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Title: INTRODUCING A DESIGN EXIGENCY TO PROMOTE STUDENT 
LEARNING THROUGH ASSESSMENT: A CASE STUDY  
 
Abstract 

Background Assessment technologies are often used to classify student and newly qualified 

nurse performance as ‘pass’ or ‘fail’, with little attention to how these decisions are 

achieved. Examining the design exigencies of classification technologies, such as 

performance assessment technologies, provides opportunities to explore flexibility and 

change in the process of using those technologies.  

Objective Evaluate an established assessment technology for nursing performance as a 

classification system.  

Methods A case study analysis that is focused on the assessment approach and a priori 

design exigencies of performance assessment technology, in this case the Australian Nursing 

Standards Assessment Tool 2016. 

Findings Nurse assessors are required to draw upon their expertise to judge performance, 

but that judgement is described as a source of bias, creating confusion. The definition of 

satisfactory performance is ‘ready to enter practice’. To pass, the performance on each 

criterion must be at least satisfactory, indicating to the student that no further improvement 

is required. The Australian Nursing Standards Assessment Tool 2016 does not have a third 

‘other’ category, which is usually found in classification systems.  

Discussion Introducing a ‘not yet competent’ category and creating a two-part, mixed 

methods assessment process can improve the Australian Nursing Standards Assessment 

Tool 2016 assessment technology. Using a standards approach in the first part, judgement is 

valued and can generate learning opportunities across a program. Using a measurement 

approach in the second part, student performance can be ‘not yet competent’ but still meet 

criteria for year level performance and a graded pass.  
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Conclusion Subjecting the Australian Nursing Standards Assessment Tool 2016 assessment 

technology to analysis as a classification system provides opportunities for innovation in 

design. This design innovation has the potential to support students who move between 

programs and clinicians who assess students from different universities. 

 
Keywords: assessment, clinical competence, measurement, standards, student nurse. 
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Introduction 

Clinical competence for entry to practice nurses has become an important international 

concern for regulatory, education and health service providers, as well as students. The 

direct effects of clinician competence on consumer outcomes justify the overwhelming 

interest in nurse competence. And yet, the highly heterogeneous nature of health services 

has made the search for a single, simple to use assessment technology challenging (Cowan 

et al, 2005; Norman et al., 2002) and not recommended (English et al., 2014).  

Competency assessment instruments often emerge as a ‘black box’ technology, “… a 

tool that is no longer questioned, examined or viewed as problematic, but is taken for 

granted” (Fujimura, 1996, p. 23).  However, given the lack of existing evidence of how the 

standards and associated assessment technologies are used to make decisions about 

competence (Terry et al., 2017), it is timely to ‘open the box’ for analysis. As a 

classification system, one that classifies nurse performance, competency assessment 

instruments are suffused with ethical and political values related to accountability, safety, 

professionalism and others. By remembering the ethical and political values of a black box 

technology, spaces for change and flexibility can be explored (Bowker & Star, 2000). This 

case study aims to describe how assessment technologies, used to classify student nurse 

performance, can be improved.  

 

Literature Review 

Competence  

While there is general agreement that competency should be assessed over time (Franklin & 

Melville, 2015), competence and competency are not well defined in the nursing literature. 

In a concept analysis, Tilley (2008) concluded that a lack of a clear definition has impeded 
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progress towards assessment of effective practices in nursing. In Australia, competence 

emerged as a concept in nursing in the late 20th century, defined as: 

… the combination of attributes (knowledge, capabilities, skills, 
attitudes) structured into competencies which enable an individual or 
a group to perform a role or set of tasks to an appropriate level or 
grade of quality or achievement (that is, an appropriate standard) in a 
particular type of situation, and thus make the individual or group 
competent in that role (Preston & Walker 1993, p.116).   

 

While the decision to adopt competence as an organising framework for the profession 

was hotly debated in the 1990s (Alspach, 1991; Ashworth & Morrison 1991; Cheek et al., 

1995; Chambers, 1998; McAllister, 1998; Milligan, 1998; Chapman, 1999), the use of 

competence and competency assessment by the Australian and international nursing 

communities has rapidly increased since 1988 (Chiarella et al., 2008), becoming ubiquitous, 

with other ways of conceptualising nursing practice rendered invisible.  

Expressed as standards, competencies codify and prescribe a particular set of ethics 

and values (Star & Lampland, 2009). Performance that is consistent with professional 

expectations is often determined within highly localised teams across a variety of health 

settings; that is, professional expections may vary dependent on context. Students must 

quickly assess and negotiate the shared values within each team in order to access learning 

opportunities (Levett-Jones et al., 2009), which can lead to performance that meets the 

standard for a pass grade, so they can continue in the program. Students who are unable to 

negotiate the ethics and values of the health team in which they are immersed for clinical 

learning may experience poor outcomes including confusion, ineffective team work and an 

inability to demonstrate competence. 

 

Using assessment technologies 
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From the early development of assessment technologies, there was a focus on issues of 

reliability and validity (Donoghue & Pelletier, 1991) and this focus continues today (Wu et 

al., 2015). However, while most literature is focused on designing valid and reliable 

assessment technology, a review of competence assessment instruments in nursing found 

that context is absent in these technologies (Windsor et al., 2012). In their qualitative study 

of mentors, Cassidy and colleagues (2017) found that a collective account of performance 

standards exist within nursing teams, which can be helpful when considering student 

performance that is borderline, suggesting that while implicit, context is actively considered 

by nurses working with students. One way of addressing the nuanced differences presented 

by context has been to develop competency guides (Brown et al., 2017) or sets of 

behavioural cues (Ossenberg et al., 2016). While these go some way to address the 

variability in practice settings, these guides are very long documents which can be a 

deterrent to use.  

Inter-rater reliability is an important concern in the use of assessment technologies and 

refers to the degree that two or more independent assessors, apply the same value to the 

asset being measured (Kelly, 2005). At the time that assessment technologies for 

competency assessment were emerging (Donaghue & Pelletier, 1991), clinical supervisors 

and students were supernumerary and one supervisor worked with six students (Grealish & 

Carroll, 1997). In this configuration, there was time to train supervisors to use the 

assessment technology, and for supervisors to assess the students over time, providing 

comprehensive feedback on their performance. In contrast to this, students undertaking 

practice experiences today enter the field in a variety of placement models from 

preceptorship and mentorship to clinical supervision and Dedicated Education Units, with 

variable levels of consistent support and assessment (Butler et al., 2011; English et al., 

2014). One common element in these models is time constraints, which limit opportunities 
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for feedback (Hutchison et al., 2016; Burke et al., 2016). In light of the changes in clinical 

placement provision, the search for the best assessment technology has shifted from valid 

and reliable to include other features such as, meaningful to busy assessors (English, 2011; 

Ossenberg et al., 2016).  

The use of assessment technologies has subtly shifted. Initially the instruments were 

promoted as a framework for the provision of feedback to support student learning 

(Donoghue & Pelletier, 1991) but more recently, they have been used to ‘sign off’ students 

as registration ready (Gallagher et al., 2012). For nurses who work with nursing students, 

this shift has resulted in a tension between providing feedback and making a summative 

judgement (Gallagher et al., 2012; Hutchison et al., 2014; Wu et al., 2015). In some places, 

this tension in the use of the instrument is addressed through an explicit package that 

includes a learning contract (Zasadny & Bull, 2015). These tensions create problems for 

nurses who work with students. They value humanist elements of the process of assessment, 

providing feedback and reciprocity of learning (Burke et al., 2016), however this can create 

problems for the assessment of students who have borderline or poor performance (Cassidy 

et al., 2017).  

 

Approaches to assessment 

There are two dominant approaches to assessment in higher education: measurement 

and standards (Biggs, 2005). In a measurement approach, knowledge is quantitative and 

better learners know and do more, grades are associated with the maximum number 

possible, and assessment is a stand-alone activity, unrelated to teaching (Biggs, 2005). In a 

standards approach, student performance is assessed against a standard that is set at an 

acceptable level (Biggs, 2005).  The standards approach can accommodate different 

performances in different situations or circumstances and teachers are positioned to make 
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judgements about performance quality (Biggs, 2005). Reliability is grounded differently in 

each. In the measurement approach, reliability is grounded in the instrument and in a 

standards approach, reliability is grounded in the assessor’s judgement (Biggs, 2005).  

When judgement is central to assessment, students can be engaged to make 

judgements about their learning as a normal part of the assessment activities, rather than an 

‘add-on’ (Boud, 2007). In this way, the discourse of informing judgement has a dual focus 

on the learning needs of the student as well as the legitimate need of others to have an 

account of student learning outcomes (Boud, 2007).  In this example of nursing, ‘others’ 

include regulators, universities and health services.  

Grades are essential in the measurement assessment approach (Biggs, 2005). In a 

standards assessment approach, grades can be used when clear grade descriptors are present 

(Boud, 2007). When performance is graded, there are opportunities for the assessor to work 

with the student to improve future performance, identify future learning goals and become a 

lifelong learner and clinician. Identifying future goals is consistent with health workplaces 

that foster continuous improvement (Boud & Molloy, 2013) and may increase rapport 

between the learner and the assessor, generating conditions that enhance learning (Molloy, 

2010). 

Students are consistently found to be focused on the process of assessment (Bradshaw 

et al., 2012; Heaslip & Scammel, 2012), with strategies to support students to judge their 

own learning beginning to emerge (Boud & Molloy, 2013). How assessment technologies 

can engage students in assessing their own performance, rather than simply focusing on the 

processes is a significant challenge. 

In summary, while the research into assessment technologies has continued to 

advance, studies into how these technologies are used to make judgements about students’ 

performance and more importantly whether they pass or fail have not been explored. 
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Competency assessment technologies are classification systems. Classification theory 

assumes that categories are non-existent until socially constructed, and even then, most lay 

people are unaware of the multitude of categories that exist in the social world (Bowker & 

Star 2000). There are three design exigencies in classification systems: the balancing act of 

classifying work by incorporating ambiguity is recognised; the voice of the classifier is held 

present; and the system is sensitive to exclusions (Bowker & Star 2000, p. 325). This 

research aims to evaluate one well established assessment technology as a classification 

system. Through this evaluation, recommendations for improvements in assessment 

technology are provided.  

The ANSAT 2016 assessment technology was selected as the classification system for 

analysis. The ANSAT was originally developed in Australia as a single instrument to assess 

student nurse competence in 2014 and was found by the developers to be a valid assessment 

tool (Ossenberg et al., 2016).  The ANSAT assessment technology was developed in close 

alignment with the national registered nurse regulatory standards, and through this 

association aimed to integrate performance assessment across many organisations and states 

(Grealish, 2012). In 2016, the ANSAT was adapted to the recently published and current 

Australian Registered Nurse Standards for Practice (2016). This makes the ANSAT 2016 a 

powerful social and political technology, worthy of closer evaluation.  The ANSAT 2016 

comes with a Resource Manual, a list of Performance Cues, and regular updates (see: 

http://www.ansat.com.au/). As an example of a classification system, the ANSAT 2016 

classifies student performance as satisfactory (competent) or not (not competent). 

Performance that is judged to be satisfactory, good or excellent allows the student to 

progress in the clinical stream of the degree program, thereby working towards a valued 

career in nursing. 

Methods  

http://www.ansat.com.au/
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Design 

A case study approach for the evaluation of the ANSAT 2016 was adopted (Yin 2009).  

The evaluation process included two major steps: the first was a review of the 

technology to assess performance quality (ratings) reliability, and grading (Biggs, 2005); 

followed by a second step, a review that focused on design exigencies (Bowker & Star, 

2000).  

 Data collection & analysis 

The ANSAT 2016 Clinical Placement Assessment Tool (ANSAT 2016_v1.2_160629) 

and Resource Manual (Developed 13 March 2014_revised 30 June 2016) were printed 

and reviewed. In the initial review, the two authors (LG, JS) independently read and re-

read the documents, with attention to key features of the assessment approach focused 

specifically on performance quality (ratings), reliability, and grading.  Following this 

initial review, the two authors discussed their findings and negotiated agreement on the 

quality, reliability and grading of the technology . 

The first author (LG) conducted the secondary analysis that focused on the three 

design exigencies of Classification System Design theory a priori: “incorporating 

ambiguity in the balancing act of classifying; classifier’s voice is held present; and the 

system is sensitive to exclusions” (Bowker & Star, 2000, p. 325). The second author (JS) 

reviewed and validated the secondary analysis. 

The design of assessment technologies is recognized as complex work, that is 

socially and politically loaded (Windsor et al., 2012). As such, the analysis of one 

assessment technology over others creates ethical  and social concerns for the developers 

of that technology. At the same time, technology that is as important to nursing and 

community well-being as competency assessment technology is open to peer review and 

critique In consideration of fairness and the spirit of peer review, the findings were 
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shared with the  senior developer of the assessment technology whose feedback was 

considered before this manuscript was submitted for publication.  

 
Findings 

The following findings are described and discussed below - performance quality, reliability, 

grading and the design exigencies of the ANSAT 2016 as a classification system used to 

grade clinical performance. The processes for judging performance quality, using ‘ready to 

enter practice’ as the standard for pre-service performance could create confusion for 

students and those assessing their performance and that a third, ‘not yet competent’ category 

may go some way to address this short-coming.   

Performance quality 

The minimal performance quality at each level of the program, years 1, 2 and 3 is 

considered to be satisfactory or a score of 3, which is consistent with the beginning 

registered nurse. Specifically, the satisfactory quality of performance (score of 3) is found in 

the following excerpts: 

• The Global Rating Scale uses five points: excellent (5), good (4), satisfactory (3), 
limited (2), and unsatisfactory (1) (Resource Manual, p. 14) 

• The minimum beginning registered nurse standard is – satisfactory (Resource 
Manual, p. 15).  

• Satisfactory is described as “…an adequate student will be safe and capable. A 
satisfactory student would typically be able to:  

o Manage a variety of patients with relatively uncomplicated needs, such 
that the patient/client’s major problems are identified, major goals 
established and treatment is completed safely and effectively within a 
reasonable timeframe 

o Have awareness of their limitations and when to seek assistance” 
(ANSAT Resources Manual, p.15) 

• The score ‘3’ (satisfactory) is used “…when the student has demonstrated 
performance that is the minimum performance considered necessary to achieve safe 
beginning level practice” [i.e. newly qualified nurse] (Resource Manual, p. 33). 
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Students are required to demonstrate satisfactory qualities for each domain area, where 

scoring 1 or 2 for any assessment items means “…they have not met the requirements for 

that domain and as such cannot be recommended by the assessor to have passed the 

placement” (Resource Manual, p. 34). A performance of a quality deemed ‘fail’ is at a score 

of 1 or 2, and characterised by students who: 

• Are unsafe with clients; 

• Demonstrate unsatisfactory of limited competence (marked inconsistency); 

• Only perform safely and appropriately with substantial supervision and/or 
assistance; 

• Demonstrate limited understanding and application of fundamental knowledge 
and skills; and/or 

• Have significant gaps and/or inaccuracies in knowledge and skills (Resource 
Manual, p. 28).  

Performance quality at the higher levels of 4 and 5 include “manage a variety of 

patients, including complex patients, meeting the minimum acceptable standard at a skilled 

level” (Resource Manual, p. 15) and incorporating aesthetic elements of independence, 

sensitivity, efficiency, flexibility, adaptability, and insight as excellent (level 5) quality 

(Resource Manual, p. 15).  

There is also a ‘not assessed’ option for each of the 23 criteria. In the Resource 

Manual, it is emphasised that “if an item is not assessed it is not scored, and the total 

ANSAT score will be adjusted for the missed item” (p. 16). However, no limitations on the 

number of criteria that are not assessed in order to determine a fail grade are addressed, nor 

are there guidelines on determining limitations of non-assessed items.  

In summary, there are only two categories produced by the ANSAT assessment 

technology: ‘pass’ or ‘fail’.  Performance quality on assessment criteria must be satisfactory 

(level 3) in order to be categorised as a ‘pass’. Students who achieve less than a satisfactory 

quality of performance on any of the 23 criteria would fail the placement experience and not 

be able to progress in the Bachelor of Nursing program, yet a student who was not assessed 
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in any number of the 23 criteria may still pass the clinical placement.  These two identified 

aspects constitute points of divergence in the useability of the ANSAT 2016. The former 

introduces the possibility of assessor bias. The latter raises inconsistencies, in terms of the 

comparison of student performances across the course, when placements afford different 

opportunities to perform for the purpose of assessment.  

Reliability 

Assessment is subjective highlighting the importance of inter-rater reliability of 

the ANSAT, which unfortunately was not assessed in the validation of the ANSAT 2014 

(Ossenberg et al, 2016). In addressing inter-rater reliability, the Resource Manual (2016) 

informs the reader that it is “important that students assessed by one assessor receive a 

similar rating if assessed by a different assessor” ( p. 31), emphasising that the instrument 

can qualify performance if the assessors know how to use it.  

The role of the assessor’s judgement is recognised as a source of possible bias 

when using the ANSAT 2016 technology (Resource Manual, pp. 25-26). The possible biases 

include rater bias, halo effect, devil (horn) effect, leniency, central tendency, anchoring, and 

outcome bias (Resource Manual, pp. 25-26). To avoid bias, assessors are encouraged to 

undertake regular training, follow a specific assessment process, collaborate with the 

university and the workplace, and consult an independent assessor (Resource Manual, p. 

31).   

Grading 

How the ANSAT 2016 can provide a grade for clinical performance is discussed in the 

Resource Manual. Firstly, the items (n=23) within each of the seven standards of the 

ANSAT 2016 are scored. The Global Rating Scale (GRS) provides a final performance 

quality description as noted in performance quality. The relationship between item scores 

and GRS scores is left ambiguous – open for university staff interpretation. For example, 
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“Universities might consider both item and GRS scores when deciding whether a student 

would benefit…” (Resource Manual, p. 14).  The ANSAT 2016 has a raw score of 115 and 

again discretion to the universities is provided in the resource guide, “...universities may 

apply additional hurdle requirements on certain items, and may have different weightings for 

the ANSAT component of a clinical placement/course result” (p. 33).  

Feedback to students is not specifically discussed in the Resources Manual, however 

the use of the ANSAT 2016 behavioural cues is encouraged to provide examples of 

behaviours that are needed to demonstrate satisfactory performance (p. 35). It is noted that 

feedback to students should “…describe the behaviour that the student needs to demonstrate 

in order to achieve a higher grade” (Resource Manual, p. 33). These approaches to feedback 

indicate that a standards assessment approach is used, with the quality of performance and 

criteria emphasised in feedback to inform the student of how to develop further.  

Design exigencies 

The balancing act of classifying work by incorporating ambiguity is recognised in 

classification systems (Bowker & Star, 2000). In the ANSAT 2016 assessment technology, 

the relationship between (1) the scores on the 23 criteria and (2) the Global Rating Scale is 

left open to interpretation by universities, excluding the assessor in the process. The final 

classification, pass or fail grade, is not in the control of the assessor; the assessor makes a 

recommendation.  In the process of making a recommendation, both the assessor and student 

are encouraged to gather evidence from practice to support claims about quality on each of 

the 23 criteria (Resource Manual, p. 10). There is scope for the assessor and student to 

discuss their observations of performance and compare to the behavioural cues provided in 

the package (Behavioural Cues) before a final decision is made. 

The second design exigency is that the voice of the classifier is present (Bowker 

& Star, 2000, p. 325). The ‘classifier’ in the case of students, is the university, which is 
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clearly identified as a stakeholder (Resource Manual, p. 7). However, who finally classifies 

the quality of performance or the GRS, whether it is unsatisfactory, limited, satisfactory, 

good, or excellent, is not explicit. Grading of performance is left open for staff in the 

universities to decide. In this way, the voice of the classifier is not visible to the student and 

assessor, with little guidance about how the performance quality is graded.  

The third and final design exigency is that the system is sensitive to exclusions 

(Bowker & Star, 2000, p. 325). The ANSAT 2016 assessment technology has no exclusions, 

the quality of performance at satisfactory (3) or above is a pass, “the minimum performance 

considered necessary to achieve safe beginning level practice” (Resource Manual, p. 33). 

Performance at unsatisfactory (1) or limited (2) are not considered a pass. When specific 

criteria are not observed, often due to limited opportunities for practice, then those are 

marked as ‘not assessed’ and not counted in the final rating (Resource Manual, p. 16). The 

lack of a third ‘other’ category, means that students who are borderline in their performance 

are classed either as ‘fail’ or ‘pass’.   

 

Discussion  

A standards approach to assessing competence has dominated Australian nursing 

(Chiarella et al., 2008) and as an example of assessment technology, the ANSAT 2016 

appropriately reflects the national standards. However, the ANSAT 2016 is not simply 

an assessment technology, it is also a classification system, classifying student 

performance as pass (competent) or fail (not competent), with significant ethical and 

political outcomes for the students, the university and health services. This review of the 

ANSAT 2016 assessment technology raises issues around: (1) the value of judgement in 

making assessment decisions, (2) the need for a new, ‘other’, category, and (3) the need 
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for nationally standardised grading to support students to learn through assessment while 

creating national consistency in rating student (learner) performance. 

In standards approaches to assessment, judgement about performance quality is 

valued and reliability is grounded in the assessor’s judgement (Biggs, 2005). The 

ANSAT 2016 appears to use a standards-based assessment approach, with the assessor 

collecting information about student performance on a variety of activities and then 

forming a judgement about the standard of practice. However, the original instrument 

has been subjected to validation as a measurement tool (Ossenberg et al., 2016). Used as 

a measurement tool, assessor judgement is considered to be a potential source of bias. 

This implicit paradox, requiring assessors to judge performance in a standards 

assessment approach and then describing that judgement as a source of bias, is 

problematic for assessors. Further to this, assessors are not the final arbiters of the 

classification decision of pass or fail; this is the university’s decision, indicating less 

value for assessor judgement.  

One way to address this paradox is to place judgement as central to the assessment 

process. Consistent with Boud (2007), we suggest that the feedback cycle process 

described in the Resource Manual (p. 10) could become an organising framework for the 

assessment process, with more guidance on how to include students in making 

judgements about their learning as a normal part of assessment activities rather than an 

‘add-on’. In this way, developing judgements about performance using the ANSAT 2016 

and associated performance cues, becomes a valued part of the assessment process rather 

than a source of bias. When judgement is accepted as a necessary part of the assessment 

process, the assessor can make the classification decision about the performance in the 

practice site rather than deferring responsibility to the university.   
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A key design exigency in classification systems, the requirement for an ‘other’ 

category, is not met in the ANSAT 2016. The ANSAT 2016 requires that students 

perform at a satisfactory level in order for the performance to be classified as ‘pass’ 

(competent). Scoring less than 3 on any of the 23 items would lead to a performance 

being categorised as ‘fail’ (not competent), whereas non-performance of some items due 

to inadequate opportunities can still lead to a pass grade.  

In the Resource Manual (2016), satisfactory is defined as the minimum registered 

nurse entry-to-practice performance (p. 15). This is another paradox in the ANSAT 2016 

assessment technology: the student is learning to be a nurse, and therefore assumed to be 

not ready (competent) for registered nurse practice, but must meet the standard for entry-

to-practice in order to gain a ‘pass’ (competent) grade. When performance is satisfactory, 

and satisfactory is defined as entry-to-practice competence, there is little scope for 

conversations about continuous improvement. Further, when confronted with the 

significant decision of recommending ‘pass’ or ‘fail’, assessors will err on the side of 

‘pass’ due to the consequences of a ‘fail’ grade for the student. This decision signals to 

the student that no further improvement is required. 

The description of a performance that indicates a fail grade is described in the 

Resource Manual (p. 27). However, there is little capacity in the current instrument 

design for nuanced judgements about performance that approximates graduate level 

practice.  Nor is there a requirement that all criteria are observed in order to achieve a 

pass grade. We suggest an additional category for the ANSAT 2016 assessment 

technology – ‘not yet competent’. If nursing students are classified as ‘not yet 

competent’ as they progress through the program, there are opportunities to have 

‘unsatisfactory’ or ‘limited’ judgements of performance or ‘not assessed’ on some 

criteria but still exhibit a satisfactory performance overall.  
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In order to introduce the ‘not yet competent’ category, we suggest a two part, 

mixed methods, assessment process. The initial assessment, whereby nurse assessors 

judge student performance against the 23 criteria is a standards based approach. The 

second part, classification of overall performance is a measurement approach. A grading 

system, identifying the number of criteria that must be met for each level of the program, 

provides clarity to students and assessors regarding what constitutes a satisfactory 

performance (See Table 1). This process clearly identifies the need for all 23 criteria to 

be met at a satisfactory level of performance on the final placement.  

 

Please insert Table 1 about here 

 

With the recommended graded performance across the program, there are 

opportunities for the student and assessor to identify areas for learning in future 

placements, as well as develop skills in lifelong learning – identifying limitations and 

planning how to address these. The expected benefits of this approach, increased rapport 

between learner and assessor (Molloy, 2010) and a foundation for the process of 

continuous improvement (Boud & Molloy, 2013), could be tested through further 

research.  

The two-part mixed methods assessment process can provide national consistency 

in rating student (learner) performance. It can provide a method for making decisions on 

performance across the three-year program. Given that the nursing profession regulates 

Bachelor of Nursing curricula, the introduction of consistent requirements for 

performance across year groups contributes to standardising assessment of clinical 

practice. With the recommended changes, the ANSAT 2016 can be used to assign 
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specific grades to student performance using the earlier hurdle requirements for a pass 

and global rating scores to calculate the grade. For an example, refer to Table 2.  

 

Please insert Table 2 about here. 

 

We suggest that this two part approach, mixing the methods of measurement for 

grading following the standards assessment process, provides a minor, but important 

design innovation to the ANSAT 2016 technology. This innovation produces a 

consistency across programs that can facilitate student movement between programs and 

provides a clear framework for nurse assessors to monitor student learning for students 

in the workplace from different programs. A graded approach to classification, that 

recognises that students are ‘not yet competent’ creates rich opportunities for student 

learning, values nurses’ judgement in the assessment process, and provides an emerging 

national system for performance assessment.   

 

Conclusion 

The analysis of assessment technologies, which classify nursing performance, is 

important. These classification technologies can prevent a student from reaching 

graduation, stop a newly qualified nurse from securing a continued contract, and stop a 

registered nurse from practising on the grounds of being not competent. Individual and 

organisational livelihoods are dependent upon this classification system. In this case 

study, we found that the ANSAT 2016 assessment technology has the potential for 

significant benefit in standardising the assessment of student nurse practice in a range of 

health settings. Opening the black box technology, and identifying two paradoxical 
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characteristics of the ANSAT 2016, provides an opportunity to further develop this 

assessment technology for national implementation.  

Drawing upon theory from classification systems design, we suggest modifications 

to incorporate a third category, ‘not yet competent’ to increase sensitivity to exclusions. 

The modifications include a two part assessment process that (1) reframes assessor 

judgement as a source of feedback rather than a source of bias by adopting a standards 

assessment approach in part one; and (2) uses a grading system to describe the level of 

performance required at each stage of the Bachelor of Nursing Program. Research into 

the feasibility of this design exigency is required before recommending widespread 

change.  
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Table 1. Proposed grading system 

 Year 1 Year 2 Year 3/1 Year 3/2 

Number of items 

with score of 3 or 

higher 

12 18 18 23 

* Satisfactory (3) is consistent with entry-to-practice level  
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Table 2. Proposed grading system 

 Year 1 Year 2 Year 3/1 Year 3/2 

Hurdle requirement: 

Number of items 

with score of 3 or 

higher 

12 18 18 23 

Score     

High Distinction 70+ 80+ 80+ 90+ 

Distinction 62-69 71-79 71-79 83-89 

Credit 56-61 66-70 66-70 76-82 

Pass 47-55 62-65 62-65 69-75 

Fail 46 or lower 61 or lower 61 or lower 68 or lower 

 

23 items  

o Range 1-5 

o Satisfactory performance on all categories indicates newly qualified nurse 

level e.g. ready to graduate 

 

 
 

 


