relating to ethics places nursing in a strong position in the 

occupational-professional continuum. Simms (2000) suggested that being a 

professional means having ethical standards and not just income and prestige. 

Nurses have built a public reputation for integrity and trust and the importance of 

maintaining this reputation is evident in the results of this study.  

 

Collegiality is more prominent in nursing 

To provide effective health care collaboration among professionals is essential 

(Oermann, 1997). This study found that the value attributed to nursing by other team 

members and participation with members of the health care team was very important 

to nurses. This collegiality is an important aspect of professionalism amongst nurses 

(Chitty, 1997).  

 

Collegiality in nursing is founded on feminist concepts of confidence and trust 

where team members are able to depend on each other. It requires mutual support 

where there is a willingness to share knowledge and lend assistance (National 

League for Nursing, 2001). Similarly, the role of advocate is underpinned by a 

willingness to listen and give recognition and positive feedback. Open 

communication is the final concept, which allows for free exchange of ideas, the 

security to discuss problems, and the ability to give constructive criticism (National 

League for Nursing, 2001). All these concepts enhance the practice and professional 

status of nursing through valuing individuals and their professional role.  

 

As well as the characteristics of a profession, the present study also concludes that 

perceptions of competencies are influenced by the context in which they are applied. 

Competencies in one profession will not reliably predict a person’s performance in 

another context, where unique and different knowledge, attitudes and priorities will 

determine performance. 
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Concept of autonomy 

The ANCI competencies have the potential to provide autonomy and recognition for 

the profession by giving the beginning level registered nurse accountability for 

practice thus eliminating the traditional authoritarian style of supervision and 

delegation in practice. However, this study found that the competencies, which give 

the profession independence and autonomy through the conduct of research, 

assessment, analysis, and evaluation of practice, were not highly valued by nurses. 

As a result, nursing autonomy is not recognised by other professionals and the health 

care system and nurses are dissatisfied with this limited role (Adamson & Harris, 

1996). 

 

Poor perceptions related to role autonomy may be due to nurses’ discomfort with 

power and reflected in the low value nurses placed on competencies that enhance 

autonomy. Nursing is autonomous in that it regulates its scope of practice, has a 

unique system of education and registration, and standards of care. The level of 

autonomy in delivery of care to clients however varies considerably. In some 

settings such as medical wards nurses perceive they have a lack of autonomy, 

whereas nurses in advanced or specialised practice of nursing such as critical care 

demonstrate high levels of autonomy (Delametter, 1999). This could be addressed 

by nurses placing more value on the importance of management of care. 

 

High intellectual functioning under valued by nurses 

Nursing respondents’ under-valued high intellectual level competencies. In 

particular, little regard was demonstrated for competencies in the domain of 

“Management of Care” and competencies that contribute to nursing’s body of 

knowledge such as “Critical Thinking and Analysis”, and competencies that 

contribute to autonomy such as research, professional development, assessment, 
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analysis, and evaluation. These are important characteristics, which define a 

profession and implementation requires a higher level of intellectual functioning.  

This finding has important potential implications as the nursing profession moves 

toward advanced independent practice. Nurses perceived assessment and evaluation 

and the elements of these units as less important than other participating health 

professionals. Nurses also ranked these units and their elements as the least 

important of all the ANCI competencies. Nurses’ negative perceptions of the value 

of these aspects of management of care could slow the progress of their recognition 

as autonomous practitioners and has the potential to impact negatively on client care.  

 

The nursing process explains in simple terms what nurses do and gives nurses the 

autonomy to plan and evaluate nursing management. Rubenfeld and Scheffer (1999) 

describe the nursing process as the intertwining of thinking and doing in nursing and 

yet in the present study nurses ranked the implementation of care as being more 

important than assessment and planning. This implies that nurses still identify 

nursing practice as a task-oriented procedure with routines determined by policies 

and doctors’ orders rather than actions based on nursing assessment and evaluation. 

Rubenfeld and Scheffer (1999) suggest that in an environment of increasing 

accountability nurses must go beyond following medical orders to research-based 

practice that values and validates the importance of what nurses do. Nurses’ 

perceptions of the importance of assessment, planning and evaluation need to 

change in order for the perception of other health professionals and the public to 

reflect the inherently high level of intellectual functioning and professional status of 

nursing.  

 

Nurses need to embark on a process that requires application of their professional 

intelligence to reclaim integrity if they are to meet clients’ needs. However, many 

nurses were trained in authority-centred, control-oriented institutions where 

reflective judgment, leadership, and autonomous practice were unfamiliar and 
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difficult to perceive. Hill (2000) states that beliefs are historically and culturally 

conditioned and significantly influenced by social and motivational factors. Even 

when autonomy and leadership is valued, implementation is often difficult and the 

process may be hindered by a lack of collegial support, even resistance and hostility 

(Hill, 2000). 

 

Body of knowledge under valued by nurses 

One of the most important criteria in the definition of a profession is a recognised 

body of knowledge (Pyne, 1998). As nursing has developed as a discipline, a small 

but specialized body of knowledge has emerged through theory and research efforts 

of nurses who hold advanced degrees (Catalano, 2000). As more nurses obtain 

higher degrees and conduct research the body of knowledge underpinning practice 

should increase. However, research will not be conducted or used in practice if 

members of the profession do not have a high regard for research as identified in this 

study. Miracle (1999) stated that without a high value for research nursing would be 

a routine practice that could be harmful to clients. Research and maintaining a 

commitment to professional development are essential elements of critical reflective 

practice.  

 

Miracle (1999) suggested that there is a gap between practice and research. Research 

studies are conducted but findings are not disseminated. Furthermore, research 

findings are not being evaluated for use in practice because nurses undervalue 

research. Nurses may find themselves in breach of duty of care if they are not 

informed of the latest available evidence. The present study argued that nurses must 

maintain evidence base practice and be critical and reflective thinkers to maintain 

safe and expert care. 
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Perceptions are influenced by the context of competencies 

The focus of the present study attempted to identify differences between 

professional group perceptions. It is argued that differences between professions 

may be far greater when competencies are considered in the context of the 

profession for which they were developed. When the questionnaire for the present 

study was developed, the term ‘nursing’ was replaced with the term ‘professional’. 

This was so participants could consider the competencies in their own context and 

not be influenced by the word ‘nursing’. Previous authors have claimed that 

competencies should be considered within the particular work context and 

professional knowledge of the discipline (Marginson, 1993; ANCI Digest, 1994; 

Beven & Duggan 1996). Battersby (1994) suggested that the 14 generic 

characteristics could only have given meaning and application when considered in 

the context of specific disciplines. It is suggested that nursing knowledge and 

context be strengthened within the ANCI competencies and not rely on the word 

‘nursing’ to do this. 

 

Government reports and agencies have consistently claimed that generic 

competencies can be developed and transferred across disciplines (Mayer 

Committee, 1992; HEC, 1992; NTB, 1992). The present study found, however, that 

although the same competencies are important to several health professional groups, 

there are differences particularly in the ranking of importance. Furthermore, the 

elements of the units affected the importance of the units. This may be because the 

elements add contextual meaning to the competencies. The context and technical 

skills of a competency (which were excluded in the present study) have the potential 

to create even more differences across professional group perceptions. Jones and 

Moore (1995) argued that there is a lack of evidence that generic competencies exist, 

and raised doubts about the viability of transferability of skills and the 

decontextualising of competence and its abstraction from concrete situations. They 

refer to the narrow behaviouristic approach to competency that ignores the context 
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in which competencies will be applied. The integrated concept of competence 

adopted by most professions and occupations in Australia combines the general 

attributes approach and the context in which the attributes and tasks will be 

performed (Gonczi, 1997).  

 

Recommendations 

From the above conclusions recommendations are proposed in relation to further 

research, changes to the ANCI competency list, research and management of care, 

and the development of disciplinary-specific courses. 

 

Uniqueness of ANCI competencies needs further investigation 

Further research on competencies that are unique to nursing is required to validate 

the findings of the present study. There is a significant absence in the nursing 

literature of such research. This may be because nursing has concentrated on 

developing, improving, and implementing the competencies for the purpose of 

identifying beginning competence for registration and specialty practice. The 

majority of research and publications of competencies in nursing have been from 

ANCI rather than other groups such as nurse academics, researchers and clinicians. 

This may suggest that the ANCI competencies are not a priority to nurses in clinical 

practice and that competencies serve registration purposes only and not as a 

mechanism for professional development. The Australian Nursing Council is at 

present seeking to develop a profile of any research to date on the ANCI 

competencies (ANCI, 2001). This profile may identify and contribute to interest in 

the ANCI competencies, further publications and recommendations in the nursing 

literature.  

 

This study found that other health professional groups are not claiming the ANCI 

competencies as unique to their profession and there are statistically significant 

differences of ratings of uniqueness between nursing and other health professional 
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groups. It is suggested that this finding could be further investigated by examining 

the competencies in the practice setting through an observational study to validate 

the competencies and their frequency in other health professions. Observation of 

other health professional occupations would help to validate whether the ANCI 

competencies are generic or applicable to particular groups. Further research could 

be conducted to investigate why only half the nurses perceived several competencies 

to be unique. The identified perceived differences in uniqueness may simply be a 

reflection of the differences in the clinical settings where nurses are employed or the 

differences in the health status of clients for who nurses care. The influence of role 

and clinical context were not investigated in the present study but could be a focus in 

future studies in the area. The differences in perceptions may also be related to the 

knowledge nurses have about the roles and competencies of other health 

professional groups or differences in the socialisation of the different professions, 

particularly if one group practices in a more autonomous way. The difference could 

also reflect different understandings and approaches to the meaning of competencies 

enacted by the professional groups.  

 

Recommended changes to ANCI competency list 

The elements in unit 4 require revision. It is noted that all participating professionals 

ranked all but one of the elements as important. Element 4.1 (Recognises own 

knowledge base/scope of competence) was ranked at the tail end of importance. This 

element could be separated into two distinct elements and the perception of 

importance of each investigated further. It could be that health professionals are not 

making the connection between accountability and knowledge base or scope of 

competence or between responsibility and knowledge base or scope of competence. 

It could also be a reflection of past oppression of nurses and their ways of receiving 

knowledge, which men thought they should know (Hunt, 1998). Further 

investigation into this finding is needed.  
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The label of Domain 2 - critical thinking and analysis appears inappropriate for the 

units within it. Critical thinking in nursing relates to the cognitive skills of analysing, 

applying standards, discriminating, information seeking, logical reasoning, 

predicting, and transforming knowledge (Rubenfeld & Scheffer, 1999, p. 5). These 

factors are not listed in this domain but are listed in the domain of management of 

care. Some of the units in management of care appear to relate more to critical 

thinking. ANCI may need to move the competencies of domains 2 and 3 or consider 

renaming domain 2. More appropriate names could be “professional development” 

or “body of knowledge”. 

 

If the advocates of the ANCI competencies in Australia wish to promote the 

uniqueness of nursing competencies then the competencies should be written in 

more specific terms in relation to the holistic nature or context of nursing and 

nursing knowledge. For example, unit 7 (Carries out a comprehensive and accurate 

assessment of individuals and groups in a variety of settings) was rated more 

important by other health professionals than nursing and not unique to nursing. Yet a 

nursing assessment differs from that of other health professionals and is a complex 

skill. It is suggested that words commonly used in nursing could be used in the 

competency list. For example, comprehensive could be replaced with ‘holistic’ and 

‘nursing assessment’ could be replaced with ‘physical, and psychological 

assessment’. The findings of this study have implications for the next review of the 

ANCI competency list due in November 2003. 

 

ANCI may wish to consider whether two competencies from Battersby’s (1994) 

study: Demonstrate the skills of effective time management (competency 7) and 

Understand important and current issues in health funding and health policy (14) 

should be included in the list of nursing competencies. It would appear that these are 

important aspects of nursing care that are not addressed currently within the existing 

ANCI competencies. Nursing practice must be highly organised and time managed 
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in the acute care setting. There are also certain health policies that beginning nurses 

should understand. For example, policies of correct handling of schedule 8 drugs 

and reporting of certain infectious diseases or suspected child abuse. To increase 

accountability and professional status nurses need to be involved in policy decisions 

and advocate for professional issues in the political system. They need to understand 

health policies in relation to licensing procedures, certification, and disciplinary 

actions (Creasia & Parker, 1996). This understanding and involvement increases 

nurses’ political power to monitor and control changes in health care laws and 

policies at a national level. Nurses need to link into social change and conceptualise 

their role in the elimination of social inequalities, be informed and aware of political 

agendas as well as be involved with government at every level (QNU, 2002). 

 

Greater emphasis on research and management of care 

Of particular concern was the finding that the majority of participants held research 

in low regard. This finding suggests that nursing associations and institutions for 

higher education need to provide greater support such as mentors and resources for 

nursing research and management of care (Nilsson Kajermo et al. 2000; Bishop & 

Scott, 2001). Once the perceptions of importance of these competencies are 

addressed, increased and practised more frequently in clinical settings, it is likely 

that the perceptions of professional autonomy and independent practice will 

increase.  

 

More emphasis on research is needed in nursing education and clinical practice to 

overcome the indecisiveness about these competencies and to help improve 

perceptions of this competency. Numerous authors (Carroll et al., 1997; Dunn et al., 

1998; Funk et al., 1995; Nilsson Kajermo et al., 1998; Ruterledge et al., 1998; 

Walsh, 1997) support this. Nilsson Kajermo et al. (2000) suggested nurses’ research 

knowledge and skill need to be increased in undergraduate and postgraduate 

education and presented in a user friendly way. Furthermore, healthcare 
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organizations need to be involved by giving attention to the implementation of 

research in practice. A feminist approach to research methods may also be more 

beneficial than an empirical approach. Kane and Thomas (2000) argue that nursing 

knowledge based on intuitive evidence of nursing history will empower nurses and 

alter the traditional paternalistic healthcare system. 

 

Emphasis on the importance of research will enable nursing to become recognised as 

an independent, legitimately autonomous profession (Schwiran, 1998, p.59). Nurses 

need to place greater emphasis on the importance of research and its contribution to 

the professional status of nursing, to identify itself as a profession in its own right. 

Bishop and Scott (2001) describe four barriers to the effective adoption of research 

into practice. These barriers include lack of access to resources, negative attitudes 

toward research, poor institutional support, and an occupational culture that does not 

value research. Positive attitudes toward nursing research can be developed through 

appropriate organisational infrastructure that provides significant experience of 

developing clinical guidelines and fostering local adaptation to increase the 

ownership of relevant research findings. There also needs to be greater access to 

nursing research funds such as a national nursing research centre to fund nursing 

research. The QNC (2002) recognise that nursing is loosing ground in research due 

to social inequalities. Quality nursing research proposals have low success rates with 

NH&MRC (RCNA, 2002). The competencies in the domains of “Critical Thinking 

and Analysis” and “Management of Care” are important statements to the public 

about nursing’s intellectual functioning and should be more valued by nurses. 

 

Support for disciplinary specific courses  

The findings and conclusions of this study suggest that the ANCI competencies can 

be used to develop professional status and autonomy of nursing and therefore 

support discipline specific educational courses as opposed to generic or 

multidisciplinary courses. 
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The main assumption of multidisciplinary education is that collaboration improves 

health care services for clients (Atkins & Walsh, 1997). There is little evidence 

however, to suggest that multidisciplinary initiatives have benefits for clients or 

users of health care services (Atkins & Walsh, 1997; Salmons & Jones, 2001). 

Nurses have long demonstrated their ability to work in teams with other health care 

professionals. This study has shown the high value nurses have for collegiality.  

 

Multidisciplinary education could threaten nurses’ specialized knowledge that 

provides distinct identity, autonomy, and boundaries for the profession. Other 

problems found in the literature are differences in the level of expertise and 

experience between professional groups, the differences in the distinct and often 

incompatible languages of each profession, different agendas in research would also 

limit the ability of long term collaborative work. There is also the issue of medical 

and non-medical or allied health professionals where nursing could be left with 

additional tools/therapies that they are ill equipped to use (Richardson, 2001).  

 

On the other hand, some shared learning can take place around subject content such 

as the topic of childbirth between medical students and midwives (Mires et al. 1999) 

or competencies involving ethical issues. This type of profession-led shared 

knowledge has potential but warrants further investigation of the professional 

benefits and costs.  

 

In summary the nursing profession undervalues professional characteristics such as 

high intellectual functioning and body of knowledge and is uncomfortable with the 

concept of power. On the other hand nursing values accountability and responsibility 

of client rights, ethics and collegiality. It is argued that nursing values are captured 

in professionalism and are influenced by sexual, economical and political factors. 

The past oppression of women and unequal opportunity of gaining knowledge, 
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conducting research and decision making in management of care have influenced 

nurses’ values. If nursing competency standards are to be used to benefit the 

development of the nursing profession in Australia there is a need for further 

research on these strengths and weaknesses. Nursing competencies relating to 

critical thinking and management of care need to be given greater emphasis and 

support in education, research, and in clinical settings. The present study 

recommends future research on the effect of the competency movement on a) 

nursing education, b) curricular design, c) professional autonomy, d) professional 

development, e) future developments in nursing, and f) recognition and extent of the 

relationship that nursing has with other health professions. 
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Appendix A: ANRAC Competencies for Registered Nurses (1990) 
 

Competencies for the Registered Nurse in Recommended Domains 
 

Prerequisites for Registration 
Successfully completes an approved educational program. 
 
Fulfils the assessment requirements of the nurse registering authority. 
 
Professional/Ethical Practice 
1. Demonstrates a satisfactory knowledge base for safe practice. 
 
2. Functions in accordance with legislation and common law affecting nursing 
practice. 
 2.1 Demonstrates a knowledge of legislation pertinent to nursing practice. 
 
 2.2 Demonstrates an awareness of the legal implications of actions taken in nursing 

situations. 
 
 2.3 Fulfils the duty of care in the course of practice. 
 
 2.4 Demonstrates knowledge of policies and procedures that have legal implications for 

practice. 
 
 2.5 Intervenes when policies or practices may impede care or contravene the law. 
 
 2.6 Responds appropriately to instances of unsafe practice. 
 
3. Protects the rights of individuals and groups. 
 3.1 Demonstrates knowledge of the rights of individuals/groups in the health care setting. 
 
 3.2 Recognises when policies or practices impinge on the rights of individuals/groups. 
 
 3.3 Serves as an advocate when the rights of individuals/groups are overlooked. 
 
 3.4 Ensures confidentiality of information. 
 
 3.5 Acts to maintain the rights of individuals/groups. 
 
4. Demonstrates accountability for nursing practice. 
 4.1 Accepts responsibility for own actions. 
 
 4.2 Clarifies unclear instructions. 
 
 4.3 Questions interventions which appear inappropriate. 
 
 4.4 Makes sound independent clinical judgements. 
 
5. Conducts nursing practice in a way that can be ethically justified. 
 5.1 Complies with the profession's code of ethics. 
 
 5.2 Demonstrates knowledge of contemporary ethical issues impinging on nursing. 
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 5.3 Engages effectively in ethical decision-making. 
 
 5.4 Maintains an effective process of care when confronted by differing values, beliefs and 

biases of the client. 
 
 5.5 Responds appropriately to instances of unprofessional conduct. 
 
Reflective Practice 
6. Recognises own abilities and level of professional competence. 
 6.1 Practices within the limits of own abilities and qualifications. 
 
 6.2 Consults with an experienced registered nurse when nursing care requires expertise 

beyond own abilities and qualifications. 
 
 6.3 Consults other health care professionals when patent needs fall outside the scope of 

nursing practice. 
 
7. Acts to enhance the professional development of self and others. 

7.1 Uses professionally acceptable standards of practice to assess the performance of self 
and others. 

 
 7.2 Identifies areas where professional growth can occur. 
 
 7.3 Recognises the need for continuing education. 
 
 7.4 Contributes to the learning experiences of colleagues. 
 
 7.5 Enhances the professional development of others. 
 
 7.6 Participates in activities of the profession. 
 
8. Recognises the value of research in contributing to developments in nursing 

and improved standards of care. 
 8.1 Contributes to the process of nursing research. 
 
 8.2 Incorporates research findings into nursing practice. 
 
 8.3 Promotes research designed to improve nursing practice. 
 
Enabling 
9. Maintains a physical and psychosocial environment which promotes safety, 

security and optimal health. 
 9.1 Acts to prevent or minimise risk to individuals or groups. 
 
 9.2 Provides for the comfort needs of individuals. 
 
 9.3 Establishes, maintains and terminates caring, therapeutic and effective interpersonal 

relationships with individuals or groups. 
 
10. Acts to enhance the dignity and integrity of individuals and groups. 
 10.1 Involves the individual/group as an active participant in the process of care. 
 
 10.2 Respects the values, customs and spiritual beliefs of individuals/groups. 
 
 10.3 Provides for the spiritual, emotional, and cultural needs of individuals/groups. 
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 10.4 Applies strategies to promote self-esteem, including identifying and using appropriate 
support networks. 

 
 10.5 Identifies situations which may threaten the dignity and integrity of others and takes 

appropriate action on behalf of individuals/groups. 
 
11. Assists individuals or groups to make informed decisions. 

11.1 Recognises the need for individuals or groups to receive information concerning health 
care. 

 
 11.2 Ensures that individuals or groups receive and understand relevant and current 

information concerning health care. 
 
 11.3 Provides or arranges for consultation to assist individuals or groups to make informed 

decisions regarding health care. 
 
 11.4 Encourages and supports individuals/groups in decision making. 
 
12. Communicates effectively and documents relevant information. 
 12.1 Communicates effectively with individuals or groups and with other members of the 

health care team. 
 
 12.2 Utilises effectively formal and informal channels of communication within an 

organisation. 
 
 12.3 Demonstrates a problem solving approach in documenting relevant information. 
 
 12.4 Contributes to the establishment, maintenance and closure of accurate, clear and current 

client records within a legal and ethical framework. 
 
13. Effectively manages the nursing care of individuals or groups. 

13.1 Organises workload to ensure that planned nursing care for individuals and groups is 
effected. 

 
13.2 Delegates to other nurses activities commensurate with their abilities and scope of 
practice. 

 
 13.3 Supervises aspects of care delegates to Enrolled nurses. 
 
 13.4 Facilitates co-ordination of care. 
 
 13.5 Ensures continuity of care. 
 
 13.6 Utilises resources effectively and efficiently. 
 
Problem Framing and Solving 
14. Carries out a comprehensive and accurate nursing assessment of 

individuals and groups in a variety of settings. 
 14.1 Uses a systematic approach in the process of assessment. 
 
 14.2 Assess the health and functional status of individuals and groups through interaction, 

observation and measurement. 
 
 14.3 Analyses data and identifies findings. 
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15. Formulates a plan of care in consultation with individuals/groups taking 
into account the therapeutic regimes of other members of the health care 
team. 

 15.1 Establishes priorities for resolution of identified health needs. 
 
 15.2 Identifies expected outcomes including a time frame for achievement. 
 
 15.3 Develops and documents a plan of nursing care to achieve optimal health, habilitation, 

rehabilitation or dignified death. 
 
 15.4 Identifies criteria for evaluation of expected outcomes. 
 
 15.5 Plans for discharge and follow-up care. 
 
16. Implements planned care. 
 16.1 Implements planned nursing care to achieve identified outcomes. 
 
 16.2 Utilises accepted principles in nursing interventions. 
 
 16.3 Educates individuals or groups to maintain and promote health. 
 
 16.4 Implements habilitation/rehabilitation programs. 
 
17. Evaluates progress towards expected outcomes and reviews plans in 

accordance with evaluation data. 
 17.1 Determines the progress of individuals or groups toward planned outcomes. 
 
 17.2 Assesses effectiveness of nursing care in achieving planned outcomes. 
 

17.3 Determines further outcomes and nursing interventions in accordance with evaluation 
data. 

 
Teamwork. 
18. Collaborates with the health care team. 
 18.1 Recognises the role of members of the health care team in the delivery of health care. 

18.2 Establishes and maintains constructive relationships with colleagues in the nursing 

team. 
 

18.3 Establishes and maintains collaborative relationships with members of the wider health 
care team. 

 
 18.4 Participates in patient care conferences of the health care team. 
 
 18.5 Collaborates with other members of the health care team in decision making. 
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Appendix B: ANCI Competencies for Registered Nurses (2000) 
 
 

Domain: Professional and Ethical Practice 
 
Competency Unit 1 
Functions in accordance with legislation and common law affecting nursing practice. 
 
Element 1.1 
Demonstrates knowledge of legislation and common law pertinent to nursing practice. 
 
Element 1.2 
Fulfils the duty of care in the course of practice. 
 
Element 1.3 
Demonstrates knowledge of policies and procedural guidelines that have legal implications for 
practice. 
 
Element 1.4 
Identifies unsafe practice and responds appropriately to ensure a safe outcome. 
 
Element 1.5 
Recognises and acts upon breaches of law relating to practice. 
 
Competency Unit 2 
Conducts nursing practice in a way that can be ethically justified. 
 
Element 2.1 
Practices in accordance with the profession's code of ethics. 
 
Element 2.2 
Demonstrates knowledge of contemporary ethical issues impinging on nursing. 
 
Element 2.3 
Engages effectively in ethical decision making. 
 
Element 2.4 
Ensures confidentiality of information. 
 
Competency Unit 3 
Protects the rights of individuals and groups in relation to health care. 
 
Element 3.1 
Acknowledge the rights of individuals/groups in the health care setting. 
 
Element 3.2 
Acts to ensure the rights of individuals/groups are not compromised. 
 
Element 3.3 
Involves the individual/group as an active participant in the process of care. 
 
Element 3.4 
Respects the values, customs and spiritual beliefs of individuals and groups. 
 
Element 3.5 
Provides for the spiritual, emotional, and cultural needs of individuals/groups. 
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Element 3.6 
Provides relevant and current health care information to individuals and groups in a form which 
facilitates their understanding. 
 
Element 3.7 
Encourages and supports individuals/groups in decision making. 
 
Competency Unit 4 
Accepts accountability and responsibility for own actions within nursing practice. 
 
Element 4.1 
Recognises own knowledge base/scope of competence 
 
Element 4.2 
Consults with an experienced Registered Nurse when nursing care requires expertise beyond own 
scope of competence. 
 
Element 4.3 
Consults other health care professionals when individual/group needs fall outside the scope of the 
nursing practice. 
 
Domain: Critical Thinking and Analysis 
 
Competency Unit 5 
Acts to enhance the professional development of self and others. 
 
Element 5.1 
Uses professional standards of practice to assess the performance of self. 
 
Element 5.2 
Recognises the need for and participates in professional development of self. 
 
Element 5.3 
Recognises the need for care of self. 
 
Element 5.4 
Contributes to the learning experiences and professional development of others. 
 
Competency Unit 6 
Values research in contributing to developments in nursing and improved standards of care. 
 
Element 6.1 
Acknowledges the importance of research in improving nursing outcomes. 
 
Element 6.2 
Incorporates research findings into nursing practice. 
 
Element 6.3 
Contributes to the process of nursing research. 
 
Domain: Management of Care 
 
Competency Unit 7 
Carries out a comprehensive and accurate nursing assessment of individuals and groups in a variety 
of settings. 
 
Element 7.1 
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Uses a structured approach in the process of assessment. 
 
Element 7.2 
Collects data regarding the health and functional status of individuals and groups.  
 
Element 7.3 
Analyses and interprets data accurately. 
 
Competency Unit 8 
Formulates a plan of care in consultation with individuals/groups  
 
Element 8.1 
Establishes priorities for resolution of identified health needs in consultation with the 
individual/group. 
 
Element 8.2 
Identifies expected outcomes including a time frame for achievement in consultation with the 
individual/group. 
 
Element 8.3 
Develops and documents a plan of care to achieve optimal health, habilitation, rehabilitation or 
dignified death. 
 
Competency Unit 9 
Implements planned nursing care to achieve identified outcomes within the scope of competency. 
 
Element 9.1 
Provides planned care. 
 
Element 9.2 
Plans for continuity of care as appropriate. 
 
Element 9.3 
Educates individuals or groups to maintain and promote health. 
 
Competency Unit 10 
Evaluates progress towards expected outcomes and revises plans in accordance with evaluation data. 
 
Element 10.1 
Determines the progress of individuals or groups toward planned outcomes. 
 
Element 10.2 
Revises nursing interventions in accordance with evaluation data and determines further outcomes. 
 
Domain: Enabling 
 
Competency Unit 11 
Contributes to the maintenance of an environment which promotes safety, security and personal 
integrity of individuals and groups. 
 
Element 11.1 
Acts to enhance the safety of individuals and groups at all times. 
 
Element 11.2 
Provides for the comfort needs of individuals and groups. 
 
Element 11.3 
Establishes, maintains and concludes caring, therapeutic and effective interpersonal relationships 
with individuals or groups.  
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Element 11.4 
Applies strategies to promote individual/groups self-esteem.  
 
Element 11.5 
Acts to maintain the dignity and integrity of individuals and groups. 
 
Competency Unit 12 
Communicates effectively with individuals and groups. 
 
Element 12.1 
Communicates using formal and informal channels of communication. 
 
Element 12.2 
Ensures documentation is accurate and maintains confidentiality. 
 
Competency Unit 13 
Manages effectively the nursing care of individuals and groups. 
 
Element 13.1 
Organises workload to facilitate planned nursing care for individuals and groups. 
 
Element 13.2 
Delegates to others activities commensurate with their abilities and scope of practice. 
 
Element 13.3 
Uses a range of supportive strategies when supervising aspects of care delegated to others. 
 
Element 13.4 
Responds effectively in unexpected or rapidly changing situations. 
 
Competency Unit 14 
Collaborates with other members of the health care team. 
 
Element 14.1 
Recognises the role of members of the health care team in the delivery of health care. 
 
Element 14.2 
Establishes and maintains collaborative relationships with colleagues and members 
of the health care team. 
 
Element 14.3 
Participates with other members of the health care team and the individual/group in decision making. 
 
. 
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Appendix C: Questionnaire 1997 
 
 

COVERING LETTER TO  
 
 

QUESTIONNAIRE ON COMPETENCIES 
 
 

Dear Colleague, 
 
Professionals have been encouraged to develop and use competency standards as the 
basis for entry to practice. The enclosed questionnaire aims to relate health workers' 
perceptions of the importance and uniqueness of general competencies to specific 
health professions. The information gathered by this questionnaire will contribute to 
my completion of a PhD thesis on the topic. Therefore, your response is needed and 
would be greatly appreciated. 
 
Participation in this questionnaire is voluntary and anonymous.  
 
Your name was randomly selected among others from nursing, physiotherapy, 
occupational therapy, speech pathology and health welfare. Your Association has 
randomly mailed this questionnaire to you on my behalf and I am unaware of whom 
they have sent it to. 
 
If you agree to complete the questionnaire, please place it in the postage paid return 
addressed envelope enclosed and drop it into your nearest post office as soon as 
possible. If posting is too inconvenient you may wish to anonymously phone your 
results to me on (066) 244071. If you require any further information you may 
contact myself on (066) 244071 or my supervisor Stephen Kermode (Associate 
Professor) on (066) 203641.Thankyou for your time. 
 
      Yours faithfully 
 
      Elaine Wells 
      PhD student 
      Southern Cross University NSW. 
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QUESTIONNAIRE 1997 
 

PARTICIPANT CHARACTERISTICS 
 
1) What is your profession? (Please tick) 
 

 Physiotherapy    
 

 Nursing     
 

 Occupational therapy   
 

 Speech pathology    
 

 Welfare worker    
 

 Other     
 
2) How many years have you actually been working in this profession?_________ 
 
3) What is your employment status? 

  Permanent full-time   
 

  Permanent part-time   
 

  Casual     
 

  Unemployed    
 

  Other     
 
4) What is your gender?  

  Male     

  Female     
 
5) What is your age in years?  __________ 
 
6) At what Institution did you complete your studies?______________________ 
 
7) What year did you complete your studies? ____________________________ 
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COMPETENCIES 
 

The following is a list of possible professional competencies (for new graduates in health sciences). 
 
Firstly: rate the importance of each competency (in your profession) on the five point rating scale 
provided on the left by circling the appropriate number. 
 
Secondly: rate the uniqueness of each competency (to your profession) on the five point rating scale 
provided on the right by circling the appropriate number.   
 
IMPORTANT TO YOUR PROFESSION   UNIQUE TO YOUR PROFESSION 
1 = Strongly disagree      1 = Strongly disagree 
2 = Disagree       2 = Disagree 
3 = Not sure       3 = Not sure 
4 = Agree       4 = Agree 
5 = Strongly agree      5 = Strongly agree 
 
Important          Unique 
1   2   3   4   5 Demonstrates a satisfactory knowledge base for safe practice. 

  
1   2   3   4   5 

1   2   3   4   5 Functions in accordance with legislation and common law affecting 
professional practice. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates a knowledge of legislation pertinent to professional 
practice. 
  

1   2   3   4   5 

1   2   3   4   5 Demonstrates an awareness of the legal implications of actions taken 
in professional situations. 
 

1   2   3   4   5 

1   2   3   4   5 Fulfils the duty of care in the course of practice. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of policies and procedures that have legal 
implications for practice. 
  

1   2   3   4   5 

1   2   3   4   5 Intervenes when policies or practices may impede care or contravene 
the law. 
 

1   2   3   4   5 

1   2   3   4   5 Responds appropriately to instances of unsafe practice. 
 

1   2   3   4   5 

1   2   3   4   5 Protects the rights of individuals and groups. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of the rights of individuals/groups in the 
health care setting.  

1   2   3   4   5 

1   2   3   4   5 Recognises when policies or practices impinge on the rights of 
individuals/groups. 
 

1   2   3   4   5 

1   2   3   4   5 Serves as an advocate when the rights of individuals/groups are 
overlooked. 
 

1   2   3   4   5 

1   2   3   4   5 Ensures confidentiality of information. 
  

1   2   3   4   5 

1   2   3   4   5 Acts to maintain the rights of individuals/groups. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates accountability for professional practice. 
 

1   2   3   4   5 
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1   2   3   4   5 Accepts responsibility for own actions. 

 
1   2   3   4   5 

1   2   3   4   5 Clarifies unclear instructions. 
 

1   2   3   4   5 

1   2   3   4   5 Questions interventions which appear inappropriate. 
 

1   2   3   4   5 

1   2   3   4   5 Makes sound independent clinical judgements. 
 

1   2   3   4   5 

1   2   3   4   5 Conducts professional practice in a way that can be ethically 
justified. 
 

1   2   3   4   5 

1   2   3   4   5 Complies with the profession's code of ethics. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of contemporary ethical issues impinging 
on the profession.  
 

1   2   3   4   5 

1   2   3   4   5 Engages effectively in ethical decision-making.  
 

1   2   3   4   5 

1   2   3   4   5 Maintains an effective process of care when confronted by differing 
values, beliefs and biases of the client. 
 

1   2   3   4   5 

1   2   3   4   5 Responds appropriately to instances of unprofessional conduct. 
   

1   2   3   4   5 

1   2   3   4   5 Recognises own abilities and level of professional competence. 
 

1   2   3   4   5 

1   2   3   4   5 Practices within the limits of own abilities  
and qualifications. 
      

1   2   3   4   5 

1   2   3   4   5 Consults with an experienced professional when professional care 
requires expertise beyond own abilities and qualifications. 
 

1   2   3   4   5 

1   2   3   4   5 Consults other health care professionals when client needs fall 
outside the scope of the professional's practice. 
      

1   2   3   4   5 

1   2   3   4   5 Acts to enhance the professional development of self and others. 
      

1   2   3   4   5 

1   2   3   4   5 Uses professionally acceptable standards of practice to assess the 
performance of self and others. 
   

1   2   3   4   5 

1   2   3   4   5 Identifies areas where professional growth can occur. 
 

1   2   3   4   5 

1   2   3   4   5 Recognises the need for continuing education. 
 

1   2   3   4   5 

1   2   3   4   5 Contributes to the learning experiences of colleagues. 
 

1   2   3   4   5 

1   2   3   4   5 Enhances the professional development of others. 
 
  

1   2   3   4   5 
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1   2   3   4   5 Participates in activities of the profession. 

 
1   2   3   4  5 

1   2   3   4   5 Recognises the value of research in contributing to developments in 
the profession and improved standards of care. 
 

1   2   3   4   5 

1   2   3   4   5 Contributes to the process of professional research. 
      

1   2   3   4   5 

1   2   3   4   5 Incorporates research findings into professional practice. 
     

1   2   3   4   5 

1   2   3   4   5 Promotes research designed to improve professional practice. 
 

1   2   3   4   5 

1   2   3   4   5 Maintains a physical and psychosocial environment which promotes 
safety, security and optimal health. 
 

1   2   3   4   5 

1   2   3   4   5 Acts to prevent or minimise risk to individuals or groups. 
 

1   2   3   4   5 

1   2   3   4   5 Provides for the comfort needs of individuals. 
 

1   2   3   4   5 

1   2   3   4   5 Establishes, maintains and terminates caring, therapeutic and 
effective interpersonal relationships with individuals or groups. 
  

1   2   3   4   5 

1   2   3   4   5 Acts to enhance the dignity and integrity of individuals and groups. 
   

1   2   3   4   5 

1   2   3   4   5 Involves the individual/group as an active participant in the process 
of care 
  

1   2   3   4   5 

1   2   3   4   5 Respects the values, customs and spiritual beliefs of 
individuals/groups. 
  

1   2   3   4   5 

1   2   3   4   5 Provides for the spiritual, emotional, and cultural needs of 
individuals/groups. 
 

1   2   3   4   5 

1   2   3   4   5 Applies strategies to promote self-esteem,  
including identifying and using appropriate support networks. 
 

1   2   3   4   5 

1   2   3   4   5 Identifies situations which may threaten the dignity and integrity of 
others and takes appropriate action on behalf of individuals/groups. 
 

1   2   3   4   5 

1   2   3   4   5 Assists individuals or groups to make informed decisions. 
 

1   2   3   4   5 

1   2   3   4   5 Recognises the need for individuals or groups to receive information 
concerning health care. 
 

1   2   3   4   5 

1   2   3   4   5 Ensures that individuals or groups receive and understand relevant 
and current information concerning health care. 
     

1   2   3   4   5 

1   2   3   4   5 Provides or arranges for consultation to assist individuals or groups to 
make informed decisions regarding health care. 
    

1   2   3   4   5 

1   2   3   4   5 Encourages and supports individuals/groups in decision making. 
  

1   2   3   4   5 
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1   2   3   4   5 Communicates effectively and documents relevant information. 

     
1   2   3   4   5 

1   2   3   4   5 Communicates effectively with individuals or groups and with other 
members of the health care team. 
  

1   2   3   4   5 

1   2   3   4   5 Utilises effectively formal and informal channels of communication 
within an organisation. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates a problem solving approach in documenting relevant 
information. 
   

1   2   3   4   5 

1   2   3   4   5 Contributes to the establishment, maintenance and closure of 
accurate, clear and current client records within a legal and ethical 
framework. 
 

1   2   3   4   5 

1   2   3   4   5 Effectively manages the professional care of individuals or groups. 
     

1   2   3   4   5 

1   2   3   4   5 Organises workload to ensure that planned professional care for 
individuals and groups is effected. 
 

1   2   3   4   5 

1   2   3   4   5 Delegates to other professionals activities commensurate with their 
abilities and scope of practice. 
 

1   2   3   4   5 

1   2   3   4   5 Supervises aspects of care delegated to assistant professionals. 
     

1   2   3   4   5 

1   2   3   4   5 Facilitates co-ordination of care. 
  

1   2   3   4   5 

1   2   3   4   5 Ensures continuity of care. 
   

1   2   3   4   5 

1   2   3   4   5 Utilises resources effectively and efficiently. 
 

1   2   3   4   5 

1   2   3   4   5 Carries out a comprehensive and accurate professional assessment of 
individuals and groups in a variety of settings. 
 

1   2   3   4   5 

1   2   3   4   5 Uses a systematic approach in the process of assessment. 
      

1   2   3   4   5 

1   2   3   4   5 Assess the health and functional status of individuals and groups 
through interaction, observation and measurement. 
 

1   2   3   4   5 

1   2   3   4   5 Analyses data and identifies findings. 
  

1   2   3   4   5 

1   2   3   4   5 Formulates a plan of care in consultation with individuals/groups 
taking into account the therapeutic regimes of other members of the 
health care team. 
    

1   2   3   4   5 

1   2   3   4   5 Establishes priorities for resolution of identified health needs. 
  

1   2   3   4   5 

1   2   3   4   5 Identifies expected outcomes including a time frame for achievement. 
    

1   2   3   4   5 

1   2   3   4   5 Develops and documents a plan of professional care to achieve 
optimal health, habilitation, rehabilitation or dignified death. 
   

1   2   3   4   5 
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1   2   3   4   5 Identifies criteria for evaluation of expected outcomes.  

 
1   2   3   4   5 

1   2   3   4   5 Plans for discharge and follow-up care. 
 

1   2   3   4   5 

1   2   3   4   5 Implements planned professional care. 
 

1   2   3   4   5 

1   2   3   4   5 Implements planned professional care to achieve identified outcomes. 
    

1   2   3   4   5 

1   2   3   4   5 Utilises accepted principles in professional interventions. 
   

1   2   3   4   5 

1   2   3   4   5 Educates individuals or groups to maintain and promote health. 
     

1   2   3   4   5 

1   2   3   4   5 Implements habilitation/rehabilitation programs. 
  

1   2   3   4   5 

1   2   3   4   5 Evaluates progress towards expected outcomes and reviews plans in 
accordance with evaluation data. 
  

1   2   3   4   5 

1   2   3   4   5 Determines the progress of individuals or groups toward planned 
outcomes. 
   

1   2   3   4   5 

1   2   3   4   5 Assesses effectiveness of professional care in achieving planned 
outcomes. 
 

1   2   3   4   5 

1   2   3   4   5 Determines further outcomes and professional interventions in 
accordance with evaluation data. 
 

1   2   3   4   5 

1   2   3   4   5 Collaborates with the health care team. 
   

1   2   3   4   5 

1   2   3   4   5 Recognises the role of members of the health care team in the 
delivery of health care. 
 

1   2   3   4   5 

1   2   3   4   5 Establishes and maintains constructive relationships with colleagues 
in the health care team. 
 

1   2   3   4   5 

1   2   3   4   5 Establishes and maintains collaborative relationships with members 
of the wider health care team. 
 

1   2   3   4   5 

1   2   3   4   5 Participates in client care conferences of the health care team. 
    

1   2   3   4   5 

1   2   3   4   5 Collaborates with other members of the health care team in decision 
making. 
   

1   2   3   4   5 

Please check that you have answered each question on both scales. 
Thankyou for your participation. 
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Appendix D: Questionnaire 2000 
 

COVERING LETTER TO  
 
 

 QUESTIONNAIRE ON COMPETENCIES 
 

 
Dear Colleague, 
 
A wide range of professionals have been encouraged to develop and use competency 
standards as the basis for entry to practice and evidence for advanced competence. 
The enclosed questionnaire (which is a list of competencies already developed) aims 
to relate health workers' perceptions of the importance and uniqueness of these 
competencies to specific health professions. The information gathered by this 
questionnaire will contribute to my completion of a Ph.D. thesis on the topic and 
also be beneficial to the professional body of knowledge.  
 
Participation in this questionnaire is voluntary and anonymous. However, your 
participation would be greatly appreciated. Your Association has randomly mailed 
this questionnaire to several of its members on my behalf and I am unaware of 
whom they have sent it to. If you do not wish to participate, simply dispose of the 
questionnaire. If you would like to discuss this further you may contact me on 
(07)32729712. Or my email address E.Wells@mailbox.gu.edu.au. 
 
If you agree to complete the questionnaire, may I take this opportunity to thank you 
sincerely for your time and effort and contribution to ongoing research. The 
questionnaire should take you about 15-20 minutes to complete. The competencies 
may appear repetitive but need to be included. After you have completed the 
questionnaire please place it in the postage paid return addressed envelope enclosed 
and drop it into your nearest post office box as soon as possible.  
 
The University requires that all participants are informed that if they have any 
complaints concerning the manner in which a research project is conducted it may 
be given to the researcher, or, if an independent person is preferred, either the 
University's Research Ethics Officer, Office for Research, Bray Centre, Griffith 
University, Kessels Road, Nathan, Qld 4111, telephone (07) 3875 6618 or; the Pro 
Vice-Chancellor (Administration), Bray Centre, Griffith University, Kessels Road, 
Nathan, Qld 4111, telephone (07) 3875 7343 
 
       Yours faithfully 
 
       Elaine Wells 
       Ph.D. student 
       Griffith University QLD. 
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QUESTIONNAIRE 2000 
 
 

PARTICIPANT CHARACTERISTICS 
 
1) What is your profession? (Please tick) 
 

     Physiotherapy    
 

     Nursing     
 

     Occupational therapy   
 

     Speech pathology    
 

     Other     
 
 
2) How many years have you actually been working in this profession?   
 
3) What is your employment status? 

     Permanent full-time   
 

     Permanent part-time   
 

     Casual     
 

     Unemployed    
 

     Other     
 
 
4) What is your gender?  

     Male     

     Female     
 
 
5) What is your age in years?          
 
6) What Institution & State did you complete your studies?_      
 
 
7) What year did you complete your studies?        
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COMPETENCIES 
 
The following is a list of possible professional competencies (for new graduates in health sciences). 
 
Firstly: rate the importance of each competency (in your profession) on the five point rating scale provided 
on the left by circling the appropriate number. 
 
Secondly: rate the uniqueness of each competency (to your profession) on the five point rating scale 
provided on the right by circling the appropriate number.   
 
IMPORTANT TO YOUR PROFESSION     UNIQUE TO YOUR PROFESSION 
1 = Strongly disagree      1 = Strongly disagree 
2 = Disagree        2 = Disagree 
3 = Not sure        3 = Not sure 
4 = Agree        4 = Agree 
5 = Strongly agree       5 = Strongly agree 
 
Important          Unique 
1   2   3   4   5 Functions in accordance with legislation and common law affecting professional 

practice. 
1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of legislation and common law pertinent to 
professional practice. 

1   2   3   4   5 

1   2   3   4   5 Fulfils the duty of care in the course of practice. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of policies and procedural guidelines that have legal 
implications for practice. 

1   2   3   4   5 

1   2   3   4   5 Identifies unsafe practice and responds appropriately to ensure a safe outcome. 
 

1   2   3   4   5 

1   2   3   4   5 Recognises and acts upon breaches of law relating to practice. 
 

1   2   3   4   5 

1   2   3   4   5 Conducts professional practice in a way that can be ethically justified. 
 

1   2   3   4   5 

1   2   3   4   5 Practices in accordance with the profession's code of ethics. 
 

1   2   3   4   5 

1   2   3   4   5 Demonstrates knowledge of contemporary ethical issues impinging on practice. 
 

1   2   3   4   5 

1   2   3   4   5 Engages effectively in ethical decision making. 
 

1   2   3   4   5 

1   2   3   4   5 Ensures confidentiality of information. 
  

1   2   3   4   5 

1   2   3   4   5 Protects the rights of individuals and groups in relation to health care. 
 

1   2   3   4   5 

1   2   3   4   5 Acknowledge the rights of individuals/groups in the health care setting. 
  

1   2   3   4   5 

1   2   3   4   5 Acts to ensure the rights of individuals/groups are not compromised. 
 

1   2   3   4   5 

1   2   3   4   5 Involves the individual/group as an active participant in the process of care. 
  

1   2   3   4   5 

1   2   3   4   5 Respects the values, customs and spiritual beliefs of individuals and groups. 
  

1   2   3   4   5 

1   2   3   4   5 Provides for the spiritual, emotional, and cultural needs of individuals/groups. 
 

1   2   3   4   5 

1   2   3   4   5 Provides relevant and current health care information to individuals and groups 
in a form which facilitates their understanding. 

1   2   3   4   5 

1   2   3   4   5 Encourages and supports individuals/groups in decision making. 
  

1   2   3   4   5 

1   2   3   4   5 Accepts accountability and responsibility for own actions within professional 
practice. 

1   2   3   4   5 
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IMPORTANT TO YOUR PROFESSION     UNIQUE TO YOUR PROFESSION 
1 = Strongly disagree      1 = Strongly disagree 
2 = Disagree        2 = Disagree 
3 = Not sure        3 = Not sure 
4 = Agree        4 = Agree 
5 = Strongly agree       5 = Strongly agree 
 
Important          Unique 
1   2   3   4   5 Recognises own knowledge base/scope of competence 

 
1   2   3   4   5 

1   2   3   4   5 Consults with an experienced professional when professional care requires 
expertise beyond own scope of competence. 

1   2   3   4   5 

1   2   3   4   5 Consults other health care professionals when individual/group needs fall outside 
the scope of the professional's practice. 

1   2   3   4   5 

1   2   3   4   5 Acts to enhance the professional development of self and others. 
 

1   2   3   4   5 

1   2   3   4   5 Uses professional standards of practice to assess the performance of self. 
  

1   2   3   4   5 

1   2   3   4   5 Recognises the need for and participates in professional development of self. 
 

1   2   3   4   5 

1   2   3   4   5 Recognises the need for care of self. 
 

1   2   3   4   5 

1   2   3   4   5 Contributes to the learning experiences and professional development of others. 
 

1   2   3   4   5 

1   2   3   4   5 Values research in contributing to developments in the profession and improved 
standards of care. 

1   2   3   4   5 

1   2   3   4   5 Acknowledges the importance of research in improving professional outcomes. 
 

1   2   3   4   5 

1   2   3   4   5 Incorporates research findings into professional practice. 
 

1   2   3   4   5 

1   2   3   4   5 Contributes to the process of professional research. 
 

1   2   3   4   5 

1   2   3   4   5 Carries out a comprehensive and accurate professional assessment of individuals 
and groups in a variety of settings. 

1   2   3   4   5 

1   2   3   4   5 Uses a structured approach in the process of assessment. 
 

1   2   3   4   5 

1   2   3   4   5 Collects data regarding the health and functional status of individuals and 
groups.  
 

1   2   3   4   5 

1   2   3   4   5 Analyses and interprets data accurately. 
 

1   2   3   4   5 

1   2   3   4   5 Formulates a plan of care in consultation with individuals/groups  
 

1   2   3   4   5 

1   2   3   4   5 Establishes priorities for resolution of identified health needs in consultation 
with the individual/group. 

1   2   3   4   5 

1   2   3   4   5 Identifies expected outcomes including a time frame for achievement in 
consultation with the individual/group. 

1   2   3   4   5 

1   2   3   4   5 Develops and documents a plan of care to achieve optimal health, habilitation, 
rehabilitation or dignified death. 

1   2   3   4   5 

1   2   3   4   5 Implements planned professional care to achieve identified outcomes within the 
scope of competency. 

1   2   3   4   5 

1   2   3   4   5 Provides planned care. 
 

1   2   3   4   5 

1   2   3   4   5 Plans for continuity of care as appropriate. 
 

1   2   3   4   5 

1   2   3   4   5 Educates individuals or groups to maintain and promote health. 
 

1   2   3   4   5 
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IMPORTANT TO YOUR PROFESSION     UNIQUE TO YOUR PROFESSION 
1 = Strongly disagree      1 = Strongly disagree 
2 =  Disagree        2 = Disagree 
3 = Not sure        3 = Not sure 
4 =  Agree        4 = Agree 
5 = Strongly agree       5 = Strongly agree 
 
Important          Unique 
1   2   3   4   5 Evaluates progress towards expected outcomes and revises plans in accordance 

with evaluation data. 
1   2   3   4   5 

1   2   3   4   5 Determines the progress of individuals or groups toward planned outcomes. 
   

1   2   3   4   5 

1   2   3   4   5 Revises professional interventions in accordance with evaluation data and 
determines further outcomes. 

1   2   3   4   5 

1   2   3   4   5 Contributes to the maintenance of an environment which promotes safety, 
security and personal integrity of individuals and groups. 

1   2   3   4   5 

1   2   3   4   5 Acts to enhance the safety of individuals and groups at all times. 
 

1   2   3   4   5 

1   2   3   4   5 Provides for the comfort needs of individuals and groups. 
 

1   2   3   4   5 

1   2   3   4   5 Establishes, maintains and concludes caring, therapeutic and effective 
interpersonal relationships with individuals or groups.  

1   2   3   4   5 

1   2   3   4   5 Applies strategies to promote individual/groups self-esteem.  
 

1   2   3   4   5 

1   2   3   4   5 Acts to maintain the dignity and integrity of individuals and groups. 
   

1   2   3   4   5 

1   2   3   4   5 Communicates effectively with individuals and groups. 
 

1   2   3   4   5 

1   2   3   4   5 Communicates using formal and informal channels of communication. 
 

1   2   3   4   5 

1   2   3   4   5 Ensures documentation is accurate and maintains confidentiality. 
 

1   2   3   4   5 

1   2   3   4   5 Manages effectively the professional care of individuals and groups. 
 

1   2   3   4   5 

1   2   3   4   5 Organises workload to facilitate planned professional care for individuals and 
groups. 

1   2   3   4   5 

1   2   3   4   5 Delegates to others activities commensurate with their abilities and scope of 
practice. 

1   2   3   4   5 

1   2   3   4   5 Uses a range of supportive strategies when supervising aspects of care delegated 
to others. 

1   2   3   4   5 

1   2   3   4   5 Responds effectively in unexpected or rapidly changing situations. 
 

1   2   3   4   5 

1   2   3   4   5 Collaborates with other members of the health care team. 
 

1   2   3   4   5 

1   2   3   4   5 Recognises the role of members of the health care team in the delivery of health 
care. 

1   2   3   4   5 

1   2   3   4   5 Establishes and maintains collaborative relationships with colleagues and 
members of the health care team. 

1   2   3   4   5 

1   2   3   4   5 Participates with other members of the health care team and the individual/group 
in decision making. 

1   2   3   4   5 

 
 
Please check that you have answered each question on both scales. 
Thankyou for your participation. 



 
 

Appendix E: Means and SD of Individual Competencies for ‘Uniqueness’ 
 
Competency Nurses Physios Speech Path 0.T’s All 

Participants 
 Mean SD Mean SD Mean SD Mean SD Mean SD 
1 2.82 1.58 1.97 1.21 1.80 1.13 1.97 1.15 2.19 1.37 
1.1 2.74 1.48 2.05 1.14 1.83 1.03 1.98 1.09 2.19 1.27 
1.2 3.01 1.65 1.95 1.23 1.78 1.19 2.02 1.31 2.25 1.47 
1.3 2.97 1.55 2.07 1.18 1.85 1.14 2.01 1.18 2.27 1.38 
1.4 2.92 1.58 2.11 1.27 1.79 1.13 2.25 1.35 2.31 1.43 
1.5 2.94 1.51 2.08 1.06 1.92 1.10 2.02 1.09 2.29 1.30 
2 2.90 1.58 2.01 1.26 1.81 1.21 2.10 1.29 2.26 1.43 
2.1 2.91 1.61 2.09 1.35 1.92 1.33 2.07 1.36 2.29 1.49 
2.2 2.92 1.45 2.11 1.18 1.88 1.08 2.15 1.19 2.31 1.31 
2.3 2.89 1.39 2.09 1.16 1.86 1.11 2.16 1.22 2.30 1.30 
2.4 2.91 1.70 1.96 1.36 1.84 1.32 2.03 1.44 2.24 1.55 
3 3.05 1.61 2.05 1.26 1.88 1.21 2.28 1.41 2.37 1.48 
3.1 3.10 1.54 2.03 1.25 1.89 1.20 2.30 1.40 2.39 1.45 
3.2 2.94 1.46 2.13 1.21 1.88 1.08 2.35 1.33 2.37 1.35 
3.3 3.04 1.52 2.26 1.32 2.09 1.30 2.93 1.54 2.62 1.49 
3.4 3.11 1.58 2.05 1.21 1.92 1.17 2.71 1.53 2.50 1.49 
3.5 3.11 1.51 2.09 1.12 2.00 1.11 2.80 1.44 2.55 1.41 
3.6 3.06 1.51 2.13 1.25 2.02 1.26 2.53 1.41 2.48 1.44 
3.7 2.94 1.47 2.04 1.10 2.00 1.20 2.69 1.41 2.47 1.38 
4 2.91 1.64 2.10 1.43 1.83 1.19 2.10 1.30 2.28 1.45 
4.1 2.88 1.56 2.12 1.31 1.93 1.20 2.22 1.34 2.33 1.42 
4.2 2.94 1.65 2.14 1.36 1.88 1.24 2.29 1.45 2.36 1.50 
4.3 2.98 1.61 2.05 1.29 1.88 1.29 2.33 1.42 2.36 1.49 
5 2.78 1.47 2.12 1.27 1.90 1.20 2.21 1.30 2.29 1.37 
5.1 2.77 1.46 2.18 1.32 1.95 1.16 2.29 1.25 2.33 1.35 
5.2 2.77 1.44 2.14 1.29 1.93 1.25 2.17 1.26 2.29 1.36 
5.4 2.81 1.47 2.18 1.26 1.91 1.17 2.23 1.22 2.32 1.34 
6 2.83 1.50 2.19 1.31 1.85 1.16 2.12 1.16 2.28 1.35 
6.1 2.77 1.43 2.20 1.26 1.92 1.15 2.13 1.19 2.29 1.31 
6.2 2.74 1.44 2.21 1.29 1.88 1.15 2.06 1.16 2.26 1.32 
6.3 2.78 1.37 2.26 1.20 1.96 1.11 2.08 1.12 2.30 1.26 
7 2.91 1.44 2.22 1.29 2.03 1.31 2.76 1.57 2.52 1.46 
7.1 2.91 1.47 2.23 1.27 2.13 1.29 2.48 1.40 2.47 1.40 
7.2 3.02 1.50 2.23 1.26 2.03 1.22 2.99 1.54 2.61 1.46 
7.3 2.72 1.39 2.16 1.18 1.95 1.27 2.29 1.25 2.31 1.32 
8 3.03 1.51 2.09 1.22 1.97 1.25 2.69 1.49 2.49 1.46 
8.1 2.97 1.48 2.05 1.15 1.95 1.20 2.62 1.40 2.45 1.39 
8.2 2.85 1.43 2.34 1.29 2.00 1.15 2.58 1.34 2.47 1.35 
8.3 3.19 1.52 2.12 1.21 1.93 1.17 2.52 1.41 2.50 1.44 
9 2.96 1.51 2.08 1.24 1.83 1.11 2.33 1.31 2.35 1.39 
9.1 2.98 1.54 2.00 1.18 1.85 1.15 2.21 1.27 2.31 1.39 
9.2 3.07 1.51 2.15 1.25 1.92 1.20 2.57 1.40 2.48 1.43 
9.3 3.08 1.52 2.23 1.33 1.90 1.13 2.66 1.39 2.51 1.43 
10 2.82 1.42 2.22 1.24 1.96 1.23 2.42 1.32 2.39 1.35 
10.1 2.76 1.40 2.21 1.24 1.91 1.16 2.39 1.32 2.35 1.33 
10.2 2.84 1.45 2.16 1.18 1.90 1.16 2.30 1.26 2.34 1.33 
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Appendix E: Continued 
 
 

Means and SD of Individual Competencies for ‘Uniqueness’ 
 
Competency Nurses Physios Speech Path 0.T’s All 

Participants 
 Mean SD Mean SD Mean SD Mean SD Mean SD 
11 3.02 1.57 2.13 1.23 1.84 1.11 2.86 1.53 2.51 1.48 
11.1 2.97 1.58 2.09 1.26 1.79 1.11 2.55 1.45 2.40 1.45 
11.2 3.22 1.54 1.95 1.14 1.92 1.10 2.42 1.34 2.44 1.42 
11.3 3.15 1.52 2.13 1.27 1.95 1.24 2.53 1.47 2.49 1.47 
11.4 3.04 1.41 2.05 1.07 2.02 1.17 2.92 1.46 2.56 1.38 
11.5 3.12 1.53 2.08 1.18 1.95 1.20 2.61 1.43 2.49 1.44 
12 3.07 1.58 2.02 1.26 2.20 1.43 2.35 1.42 2.47 1.50 
12.1 2.82 1.48 2.05 1.22 2.14 2.14 2.32 1.36 2.37 1.41 
12.2 2.98 1.60 2.06 1.35 2.01 2.01 2.14 1.36 2.35 1.50 
13 2.91 1.48 2.02 1.19 1.86 1.86 2.22 1.25 2.30 1.36 
13.1 3.05 1.49 2.00 1.15 1.90 1.90 2.24 1.24 2.35 1.36 
13.2 2.98 1.50 2.08 1.17 1.95 1.95 2.28 1.20 2.37 1.33 
13.3 2.89 1.44 2.23 1.23 1.92 1.92 2.31 1.17 2.37 1.30 
14 3.00 1.58 1.94 1.23 1.77 1.77 2.23 1.42 2.29 1.47 
14.1 3.02 1.58 1.95 1.23 1.82 1.82 2.36 1.44 2.34 1.47 
14.2 2.93 1.53 1.97 1.23 1.79 1.79 2.26 1.33 2.29 1.40 
14.3 2.99 1.55 1.94 1.20 1.84 1.84 2.26 1.38 2.31 1.44 
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Appendix F: Means and SD of Individual Competencies for ‘Importance’ 
 
Competency Nurses Physios Speech Path 0.T’s All 

Participants 
 Mean SD Mean SD Mean SD Mean SD Mean SD 
1 4.79 .57 4.77 .52 4.63 .65 4.56 .68 4.69 .62 
1.1 4.57 .68 4.33 .69 4.21 .77 4.19 .74 4.34 .74 
1.2 4.82 .55 4.85 .46 4.86 .43 4.78 .52 4.83 .50 
1.3 4.63 .66 4.44 .65 4.43 .70 4.35 .70 4.47 .68 
1.4 4.76 .59 4.74 .54 4.63 .66 4.64 .62 4.69 .61 
1.5 4.55 .74 4.32 .75 4.03 .89 4.10 .92 4.26 .85 
2 4.66 .63 4.81 .43 4.77 .57 4.68 .54 4.72 .56 
2.1 4.73 .61 4.83 .43 4.87 .41 4.76 .54 4.79 .52 
2.2 4.38 .76 4.30 .75 4.35 .68 4.20 .72 4.31 .73 
2.3 4.41 .74 4.43 .68 4.41 .73 4.32 .73 4.39 .72 
2.4 4.86 .52 4.84 .46 4.89 .42 4.86 .46 4.86 .47 
3 4.72 .62 4.52 .69 4.63 .61 4.60 .67 4.63 .65 
3.1 4.67 .62 4.50 .66 4.60 .62 4.68 .53 4.62 .61 
3.2 4.51 .68 4.21 .80 4.36 .75 4.44 .65 4.39 .72 
3.3 4.60 .64 4.66 .58 4.66 .62 4.73 .56 4.66 .61 
3.4 4.67 .65 4.51 .65 4.67 .58 4.78 .54 4.66 .61 
3.5 4.50 .74 3.69 1.05 4.05 .90 4.34 .82 4.19 .92 
3.6 4.58 .69 4.52 .66 4.52 .73 4.58 .63 4.55 .68 
3.7 4.47 .74 4.23 .74 4.41 .77 4.56 .63 4.43 .73 
4 4.77 .57 4.80 .50 4.78 .52 4.70 .58 4.76 .55 
4.1 4.21 1.27 3.23 1.71 3.02 1.69 3.16 1.68 3.46 1.65 
4.2 4.83 .54 4.80 .54 4.82 .45 4.81 .50 4.82 .51 
4.3 4.74 .62 4.77 .51 4.83 .46 4.74 .54 4.77 .54 
5 4.48 .68 4.64 .53 4.64 .56 4.48 .66 4.55 .62 
5.1 4.46 .73 4.39 .65 4.41 .73 4.26 .76 4.39 .72 
5.2 4.51 .68 4.64 .55 4.64 .61 4.55 .62 4.58 .63 
5.4 4.42 .72 4.41 .67 4.42 .67 4.21 .79 4.37 .72 
6 4.46 .74 4.62 .57 4.50 .65 4.36 .64 4.48 .67 
6.1 4.20 .93 4.43 .74 4.34 .77 4.26 .80 4.30 .82 
6.2 4.25 .86 4.53 .66 4.43 .69 4.25 .76 4.35 .76 
6.3 4.06 .88 3.96 .90 3.84 .92 3.85 .91 3.94 .90 
7 4.38 .77 4.44 .77 4.63 .69 4.59 .69 4.51 .74 
7.1 4.44 .68 4.64 .61 4.49 .77 4.33 .85 4.47 .74 
7.2 4.42 .78 4.33 .87 4.49 .73 4.61 .68 4.46 .77 
7.3 4.15 .95 4.25 .83 4.74 .59 4.40 .75 4.37 .83 
8 4.44 .80 4.47 .74 4.59 .68 4.73 .55 4.55 .71 
8.1 4.42 .73 4.50 .65 4.56 .70 4.55 .64 4.50 .69 
8.2 4.32 .86 4.42 .64 4.12 .92 4.40 .67 4.31 .80 
8.3 4.49 .76 4.33 .75 4.28 .83 4.51 .63 4.41 .76 
9 4.54 .68 4.56 .67 4.51 .72 4.55 .57 4.54 .66 
9.1 4.57 .67 4.56 .63 4.52 .62 4.49 .65 4.54 .64 
9.2 4.54 .71 4.48 .70 4.51 .69 4.59 .57 4.53 .67 
9.3 4.57 .70 4.59 .62 4.48 .71 4.50 .68 4.53 .68 
10 4.37 .74 4.60 .56 4.67 .58 4.62 .58 4.55 .64 
10.1 4.34 .75 4.45 .68 4.62 .57 4.54 .61 4.48 .67 
10.2 4.36 .76 4.48 .65 4.61 .62 4.47 .68 4.47 .69 
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Appendix F: Continued 

 
 

Means and SD of Individual Competencies for ‘Importance’ 
 
Competency Nurses Physios Speech Path 0.T’s All 

Participants 
 Mean SD Mean SD Mean SD Mean SD Mean SD 
11 4.63 .67 4.43 .76 4.16 .87 4.65 .60 4.48 .76 
11.1 4.65 .66 4.50 .67 4.27 .87 4.67 .61 4.53 .72 
11.2 4.62 .67 4.24 .88 3.93 .91 4.20 .86 4.27 .86 
11.3 4.54 .74 4.49 .65 4.62 .64 4.63 .56 4.57 .65 
11.4 4.33 .80 3.81 .95 4.27 .79 4.47 .68 4.24 .84 
11.5 4.60 .68 4.26 .83 4.42 .77 4.56 .60 4.48 .73 
12 4.64 .65 4.73 .55 4.84 .45 4.74 .53 4.73 .56 
12.1 4.53 .68 4.58 .66 4.74 .56 4.65 .58 4.62 .63 
12.2 4.72 .61 4.82 .47 4.80 .48 4.73 .55 4.76 .54 
13 4.44 .72 4.48 .64 4.52 .71 4.43 .72 4.47 .70 
13.1 4.49 .72 4.43 .67 4.46 .72 4.35 .72 4.44 .71 
13.2 4.40 .76 4.35 .68 4.13 .86 4.21 .84 4.28 .80 
13.3 4.28 .82 4.22 .86 4.11 .87 4.15 .85 4.20 .85 
14 4.67 .63 4.67 .60 4.78 .50 4.79 .49 4.73 .56 
14.1 4.63 .63 4.67 .60 4.75 .51 4.72 .52 4.69 .57 
14.2 4.52 .71 4.60 .65 4.63 .64 4.67 .53 4.60 .64 
14.3 4.59 .66 4.64 .60 4.70 .56 4.72 .51 4.66 .59 
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Appendix G: Rank order of Importance of Competencies 
1=most important 

Competency Total 
group 

Nurses Physios Speech 
Paths 

O.Ts 

1    Functions in accordance with legislation and common 
law affecting professional practice. 

12.0 4.0 8.5 22.0 30.0 

1.1 Demonstrates knowledge of legislation and common law 
pertinent to professional practice. 

52.0 26.0 50.0 54.0 59.0 

1.2 Fulfils the duty of care in the course of practice. 2.0 3.0 1.0 3.0 4.5 
1.3 Demonstrates knowledge of policies and procedural 
guidelines that have legal implications for practice. 

39.5 18.0 39.5 41.5 47.5 

1.4 Identifies unsafe practice and responds appropriately to 
ensure a safe outcome. 

12.0 6.0 10.0 22.0 21.0 

1.5 Recognises and acts upon breaches of law relating to 
practice. 

58.0 28.0 52.0 60.0 61.0 

2    Conducts professional practice in a way that can be 
ethically justified. 

10.0 14.0 5.0 10.0 15.5 

2.1 Practices in accordance with the profession's code of 
ethics. 

4.0 8.0 3.0 2.0 6.0 

2.2 Demonstrates knowledge of contemporary ethical issues 
impinging on practice. 

53.5 51.5 53.0 49.0 57.5 

2.3 Engages effectively in ethical decision making. 47.0 49.0 42.5 46.0 51.0 
2.4 Ensures confidentiality of information. 1.0 1.0 2.0 1.0 1.0 
3    Protects the rights of individuals and groups in relation 
to health care. 

17.0 9.5 27.5 22.0 25.0 

3.1 Acknowledge the rights of individuals/groups in the 
health care setting. 

18.5 12.0 31.0 28.0 15.5 

3.2 Acts to ensure the rights of individuals/groups are not 
compromised. 

47.0 34.5 59.0 48.0 42.0 

3.3 Involves the individual/group as an active participant in 
the process of care. 

15.0 21.5 14.0 17.0 10.0 

3.4 Respects the values, customs and spiritual beliefs of 
individuals and groups. 

15.0 12.0 29.0 15.5 4.5 

3.5 Provides for the spiritual, emotional, and cultural needs 
of individuals/groups. 

61.0 36.0 62.0 59.0 49.0 

3.6 Provides relevant and current health care information to 
individuals and groups in a form which facilitates their 
understanding. 

24.5 24.0 27.5 32.0 28.0 

3.7 Encourages and supports individuals/groups in decision 
making. 

44.0 40.0 57.0 46.0 30.0 

4    Accepts accountability and responsibility for own 
actions within professional practice. 

6.5 5.0 6.5 8.5 14.0 

4.1 Recognises own knowledge base/scope of competence 63.0 60.0 63.0 63.0 63.0 
4.2 Consults with an experienced professional when 
professional care requires expertise beyond own scope of 
competence. 

3.0 2.0 6.5 6.0 2.0 

4.3 Consults other health care professionals when 
individual/group needs fall outside the scope of the 
professional's practice. 

5.0 7.0 8.5 5.0 7.5 

5    Acts to enhance the professional development of self 
and others. 

24.5 39.0 16.5 18.5 39.0 

5.1 Uses professional standards of practice to assess the 
performance of self.   

47.0 41.5 47.0 46.0 52.5 

5.2 Recognises the need for and participates in professional 
development of self. 

21.0 34.5 16.5 18.5 33.0 

5.4 Contributes to the learning experiences and professional 
development of others. 

49.5 47.0 46.0 43.5 55.5 

6    Values research in contributing to developments in the 
profession and improved standards of care. 

35.5 41.5 19.0 36.0 46.0 

6.1 Acknowledges the importance of research in improving 
professional outcomes. 

55.0 61.0 42.5 50.0 52.5 

6.2 Incorporates research findings into professional practice. 51.0 59.0 26.0 41.5 54.0 
6.3 Contributes to the process of professional research. 62.0 63.0 60.0 62.0 62.0 
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Appendix G: Continued 
 

Rank order of Importance of Competencies 
Competency Total 

group 
Nurses Physios Speech 

Paths 
O.Ts 

7    Carries out a comprehensive and accurate professional 
assessment of individuals and groups in a variety of settings. 

32.0 51.5 39.5 22.0 26.5
7.1 Uses a structured approach in the process of assessment. 39.5 44.0 16.5 37.5 50.0
7.2 Collects data regarding the health and functional status of 
individuals and groups.  

42.0 47.0 50.0 37.5 24.0
7.3 Analyses and interprets data accurately. 49.5 62.0 55.0 12.5 44.5
8    Formulates a plan of care in consultation with 
individuals/groups  

24.5 44.0 37.0 29.0 10.0
8.1 Establishes priorities for resolution of identified health 
needs in consultation with the individual/group. 

33.0 47.0 31.0 30.0 33.0
8.2 Identifies expected outcomes including a time frame for 
achievement in consultation with the individual/group. 

53.5 57.0 45.0 57.0 44.5
8.3 Develops and documents a plan of care to achieve optimal 
health, habilitation, rehabilitation or dignified death. 

45.0 37.5 50.0 51.0 36.0
9    Implements planned professional care to achieve 
identified outcomes within the scope of competency. 

27.5 30.0 24.5 34.5 33.0
9.1 Provides planned care. 27.5 26.0 24.5 32.0 38.0
9.2 Plans for continuity of care as appropriate. 30.0 30.0 35.0 34.5 26.5
9.3 Educates individuals or groups to maintain and promote 
health. 

30.0 26.0 22.0 39.0 37.0
10  Evaluates progress towards expected outcomes and 
revises plans in accordance with evaluation data. 

24.5 53.0 20.5 15.5 23.0
10.1 Determines the progress of individuals or groups toward 
planned outcomes. 

35.5 55.0 38.0 25.5 35.0
10.2 Revises professional interventions in accordance with 
evaluation data and determines further outcomes. 

39.5 54.0 35.0 27.0 40.5
11   Contributes to the maintenance of an environment which 
promotes safety, security and personal integrity of individuals 
and groups. 

35.5 18.0 42.5 55.0 19.5

11.1 Acts to enhance the safety of individuals and groups at 
all times. 

30.0 15.0 31.0 52.5 17.5
11.2Provides for the comfort needs of individuals and groups. 57.0 20.0 56.0 61.0 57.5
11.3 Establishes, maintains and concludes caring, therapeutic 
and effective interpersonal relationships with individuals or 
groups.  

22.0 30.0 33.0 25.5 22.0

11.4 Applies strategies to promote individual/groups self-
esteem.  

59.0 56.0 61.0 52.5 40.5
11.5 Acts to maintain the dignity and integrity of individuals 
and groups. 

35.5 21.5 54.0 43.5 30.0
12    Communicates effectively with individuals and groups. 8.5 16.0 11.0 4.0 7.5 
12.1 Communicates using formal and informal channels of 
communication. 

18.5 32.0 23.0 12.5 19.5
12.2 Ensures documentation is accurate and maintains 
confidentiality. 

6.5 9.5 4.0 7.0 10.0
13     Manages effectively the professional care of individuals 
and groups. 

39.5 44.0 35.0 32.0 43.0
13.1 Organises workload to facilitate planned professional 
care for individuals and groups. 

43.0 37.5 42.5 40.0 47.5
13.2 Delegates to others activities commensurate with their 
abilities and scope of practice. 

56.0 50.0 48.0 56.0 55.5
13.3 Uses a range of supportive strategies when supervising 
aspects of care delegated to others. 

60.0 58.0 58.0 58.0 60.0
14   Collaborates with other members of the health care team. 8.5 12.0 12.5 8.5 3.0 
14.1 Recognises the role of members of the health care team 
in the delivery of health care. 

12.0 18.0 12.5 11.0 12.5
14.2 Establishes and maintains collaborative relationships 
with colleagues and members of the health care team. 

20.0 33.0 20.5 22.0 17.5
14.3 Participates with other members of the health care team 
and the individual/group in decision making. 

15.0 23.0 16.5 14.0 12.5
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Appendix H: Ranking of Importance of Units with & without Elements 

Unit Nurses Physiotherapists Speech 

Pathologists 

Occupational 

Therapists 

All Participants 

 Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 
1 1 1 3 4 8 9 10 10 5 4 
2 5 4 1 2.5 4 3 5 4 4 3 
3 3 6 10 13 8 8 8 3 6 6 
4 2 2 2 10 2.5 11 4 12 1 9.5 
5 9 9 6 6 6 6 12 11 8 8 
6 10 14 7 11 13 13.5 14 14 12.5 14 
7 13 13 13 9 8 5 9 9 11 9.5 
8 11.5 10 12 8 10 10 3 5 8 11 
9 8 8 9 5 12 7 11 7.5 10 5 
10 14 12 8 7 5 4 7 6 8 7 
11 7 7 14 14 14 13.5 6 7.5 12.5 12 
12 6 3 4 1 1 1 2 2 2.5 1 
13 11.5 11 11 12 11 12 13 13 14 13 
14 4 5 5 2.5 2.5 2 1 1 2.5 2 

1=most important  
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Appendix I: Rank order of Uniqueness of Competencies 
 

Competency Total 
group 

Nurses Physios Speech 
Paths 

O.Ts 

1    Functions in accordance with legislation and common 
law affecting professional practice. 

62.5 52.0 56.5 58.0 63.0
1.1 Demonstrates knowledge of legislation and common law 
pertinent to professional practice. 

62.5 61.5 45.0 54.0 62.0
1.2 Fulfils the duty of care in the course of practice. 60.0 20.0 60.0 62.0 59.5
1.3 Demonstrates knowledge of policies and procedural 
guidelines that have legal implications for practice. 

57.0 28.0 40.0 48.0 61.0
1.4 Identifies unsafe practice and responds appropriately to 
ensure a safe outcome. 

42.0 36.5 28.5 60.0 39.0
1.5 Recognises and acts upon breaches of law relating to 
practice. 

51.0 32.5 37.5 28.0 59.5
2    Conducts professional practice in a way that can be 
ethically justified. 

58.5 44.0 53.0 57.0 53.5
2.1 Practices in accordance with the profession's code of 
ethics. 

51.0 40.5 33.0 28.0 56.0
2.2 Demonstrates knowledge of contemporary ethical issues 
impinging on practice. 

42.0 36.5 28.5 41.5 49.0
2.3 Engages effectively in ethical decision making. 46.0 45.5 33.0 45.5 48.0
2.4 Ensures confidentiality of information. 61.0 40.5 58.0 51.0 58.0
3    Protects the rights of individuals and groups in relation to 
health care. 

26.0 12.5 45.0 41.5 35.5
3.1 Acknowledge the rights of individuals/groups in the 
health care setting. 

22.5 7.0 50.0 38.0 30.5
3.2 Acts to ensure the rights of individuals/groups are not 
compromised. 

26.0 32.5 22.5 41.5 24.5
3.3 Involves the individual/group as an active participant in 
the process of care. 

1.0 14.5 2.5 4.0 2.0 
3.4 Respects the values, customs and spiritual beliefs of 
individuals and groups. 

8.5 5.5 45.0 28.0 7.0 
3.5 Provides for the spiritual, emotional, and cultural needs 
of individuals/groups. 

4.0 5.5 33.0 11.0 5.0 
3.6 Provides relevant and current health care information to 
individuals and groups in a form which facilitates their 
understanding. 

13.5 11.0 22.5 7.5 16.5

3.7 Encourages and supports individuals/groups in decision 
making. 

16.5 32.5 49.0 11.0 8.5 
4    Accepts accountability and responsibility for own actions 
within professional practice. 

55.5 40.5 30.0 54.0 53.5
4.1 Recognises own knowledge base/scope of competence 37.5 47.0 26.0 23.0 43.5
4.2 Consults with an experienced professional when 
professional care requires expertise beyond own scope of 
competence. 

29.5 32.5 19.5 41.5 33.0

4.3 Consults other health care professionals when 
individual/group needs fall outside the scope of the 
professional's practice. 

29.5 24.5 45.0 41.5 26.5

5    Acts to enhance the professional development of self and 
others. 

51.0 55.5 26.0 35.5 45.5
5.1 Uses professional standards of practice to assess the 
performance of self.   

37.5 58.0 14.5 18.5 33.0
5.2 Recognises the need for and participates in professional 
development of self. 

51.0 58.0 19.5 23.0 47.0
5.4 Contributes to the learning experiences and professional 
development of others. 

39.0 54.0 14.5 32.5 41.5
6    Values research in contributing to developments in the 
profession and improved standards of care. 

55.5 50.0 13.0 48.0 52.0
6.1 Acknowledges the importance of research in improving 
professional outcomes. 

51.0 58.0 12.0 28.0 51.0
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Appendix I: Continued 
 

Rank order of Uniqueness of Competencies 
1=most unique 

Competency Total 
group 

Nurses Physios Speech 
Paths 

O.Ts 

6.2 Incorporates research findings into professional practice. 58.5 61.5 10.5 41.5 57.0
6.3 Contributes to the process of professional research. 46.0 55.5 2.5 14.5 55.0
7    Carries out a comprehensive and accurate professional 
assessment of individuals and groups in a variety of settings. 

5.0 40.5 8.5 5.5 6.0 
7.1 Uses a structured approach in the process of assessment. 16.5 40.5 5.5 3.0 19.0
7.2 Collects data regarding the health and functional status of 
individuals and groups.  

2.0 18.0 5.5 5.5 1.0 
7.3 Analyses and interprets data accurately. 42.0 63.0 16.5 18.5 33.0
8    Formulates a plan of care in consultation with 
individuals/groups  

11.0 16.0 33.0 13.0 8.5 
8.1 Establishes priorities for resolution of identified health 
needs in consultation with the individual/group. 

19.0 28.0 45.0 18.5 11.0
8.2 Identifies expected outcomes including a time frame for 
achievement in consultation with the individual/group. 

16.5 48.0 1.0 11.0 13.0
8.3 Develops and documents a plan of care to achieve 
optimal health, habilitation, rehabilitation or dignified death. 

8.5 2.0 26.0 23.0 18.0
9    Implements planned professional care to achieve 
identified outcomes within the scope of competency. 

32.5 30.0 37.5 54.0 26.5
9.1 Provides planned care. 42.0 24.5 54.5 48.0 45.5
9.2 Plans for continuity of care as appropriate. 13.5 9.5 18.0 28.0 14.0
9.3 Educates individuals or groups to maintain and promote 
health. 

6.5 8.0 5.5 35.5 10.0
10  Evaluates progress towards expected outcomes and 
revises plans in accordance with evaluation data. 

22.5 52.0 8.5 14.5 20.5
10.1 Determines the progress of individuals or groups toward 
planned outcomes. 

32.5 60.0 10.5 32.5 22.0
10.2 Revises professional interventions in accordance with 
evaluation data and determines further outcomes. 

35.5 49.0 16.5 35.5 30.5
11   Contributes to the maintenance of an environment which 
promotes safety, security and personal integrity of 
individuals and groups. 

6.5 18.0 22.5 51.0 4.0 

11.1 Acts to enhance the safety of individuals and groups at 
all times. 

21.0 28.0 33.0 60.0 15.0
11.2Provides for the comfort needs of individuals and 
groups. 

20.0 1.0 60.0 28.0 20.5
11.3 Establishes, maintains and concludes caring, therapeutic 
and effective interpersonal relationships with individuals or 
groups.  

11.0 3.0 22.5 18.5 16.5

11.4 Applies strategies to promote individual/groups self-
esteem.  

3.0 14.5 45.0 7.5 3.0 
11.5 Acts to maintain the dignity and integrity of individuals 
and groups. 

11.0 4.0 37.5 18.5 12.0
12    Communicates effectively with individuals and groups. 16.5 9.5 51.5 1.0 24.5
12.1 Communicates using formal and informal channels of 
communication. 

26.0 52.0 45.0 2.0 28.0
12.2 Ensures documentation is accurate and maintains 
confidentiality. 

32.5 24.5 41.0 9.0 50.0
13     Manages effectively the professional care of individuals 
and groups. 

46.0 40.5 51.5 45.5 43.5
13.1 Organises workload to facilitate planned professional 
care for individuals and groups. 

32.5 12.5 54.5 35.5 40.0
13.2 Delegates to others activities commensurate with their 
abilities and scope of practice. 

26.0 24.5 37.5 18.5 35.5
13.3 Uses a range of supportive strategies when supervising 
aspects of care delegated to others. 

26.0 45.5 5.5 28.0 29.0
14   Collaborates with other members of the health care team. 51.0 21.0 62.5 63.0 41.5
14.1 Recognises the role of members of the health care team 
in the delivery of health care. 

35.5 18.0 60.0 56.0 23.0
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14.2 Establishes and maintains collaborative relationships 
with colleagues and members of the health care team. 

51.0 35.0 56.5 60.0 37.5
14.3 Participates with other members of the health care team 
and the individual/group in decision making. 

42.0 22.0 62.5 51.0 37.5
 



   

 201

 

Appendix J: Ranking of Uniqueness of Units with & without Elements 

Unit Nurses Physiotherapists Speech 

Pathologists 

Occupational 

Therapists 

All Participants 

 Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 

Without 

elements 

With 

elements 
1 12.5 10.0 13.0 12.5 13.0 13.0 4.0 14.0 14.0 14.0 
2 10.0 9.0 12.0 11.0 12.0 12.0 13.0 12.5 13.0 12.5 
3 2.0 2.0 9.0 7.5 6.0 3.5 7.0 4.0 6.0 4.0 
4 7.5 8.0 6.0 7.5 11.0 10.0 13.0 10.0 11.0 9.0 
5 14.0 13.5 5.0 4.5 5.0 5.5 10.0 11.0 9.0 10.5 
6 11.0 13.5 3.0 1.5 8.0 9.0 11.0 12.5 11.0 12.5 
7 7.5 11.0 1.0 1.5 2.0 2.0 2.0 2.0 1.0 2.0 
8 3.0 4.0 7.0 4.5 3.0 3.5 3.0 3.0 3.0 2.0 
9 6.0 3.0 8.0 6.0 11.0 11.0 6.0 5.0 7.0 5.0 
10 12.5 12.0 1.0 3.0 4.0 5.5 4.0 6.0 5.0 7.0 
11 4.0 1.0 4.0 10,0 9.0 7.5 1.0 1.0 2.0 2.0 
12 1.0 6.5 10.0 12.5 1.0 1.0 5.0 8.0 4.0 6.0 
13 7.5 6.5 10.0 9.0 7.0 7.5 9.0 9.0 8.0 8.0 
14 5.0 5.0 14.0 14.0 14.0 14.0 8.0 7.0 9.0 10.5 

1=most unique 



 

Appendix K: Frequency Ratings of Uniqueness 
 

Competency 1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 71 28.1 79 46.2 111 54.4 90 44.3 
2 64 25.3 55 32.2 55 27.0 66 32.5 
3 20 7.9 12 7.0 17 8.3 19 9.4 
4 35 13.8 13 7.6 10 4.9 19 9.4 
5 63 24.9 12 7.0 11 5.5 9 4.4 
 
Competency 1.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 69 40.4 98 48 83 40.9 
2 68 26.9 55 32.2 66 32.4 75 36.9 
3 28 11.1 23 13.5 25 12.3 16 7.9 
4 43 17.0 17 9.9 7 3.4 24 11.8 
5 47 18.6 7 4.1 8 3.9 5 2.5 
 
Competency 1.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 82 48.0 116 56.9 97 47.8 
2 61 24.1 53 31.0 56 27.5 59 29.1 
3 7 2.8 10 5.8 6 2.9 11 5.4 
4 38 15.0 14 8.2 12 5.9 17 8.4 
5 80 31.6 12 7.0 14 6.9 19 9.4 
 
Competency 1.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 61 24.1 71 41.5 103 50.5 86 42.4 
2 61 24.1 51 29.8 63 30.9 71 35.0 
3 20 7.9 23 13.5 16 7.8 16 7.9 
4 47 18.6 18 10.5 10 4.9 18 8.9 
5 64 25.3 8 4.7 12 5.9 12 5.9 
 
Competency 1.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 71 41.5 112 54.9 79 38.9 
2 64 25.3 55 32.2 56 27.5 61 30.0 
3 15 5.9 12 7.0 14 6.9 16 7.9 
4 43 17.0 21 12.3 11 5.4 27 13.3 
5 66 26.1 12 7.0 11 5.4 20 9.9 
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Competency 1.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 64 25.3 63 36.8 97 47.5 79 38.9 
2 50 19.8 52 30.4 53 26.0 70 34.5 
3 30 11.9 40 23.4 36 17.6 33 16.3 
4 55 21.7 11 6.4 10 4.9 12 5.9 
5 54 21.3 5 2.9 8 3.9 9 4.4 
 
Competency 2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 68 26.9 81 47.4 117 57.4 85 41.9 
2 61 24.1 47 27.5 48 23.5 68 33.5 
3 16 6.3 15 8.8 15 7.4 11 5.4 
4 44 17.4 16 9.4 9 4.4 22 10.8 
5 64 25.3 12 7.0 15 7.4 17 8.4 
 
Competency 2.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 73 28.9 79 46.2 111 54.4 96 47.3 
2 53 20.9 50 29.2 53 26.0 59 29.1 
3 20 7.9 8 4.7 8 3.9 6 3.0 
4 38 15.0 16 9.4 9 4.4 21 10.3 
5 69 27.3 18 10.5 23 11.3 21 10.3 
 
Competency 2.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 54 21.3 65 38.0 99 48.5 74 36.5 
2 62 24.5 57 33.3 58 28.4 68 33.5 
3 38 15.0 23 13.5 24 11.8 28 13.8 
4 48 19.0 17 9.9 18 8.8 22 10.8 
5 51 20.2 9 5.3 5 2.5 11 5.5 
 
Competency 2.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 52 20.6 67 39.2 104 51.0 76 37.4 
2 63 24.9 54 31.6 56 27.5 68 33.5 
3 38 15.0 24 14.0 19 9.3 20 9.9 
4 60 23.7 19 11.1 19 9.3 28 13.8 
5 40 15.8 7 4.1 6 2.9 11 5.4 
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Competency 2.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 80 31.6 92 53.8 120 58.8 109 53.7 
2 54 21.3 43 25.1 48 23.5 48 23.6 
3 10 4.0 8 4.7 7 3.4 5 2.5 
4 26 10.3 7 4.1 6 2.9 13 6.4 
5 83 32.8 21 12.3 23 11.3 28 13.8 
 
Competency 3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 64 25.3 79 46.2 107 52.5 83 40.9 
2 54 21.3 44 25.7 56 27.5 55 27.1 
3 15 5.9 23 13.5 13 6.4 14 6.9 
4 46 18.2 11 6.4 14 6.9 28 13.8 
5 74 29.2 14 8.2 14 6.9 23 11.3 
 
Competency 3.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 58 22.9 79 46.2 107 52.5 76 37.4 
2 50 19.8 46 26.9 54 26.5 67 33.0 
3 18 7.1 21 12.3 14 6.9 9 4.4 
4 63 24.9 12 7.0 17 8.3 26 12.8 
5 64 25.3 13 7.6 12 5.9 25 12.3 
 
Competency 3.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 71 41.5 99 48.5 67 33.0 
2 59 23.3 43 25.1 57 27.9 65 32.0 
3 28 11.1 29 17.0 26 12.7 24 11.8 
4 61 24.1 20 11.7 17 8.3 26 12.8 
5 48 19.0 8 4.7 5 2.5 21 10.3 
 
Competency 3.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 61 24.1 64 37.4 94 46.1 54 26.6 
2 46 18.2 50 29.2 54 26.5 43 21.2 
3 26 10.3 21 12.3 14 6.9 14 6.9 
4 63 24.9 20 11.7 28 13.7 48 23.6 
5 57 22.5 16 9.4 14 6.9 44 21.7 
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Competency 3.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 64 25.3 77 45.0 100 49.0 57 28.1 
2 40 15.8 44 25.7 57 27.9 60 29.6 
3 22 8.7 24 14.0 20 9.8 13 6.4 
4 58 22.9 17 9.9 17 8.3 30 14.8 
5 69 27.3 9 5.3 10 4.9 43 21.2 
 
Competency 3.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 56 22.1 68 39.8 90 44.1 50 24.6 
2 46 18.2 45 26.3 53 26.0 50 24.6 
3 27 10.7 39 22.8 38 18.6 27 13.3 
4 62 24.5 13 7.6 17 8.3 43 21.2 
5 62 24.5 6 3.5 6 2.9 33 16.3 
 
Competency 3.6 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 58 22.9 69 40.4 94 46.1 62 30.5 
2 50 19.8 53 31.0 60 29.4 56 27.6 
3 23 9.1 19 11.1 16 7.8 28 13.8 
4 64 25.3 18 10.5 19 9.3 29 14.3 
5 58 22.9 12 7.0 15 7.4 28 13.8 
 
Competency 3.7 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 67 39.2 90 44.1 52 25.6 
2 57 22.5 56 32.7 67 32.8 58 28.6 
3 32 12.6 28 16.4 15 7.4 21 10.3 
4 57 22.5 14 8.2 20 9.8 44 21.7 
5 50 19.8 6 3.5 12 5.9 28 13.8 
 
Competency 4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 75 29.6 77 45.0 113 55.4 87 42.9 
2 53 20.9 50 29.2 52 25.5 64 31.5 
3 19 7.5 11 6.4 9 4.4 13 6.4 
4 33 13.0 16 9.4 20 9.8 22 10.8 
5 73 28.9 17 9.9 10 4.9 17 8.4 
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Competency 4.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 70 27.7 75 43.9 100 49.0 82 40.0 
2 53 20.9 47 27.5 61 29.9 58 28.6 
3 28 11.1 16 9.4 13 6.4 18 8.9 
4 41 16.2 19 11.1 18 8.8 27 13.3 
5 61 24.1 14 8.2 12 5.9 18 8.9 
 
Competency 4.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 78 30.8 76 44.4 109 53.4 86 42.4 
2 43 17.0 46 26.9 55 27.0 51 25.1 
3 21 8.3 17 9.9 11 5.4 13 6.4 
4 37 14.6 13 7.6 13 6.4 27 13.3 
5 74 29.2 19 11.1 16 7.8 26 12.8 
 
Competency 4.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 71 28.1 79 46.2 114 55.9 77 37.9 
2 46 18.2 48 28.1 52 25.5 60 29.6 
3 23 9.1 17 9.9 6 2.9 13 6.4 
4 44 17.4 11 6.4 13 6.4 28 13.8 
5 69 27.3 16 9.4 19 9.3 25 12.3 
 
Competency 5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 71 41.5 101 49.5 76 37.4 
2 59 23.3 53 31.0 64 31.4 67 33.0 
3 34 13.4 16 9.4 11 5.4 19 9.4 
4 48 19.0 18 10.5 14 6.9 23 11.3 
5 45 17.8 13 7.6 14 6.9 18 8.9 
 
Competency 5.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 72 42.1 96 47.1 66 32.5 
2 60 23.7 46 26.9 58 28.4 69 34 
3 31 12.3 18 10.5 25 12.3 28 13.8 
4 53 20.9 21 12.3 14 6.9 24 11.8 
5 42 16.6 14 8.2 11 5.4 16 7.9 
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Competency 5.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 70 40.9 105 51.5 79 38.9 
2 61 24.1 54 31.6 55 27.0 65 32.0 
3 36 14.2 15 8.8 13 6.4 17 8.4 
4 49 19.4 17 9.9 16 7.8 30 14.8 
5 42 16.6 15 8.8 15 7.4 12 5.9 
 
Competency 5.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 64 25.3 63 36.8 100 49.0 71 35.0 
2 63 24.9 60 35.1 61 29.9 66 32.5 
3 29 11.5 16 9.4 14 6.9 25 12.3 
4 51 20.2 18 10.5 19 9.3 31 15.3 
5 46 18.2 14 8.2 10 4.9 10 4.9 
 
Competency 6 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 63 24.9 69 40.4 106 52.0 73 36.0 
2 67 26.5 51 29.8 58 28.4 74 36.5 
3 24 9.5 15 8.8 16 7.8 26 12.8 
4 48 19.0 22 12.9 12 5.9 19 9.4 
5 51 20.2 14 8.2 12 5.9 11 5.4 
 
Competency 6.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 67 39.2 100 49.0 77 37.9 
2 57 22.5 48 28.1 54 26.5 67 33.0 
3 44 17.4 20 11.7 26 12.7 26 12.8 
4 46 18.2 27 15.8 14 6.9 22 10.8 
5 41 16.2 9 5.3 10 4.9 11 5.4 
 
Competency 6.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 66 38.6 105 51.5 80 39.4 
2 61 24.1 50 29.2 50 24.5 73 36.0 
3 35 13.8 22 12.9 27 13.2 14 6.9 
4 50 19.8 19 11.1 12 5.9 29 14.3 
5 40 15.8 14 8.2 10 4.9 7 3.4 
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Competency 6.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 59 23.3 57 33.3 92 45.1 74 36.5 
2 57 22.5 51 29.8 58 28.4 75 36.9 
3 53 20.9 34 19.9 33 16.2 26 12.8 
4 49 19.4 19 11.1 13 6.4 19 9.4 
5 35 13.8 10 5.8 8 3.9 9 4.4 
 
Competency 7 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 65 38.0 98 48.0 62 30.5 
2 57 22.5 50 29.2 57 27.0 47 23.2 
3 38 15.0 23 13.5 13 6.4 17 8.4 
4 54 21.3 19 11.1 17 8.3 31 15.3 
5 47 18.6 14 8.2 19 9.3 46 22.7 
 
Competency 7.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 60 23.7 60 35.1 86 42.2 61 30.0 
2 56 22.1 60 35.1 59 28.9 67 33.0 
3 33 13.0 18 10.5 24 11.8 20 9.9 
4 56 22.1 18 10.5 17 8.3 27 13.3 
5 48 19.0 15 8.8 18 8.8 28 13.8 
 
Competency 7.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 60 35.1 89 43.6 49 24.1 
2 52 20.6 56 32.7 62 30.4 44 21.7 
3 30 11.9 25 14.6 26 12.7 18 8.9 
4 57 22.5 15 8.8 11 5.4 44 21.7 
5 57 22.5 15 8.8 16 7.8 48 23.6 
 
Competency 7.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 62 24.5 60 35.1 103 50.5 68 33.5 
2 68 26.9 60 35.1 56 27.5 65 32.0 
3 38 15.0 25 14.6 15 7.4 25 12.3 
4 49 19.4 16 9.4 12 5.9 33 16.3 
5 36 14.2 10 5.8 18 8.8 12 5.9 
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Competency 8 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 59 23.3 69 40.4 100 49.0 58 28.6 
2 51 20.2 57 33.3 59 28.9 56 27.6 
3 24 9.5 18 10.5 12 5.9 14 6.9 
4 62 24.5 15 8.8 18 8.8 40 19.7 
5 57 22.5 12 7.0 15 7.4 35 17.2 
 
Competency 8.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 58 22.9 70 40.9 96 47.1 55 27.1 
2 53 20.9 53 31.0 63 30.9 60 29.6 
3 32 12.6 24 14.0 18 8.8 20 9.9 
4 58 22.9 17 9.9 13 6.4 43 21.2 
5 52 20.6 7 4.1 14 6.9 25 12.3 
 
Competency 8.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 58 22.9 54 31.6 88 43.1 54 26.6 
2 64 25.3 60 35.1 67 32.8 60 29.6 
3 32 12.6 16 9.4 20 9.8 26 12.8 
4 56 22.1 27 15.8 20 9.8 43 21.2 
5 43 17.0 14 8.2 9 4.4 20 9.9 
 
Competency 8.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 55 21.7 68 39.8 98 48.0 62 30.5 
2 39 15.4 51 29.8 59 28.9 61 30.0 
3 30 11.9 25 14.6 24 11.8 20 9.9 
4 61 24.1 17 9.9 10 4.9 33 16.3 
5 68 26.9 10 5.8 13 6.4 27 13.3 
 
Competency 9 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 61 24.1 72 42.1 105 51.5 66 32.5 
2 56 22.1 54 31.6 61 29.9 70 34.5 
3 24 9.5 16 9.4 15 7.4 21 10.3 
4 57 22.5 17 9.9 14 6.9 26 12.8 
5 55 21.7 12 7.0 9 4.4 20 9.9 
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Competency 9.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 61 24.1 75 43.9 105 51.5 73 36.0 
2 58 22.9 54 31.6 60 29.4 71 35.0 
3 20 7.9 19 11.1 13 6.4 19 9.4 
4 53 20.9 13 7.6 16 7.8 23 11.3 
5 61 24.1 10 5.8 10 4.9 17 8.8 
 
Competency 9.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 51 20.4 66 38.6 99 48.5 62 30.5 
2 61 24.1 57 33.3 64 31.4 51 25.1 
3 25 9.9 18 10.5 12 5.9 26 12.8 
4 52 20.6 17 9.9 16 7.8 40 19.7 
5 64 25.3 13 7.6 13 6.4 24 11.8 
 
Competency 9.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 56 22.1 68 39.8 98 48.0 53 26.1 
2 53 20.9 49 28.7 63 30.9 57 28.1 
3 18 7.1 15 8.8 16 7.8 26 12.8 
4 66 26.1 25 14.6 19 9.3 41 20.2 
5 60 23.7 14 8.2 8 3.9 26 12.8 
 
Competency 10 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 59 23.3 60 35.1 96 47.1 61 30.0 
2 65 25.7 59 34.5 66 32.4 68 33.5 
3 29 11.5 19 11.1 11 5.4 21 10.3 
4 62 24.5 21 12.3 16 7.8 34 16.7 
5 38 15.0 12 7.0 15 7.4 19 9.4 
 
Competency 10.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 58 22.9 61 35.7 97 47.5 61 30.0 
2 73 28.9 57 33.3 68 33.3 72 35.5 
3 30 11.9 21 12.3 10 4.9 19 9.4 
4 55 21.7 20 11.7 19 9.3 31 15.3 
5 37 14.6 12 7.0 10 4.9 20 9.9 
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Competency 10.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 59 23.3 61 35.7 100 49.0 64 31.5 
2 66 26.1 60 35.1 61 29.9 73 36.0 
3 30 11.9 20 11.7 17 8.3 24 11.8 
4 52 20.6 22 12.9 15 7.4 25 12.3 
5 46 18.2 8 4.7 11 5.4 17 8.4 
 
Competency 11 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 60 23.7 67 39.2 105 51.5 54 26.6 
2 60 23.7 56 32.7 55 27.0 47 23.2 
3 15 5.9 19 11.1 25 12.3 18 8.9 
4 51 20.2 17 9.9 9 4.4 41 20.2 
5 67 26.5 12 7.0 10 4.9 43 21.2 
 
Competency 11.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 72 42.1 112 54.9 65 32.0 
2 57 22.5 53 31.0 52 25.5 54 26.6 
3 17 6.7 20 11.7 19 9.3 21 10.3 
4 49 19.4 11 6.4 12 5.9 34 16.7 
5 65 25.7 15 8.8 9 4.4 29 14.3 
 
Competency11.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 50 19.8 72 42.1 95 46.6 65 32.0 
2 51 20.2 53 31.0 60 29.4 62 30.5 
3 22 8.7 20 11.7 29 14.2 21 10.3 
4 53 20.9 11 6.4 11 5.4 36 17.7 
5 77 30.4 15 8.8 9 4.4 19 9.4 
 
Competency 11.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 54 21.3 71 41.5 101 49.5 65 32.0 
2 47 18.6 50 29.3 58 28.4 62 30.5 
3 25 9.9 20 11.7 15 7.4 13 6.4 
4 60 23.7 17 9.9 15 7.4 30 14.8 
5 67 26.6 13 7.6 15 7.4 33 16.3 
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Competency 11.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 46 18.2 65 38.0 89 43.6 46 22.7 
2 58 22.9 55 32.2 59 28.9 48 23.6 
3 38 15.0 35 20.5 29 14.2 22 10.8 
4 61 24.1 10 5.8 17 8.3 50 24.6 
5 50 19.8 6 3.5 10 4.9 37 18.2 
 
Competency 11.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 54 21.3 68 39.8 100 49.0 56 27.6 
2 53 20.9 56 32.7 57 27.9 64 31.5 
3 20 7.9 24 14.0 16 7.8 16 7.9 
4 60 23.7 12 7.0 20 9.8 37 18.2 
5 66 26.1 11 6.4 11 5.4 30 14.8 
 
Competency 12 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 62 24.5 79 46.2 92 45.1 72 35.5 
2 51 20.2 50 29.2 53 26.0 68 33.5 
3 16 6.3 13 7.6 12 5.9 8 3.9 
4 55 21.7 17 9.9 21 10.3 29 14.3 
5 69 27.3 12 7.0 26 12.7 26 12.8 
 
Competency 12.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 67 26.5 74 43.3 92 45.1 70 34.5 
2 56 22.1 51 29.8 57 27.9 71 35.0 
3 31 12.3 20 11.7 13 6.4 13 6.4 
4 54 21.3 15 8.8 18 8.8 26 12.8 
5 45 17.8 11 6.4 24 11.8 23 11.3 
 
Competency12.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 74 43.3 103 50.5 89 43.8 
2 59 23.3 51 29.8 55 27.0 62 30.5 
3 15 5.9 20 11.7 10 4.9 9 4.4 
4 43 17.0 15 8.8 12 5.9 21 10.3 
5 71 28.1 11 6.4 24 11.8 22 10.8 
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Competency 13 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 60 23.7 73 42.7 102 50.0 70 34.5 
2 62 24.5 56 32.7 64 31.4 72 35.5 
3 20 7.9 18 10.5 15 7.4 23 11.3 
4 63 24.9 13 7.6 10 4.9 22 10.8 
5 48 19.0 11 6.4 13 6.4 16 7.9 
 
Competency 13.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 53 20.9 73 42.7 96 47.1 69 34.0 
2 55 21.7 55 32.2 63 30.9 70 34.5 
3 31 12.3 22 12.9 23 11.3 24 11.8 
4 55 21.7 12 7.0 13 6.4 26 12.8 
5 59 23.3 9 5.3 9 4.4 14 6.9 
 
Competency 13.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 69 40.4 89 43.6 66 32.5 
2 57 22.5 52 30.4 63 30.9 62 30.5 
3 29 11.5 27 15.8 33 16.2 37 18.2 
4 53 20.9 14 8.2 11 5.4 28 13.8 
5 57 22.5 9 5.3 8 3.9 10 4.9 
 
Competency 13.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 57 22.5 62 36.3 92 45.1 59 29.1 
2 61 24.1 47 27.5 60 29.4 69 34.0 
3 36 14.2 33 19.3 36 17.6 40 19.7 
4 52 20.6 18 10.5 8 3.9 24 11.8 
5 47 18.6 11 6.4 8 3.9 11 5.4 
 
Competency 14 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 84 49.1 119 58.3 87 42.9 
2 54 21.3 51 29.8 53 26.0 57 28.1 
3 16 6.3 10 5.8 5 2.5 9 4.4 
4 51 20.2 14 8.2 14 6.9 25 12.3 
5 67 26.5 12 7.0 13 6.4 25 12.3 
 



   

 214

Competency 14.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 65 25.7 81 47.4 115 56.4 77 37.9 
2 52 20.6 54 31.6 54 26.5 57 28.1 
3 17 6.7 13 7.6 6 2.9 14 6.9 
4 52 20.6 9 5.3 15 7.4 28 13.8 
5 67 26.5 14 8.2 14 6.9 27 13.3 
 
Competency 14.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 66 26.1 81 47.4 111 54.4 75 36.9 
2 52 20.6 52 30.4 57 27.9 66 32.5 
3 22 8.7 13 7.6 13 6.4 15 7.4 
4 60 23.7 12 7.0 13 6.4 28 13.8 
5 53 20.9 13 7.6 10 4.9 19 9.4 
 
Competency 14.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 64 25.3 82 48.0 110 53.9 79 38.9 
2 51 20.2 54 31.6 57 27.9 65 32.0 
3 22 8.7 10 5.8 11 5.4 8 3.9 
4 55 21.7 14 8.2 12 5.9 30 14.8 
5 61 24.1 11 6.4 14 6.9 21 10.3 
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Appendix L: Frequency Ratings of Importance 
 

Competency 1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2     2 1.0 3 1.5 
3 2 .8 2 1.2 7 3.4 7 3.4 
4 37 14.6 31 18.1 51 25.0 63 31.0 
5 211 83.4 137 80.1 143 70.1 129 63.5 
 
Competency 1.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   2 1.0   
2   3 1.8 3 1.5 6 3.0 
3 9 3.6 12 7.0 23 11.3 22 10.8 
4 79 31.2 81 47.4 99 48.5 102 50.2 
5 162 64.0 75 43.9 77 37.7 73 36.0 
 
Competency 1.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 1 .4 1 .6 1 .5 1 .5 
4 32 12.6 19 11.1 22 10.8 35 17.2 
5 217 85.8 150 87.7 180 88.2 165 81.3 
 
Competency 1.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2 2 .8 2 1.2   4 2.0 
3 1 .4 9 5.3 19 9.3 14 6.9 
4 73 28.9 72 42.1 74 36.3 92 45.3 
5 174 68.8 88 51.5 110 53.9 93 45.8 
 
Competency 1.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2     3 1.5 2 1.0 
3 3 1.2 2 1.2 5 2.5 9 4.4 
4 43 17.0 37 21.6 52 25.5 50 24.6 
5 204 80.6 131 76.6 143 70.1 142 70.0 
 



   

 216

 
Competency 1.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 2 1.0 
2   1 .6 6 2.9 9 4.4 
3 20 7.9 26 15.2 54 26.5 37 18.2 
4 62 24.5 62 36.3 68 33.3 74 36.5 
5 168 66.4 82 48.0 75 36.8 81 39.9 
 
Competency 2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2   1 .6 2 1.0 2 1.0 
3 3 1.2   3 1.5 2 1.0 
4 68 26.9 29 17.0 31 15.2 54 26.6 
5 179 70.8 141 82.5 167 81.9 145 71.4 
 
Competency 2.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 1 .5 
2   1 .6   1 .5 
3 4 1.6 1 .6   2 1.0 
4 48 19.0 24 14.0 22 10.8 38 18.7 
5 198 78.3 145 84.8 181 88.7 161 79.3 
 
Competency 2.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 1 .5 
2 2 .8 6 3.5   5 2.5 
3 20 7.9 12 7.0 18 8.8 15 7.4 
4 100 39.5 78 45.6 93 45.6 113 55.7 
5 128 50.6 75 43.9 92 45.1 69 34.0 
 
Competency 2.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   104 51.0   
2   2 1.2 56 27.5 6 3.0 
3 21 8.3 12 7.0 19 9.3 13 6.4 
4 96 37.9 67 39.2 19 9.3 94 46.3 
5 133 52.6 90 52.6 6 2.9 90 44.3 
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Competency 2.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 1 .4   2 1.0   
4 21 8.3 24 14.0 14 6.9 21 10.3 
5 228 90.1 146 85.4 187 91.7 180 88.7 
 
Competency 3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       2 1.0 
3 4 1.6 13 7.6 8 3.9 9 4.4 
4 52 20.6 52 30.4 56 27.5 53 26.1 
5 194 76.7 105 61.4 139 68.1 138 68.0 
 
Competency 3.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 2 1.2 1 .5   
2   10 5.8 1 .5 1 .5 
3 2 .8 60 35.1 5 2.5 3 1.5 
4 68 26.9 99 57.9 65 31.9 56 27.6 
5 180 71.1   132 64.7 143 70.4 
 
Competency 3.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2   6 3.5 3 1.5 2 1.0 
3 9 3.6 22 12.9 18 8.8 12 5.9 
4 93 36.8 73 42.7 82 40.2 84 41.4 
5 148 58.5 70 40.9 100 49.0 105 51.7 
 
Competency 3.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 1 .5 
2   2 1.2 2 1.0 1 .5 
3 4 1.6 3 1.8 4 2.0 3 1.5 
4 80 31.6 46 26.9 51 25.0 42 20.7 
5 166 65.6 120 70.2 146 71.6 156 76.8 
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Competency 3.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 7 2.8 9 5.3 5 2.5 3 1.5 
4 57 22.5 62 36.3 54 26.5 31 15.3 
5 186 73.5 99 57.9 144 70.6 167 82.3 
 
Competency 3.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6 5 2.9 1 .5 1 .5 
2 1 .4 19 11.1 12 5.9 6 3.0 
3 11 4.3 41 24.0 36 17.6 21 10.3 
4 85 33.6 65 38.0 82 40.2 69 34.0 
5 152 60.1 41 24.0 73 35.8 106 52.2 
 
Competency 3.6 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   1 .5   
2   2 1.2 4 2.0 3 1.5 
3 5 2.0 10 5.8 11 5.4 7 3.4 
4 79 31.2 56 32.7 60 29.4 62 30.5 
5 165 65.2 103 60.2 128 62.7 131 64.5 
 
Competency 3.7 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 1 .5 
2 1 .4 3 1.8 6 2.9 2 1.0 
3 16 6.3 22 12.9 12 5.9 3 1.5 
4 86 34.0 78 45.6 75 36.8 74 36.5 
5 147 58.1 68 39.8 110 53.9 123 60.6 
 
Competency 4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2     1 .5 2 1.0 
3 1 .4 1 .6 1 .5 1 .5 
4 44 17.4 29 17.0 35 17.2 48 23.6 
5 205 81.0 140 81.9 166 81.4 151 74.4 
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Competency 4.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 19 7.5 50 29.2 64 31.4 57 28.1 
2 20 7.9 19 11.1 32 15.7 31 15.3 
3 8 3.2 7 4.1 9 4.4 9 4.4 
4 49 19.4 31 18.1 34 16.7 35 17.2 
5 157 62.1 64 37.4 65 31.9 71 35.0 
 
Competency 4.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2   1 .6   1 .5 
3 1 .4 2 1.2     
4 28 11.1 24 14.0 32 15.7 32 15.8 
5 221 87.4 143 83.6 171 83.8 169 83.3 
 
Competency 4.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 6 2.4 1 .6 1 .5 1 .5 
4 43 17.0 34 19.9 28 13.7 43 21.2 
5 201 79.4 135 78.9 174 85.3 157 77.3 
 
Competency 5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5 1 .5 
2   1 .6   3 1.5 
3 9 3.6 1 .6 2 1.0 4 2.0 
4 101 39.9 57 33.3 65 31.9 85 41.9 
5 140 55.3 112 65.5 136 66.7 110 54.2 
 
Competency 5.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   96 47.1   
2   1 .6 58 28.4 7 3.4 
3 12 4.7 13 7.6 25 12.3 17 8.4 
4 96 37.9 75 43.9 14 6.9 95 46.8 
5 141 55.7 82 48.0 11 5.4 84 41.4 
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Competency 5.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2   1 .6 1 .5 3 1.5 
3 9 3.6 3 1.8 5 2.5 5 2.5 
4 95 37.5 52 30.4 56 27.5 72 35.5 
5 146 57.7 115 67.3 141 69.1 123 60.6 
 
Competency 5.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   1 .5   
2 1 .4 2 1.2 3 1.5 7 3.4 
3 8 3.2 12 7.0 6 2.9 25 12.3 
4 111 43.9 71 41.5 94 46.1 90 44.3 
5 129 51.0 86 50.3 100 49.0 81 39.9 
 
Competency 6 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2 4 1.6   1 .5 3 1.5 
3 8 3.2 1 .6 9 4.4 9 4.4 
4 97 38.3 59 34.5 76 37.3 103 50.7 
5 141 55.7 110 64.3 117 57.4 88 43.3 
 
Competency 6.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 5 2.0 1 .6 1 .5   
2 11 4.3 5 2.9 5 2.5 10 4.9 
3 25 9.9 4 2.3 16 7.8 15 7.4 
4 99 39.1 70 40.9 84 41.2 91 44.8 
5 113 44.7 91 53.2 98 48.0 87 42.9 
 
Competency 6.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 5 2.0 1 .6 1 .5   
2 4 1.6 1 .6 3 1.5 7 3.4 
3 27 10.7 7 4.1 9 4.4 18 8.9 
4 105 41.5 60 35.1 86 42.2 95 46.8 
5 112 44.3 102 59.6 105 51.5 83 40.9 
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Competency 6.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2 11 4.3 11 6.4 19 9.3 22 10.8 
3 40 15.8 33 19.3 41 20.1 29 14.3 
4 112 44.3 75 43.9 93 45.6 106 52.2 
5 87 34.4 51 29.8 50 24.5 45 22.2 
 
Competency 7 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2 4 1.6 1 .6 3 1.5 5 2.5 
3 14 5.5 21 12.3 9 4.4 8 3.9 
4 104 41.1 47 27.5 44 21.6 53 26.1 
5 128 50.6 101 59.1 147 72.1 137 67.5 
 
Competency 7.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2   1 .6 5 2.5 11 5.4 
3 9 3.6 3 1.8 13 6.4 12 5.9 
4 112 44.3 48 28.1 59 28.9 74 36.5 
5 129 51.0 118 69.0 126 61.8 105 51.7 
 
Competency 7.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2 5 2.0 6 3.5 3 1.5 4 2.0 
3 12 4.7 21 12.3 14 6.9 5 2.5 
4 96 37.9 50 29.2 64 31.4 54 26.6 
5 137 54.2 93 54.4 122 59.8 139 68.5 
 
Competency 7.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 6 2.4 1 .6 1 .5   
2 10 4.0 5 2.9 1 .5 6 3.0 
3 31 12.3 21 12.3 6 2.9 15 7.4 
4 100 39.5 67 39.2 35 17.2 74 36.5 
5 106 41.9 77 45.0 161 78.9 108 53.2 
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Competency 8 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 2 1.2 1 .5 1 .5 
2 8 3.2 1 .6 3 1.5 1 .5 
3 8 3.2 10 5.8 7 3.4 2 1.0 
4 89 35.2 60 35.1 56 27.5 44 21.7 
5 145 57.3 98 57.3 137 67.2 155 76.4 
 
Competency 8.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   1 .5   
2   2 1.2 3 1.5 3 1.5 
3 13 5.1 8 4.7 10 4.9 7 3.4 
4 106 41.9 64 37.4 57 27.9 68 33.5 
5 130 51.4 97 56.7 133 65.2 125 61.6 
 
Competency 8.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 5 2.0   2 1.0   
2 6 2.4 3 1.8 14 6.9 4 2.0 
3 17 6.7 5 2.9 21 10.3 9 4.4 
4 101 39.9 81 47.4 88 43.1 92 45.3 
5 124 49.0 82 48.0 79 38.7 98 48.3 
 
Competency 8.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   3 1.5   
2 3 1.2 4 2.3 4 2.0 3 1.5 
3 15 5.9 17 9.9 20 9.8 6 3.0 
4 77 30.4 69 40.4 82 40.2 79 38.9 
5 155 61.3 81 47.4 95 46.6 115 56.7 
 
Competency 9 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2 1 .4 2 1.2 5 2.5 1 .5 
3 6 2.4 5 2.9 6 2.9 5 2.5 
4 90 35.6 55 32.2 68 33.3 79 38.9 
5 153 60.5 108 63.2 124 60.8 118 58.1 
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Competency 9.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2     1 .5 3 1.5 
3 8 3.2 7 4.1 4 2.0 8 3.9 
4 80 31.6 57 33.3 83 40.7 79 38.9 
5 162 64.0 106 62.0 115 56.4 113 55.7 
 
Competency 9.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2 2 .8 1 .6 3 1.5 2 1.0 
3 8 3.2 11 6.4 8 3.9 2 1.0 
4 82 32.4 60 35.1 71 34.8 74 36.5 
5 158 62.5 98 57.3 121 59.3 125 61.6 
 
Competency 9.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6 1 .6 1 .5 1 .5 
2 1 .4   5 2.5 3 1.5 
3 4 1.6 6 3.5 5 2.5 6 3.0 
4 83 32.8 54 31.6 77 37.7 76 37.4 
5 161 63.6 110 64.3 116 56.9 117 57.6 
 
Competency 10 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 2 .8   1 .5   
2 4 1.6 1 .6 1 .5 1 .5 
3 15 5.9 3 1.8 2 1.0 7 3.4 
4 110 43.5 60 35.1 57 27.9 61 30.0 
5 122 48.2 107 62.6 143 70.1 134 66.0 
 
Competency 10.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2 3 1.2 2 1.2   2 1.0 
3 15 5.9 12 7.0 3 1.5 6 3.0 
4 117 46.2 64 37.4 67 32.8 76 37.4 
5 115 45.5 93 54.4 133 65.2 119 58.6 
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Competency 10.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   1 .5   
2 2 .8 2 1.2 1 .5 4 2.0 
3 14 5.5 9 5.3 6 2.9 9 4.4 
4 113 44.7 65 38.0 61 29.9 78 38.4 
5 120 47.4 95 55.6 135 66.2 112 55.2 
 
Competency 11 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 2 1.2 1 .5   
2 2 .8 2 1.2 11 5.4 2 1.0 
3 4 1.6 10 5.8 25 12.3 7 3.4 
4 67 26.5 64 37.4 85 41.7 52 25.6 
5 177 70.0 93 54.4 82 40.2 142 70.0 
 
Competency 11.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2 1 .4 2 1.2 9 4.4 3 1.5 
3 5 2.0 11 6.4 23 11.3 6 3.0 
4 63 24.9 58 33.9 72 35.3 47 23.2 
5 181 71.5 100 58.5 99 48.5 147 72.4 
 
Competency11.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 2 1.0 
2 1 .4 9 5.3 18 8.8 8 3.9 
3 6 2.4 17 9.9 32 15.7 22 10.8 
4 69 27.3 65 38.0 96 47.1 86 42.4 
5 174 68.8 79 46.2 57 27.9 85 41.9 
 
Competency 11.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 5 2.0   1 .5   
2 1 .4 1 .6 3 1.5 2 1.0 
3 4 1.6 11 6.4 2 1.0 2 1.0 
4 85 33.6 62 36.3 60 29.4 66 32.5 
5 158 62.5 97 56.7 138 67.6 133 65.5 
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Competency 11.4 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 3 1.8 1 .5   
2 4 1.6 14 8.2 8 3.9 4 2.0 
3 23 9.1 37 21.6 14 6.9 10 4.9 
4 99 39.1 76 44.4 93 45.6 75 36.9 
5 124 49.0 41 24.0 88 43.1 114 56.2 
 
Competency 11.5 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   1 .5   
2 1 .4 7 4.1 3 1.5 2 1.0 
3 6 2.4 21 12.3 20 9.8 5 2.5 
4 75 29.6 63 36.8 66 32.4 73 36.0 
5 168 66.4 80 46.8 114 55.9 2 1.0 
 
Competency 12 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 6 2.4 3 1.8 1 .5   
4 68 26.9 36 21.1 26 12.7 46 22.7 
5 176 69.6 131 76.6 176 86.3 155 76.4 
 
Competency 12.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2   1 .6   3 1.5 
3 8 3.2 7 4.1 6 2.9 2 1.0 
4 91 36.0 50 29.2 37 18.1 59 29.1 
5 151 59.7 112 65.5 160 78.4 139 68.5 
 
Competency12.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5 1 .5 
2       1 .5 
3 3 1.2   1 .5 2 1.0 
4 53 20.9 27 15.8 35 17.2 44 21.7 
5 194 76.7 143 83.6 167 81.9 155 76.4 
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Competency 13 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 4 1.6   1 .5 1 .5 
2   1 .6 4 2.0 3 1.5 
3 11 4.3 10 5.8 8 3.9 13 6.4 
4 103 40.7 66 38.6 66 32.4 76 37.4 
5 135 53.4 94 55.0 125 61.3 110 54.2 
 
Competency 13.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   96 47.1   
2 2 .8 2 1.2 63 30.9 4 2.0 
3 10 4.0 11 6.4 23 11.3 17 8.4 
4 90 35.6 70 40.9 13 6.4 85 41.9 
5 148 58.5 88 51.5 9 4.4 97 47.8 
 
Competency 13.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   2 1.0 1 .5 
2 1 .4 1 .6 9 4.4 9 4.4 
3 21 8.3 17 9.9 25 12.3 21 10.3 
4 94 37.2 74 43.3 92 45.1 87 42.9 
5 134 53.0 79 46.2 76 37.3 85 41.9 
 
Competency 13.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2   3 1.5 1 .5 
2 8 3.2 6 3.5 5 2.5 8 3.9 
3 17 6.7 30 17.5 34 16.7 29 14.3 
4 111 43.9 55 32.2 86 42.2 86 42.4 
5 114 45.1 80 46.8 76 37.3 79 38.9 
 
Competency 14 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2   1 .6   2 1.0 
3 4 1.6 3 1.8 2 1.0 1 .5 
4 63 24.9 43 25.1 37 18.1 35 17.2 
5 183 72.3 123 71.9 164 80.4 165 81.3 
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Competency 14.1 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2   1 .6   2 1.0 
3 2 .8 3 1.8 1 .5 1 .5 
4 77 30.4 44 25.7 46 22.5 49 24.1 
5 171 67.6 122 71.3 156 76.5 151 74.4 
 
Competency 14.2 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2 2 .8 1 .6 1 .5 1 .5 
3 8 3.2 6 3.5 9 4.4 3 1.5 
4 88 34.8 50 29.2 50 24.5 59 29.1 
5 152 60.1 113 66.1 143 70.1 140 69.0 
 
Competency 14.3 
Rating Nurses Physiotherapists Speech Pathologists Occupational 

Therapists 
 Frequency Percent Frequency Percent Frequency Percent Frequency Percent 
1 3 1.2 1 .6 1 .5   
2   1 .6   2 1.0 
3 6 2.4 2 1.2 4 2.0   
4 79 31.2 50 29.2 49 24.0 50 24.6 
5 165 65.2 117 68.4 150 73.5 151 74.4 
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Appendix M: A Comparison of Battersby (1994) and Wells (2002)  
 
A Comparison of the rank order of the Most Important Competencies from Battersby 
(1994) and the Most Important Units of Competencies from Wells (2002) 
Battersby (1994) ANCI – as used by Wells (2002) 

1) Recognises that the patient/client is a 
customer and requires appropriate, 
professional service 

 

Accepts accountability and responsibility for 
own actions within professional practice 

2) Recognises their personal, public and 
legal responsibilities for professional 
decisions and actions 

 

Communicates effectively with individuals and 
groups 

3) Comply with the appropriate code of 
professional conduct 

 

Collaborates with members of the health care 
team 

4) Apply the skills and knowledge they 
have developed in their University 
studies 

 

Conducts professional practice in a way that can 
be ethically justified 

5) Respond to advice, guidance and critical 
comment about their professional 
practice 

 

Functions in accordance with legislation and 
common law affecting professional practice 

6) Communicate clearly, fluently and with 
confidence within their professional 
area and with other professionals 

 

Protects the rights of individuals and groups in 
relation to health care 

7) Demonstrate the skills of effective time 
management 

 

Formulates a plan of care in collaboration with 
individuals and groups 

8) Demonstrate social and interpersonal 
skills (e.g., negotiation, conflict 
resolution, empathy, etc.) in their 
dealings with others 

 

Acts to enhance the professional development of 
self and others 

9) Exercise critical and reflective 
judgement 

 

Evaluates progress toward expected outcomes 
and reviews and revises plans in accordance with 
evaluation data 
 

10) Have an openness to other cultures and 
customs 

 

Implements planned professional care to achieve 
identified outcomes within scope of competency 

11) Value academic honesty, ethical 
practice, independent learning and 
research 

 

Carries out a comprehensive and accurate 
professional assessment of individuals and 
groups in a variety of settings 

12) Maintain a commitment to life-long 
learning and the on-going development 
of their employment and career skills 

 

Values research in contributing to developments 
in the profession and improved standards of care 

13) Implement Occupational Health and 
Safety procedures 

 

Contributes to the maintenance of an 
environment which promotes safety, security and 
personal integrity of individuals and groups 
 

14) Understand important and current issues 
in health funding and health policy 

Manages effectively the professional care of 
individuals and groups 
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