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Abstract.

The purpose of this study was t,o compare the clinical

competence of diploma and baccalaureate prepared nurses

employed in a large tertiary care hospital in a Midwestern

Canadian city.

Social, technological, and developmental changes in the

contemporary health care system have resulted in a need for an

expanded nursing role. The baccalaureate degree has been

proposed by the professi-onal associations as a minimum

requirement for entry into practice by t.he year 2000 because

its graduates vtere expected to provide more compeÈent care

than diploma graduates. However, a review of the lit,erature

yielded controversial and inconclusive data, and has failed to

reveal any differences in the clinical competence of the two

groups.

A Model of Clinical Competence was utilized as an

organizational framework. The dependent variable of clinical

compet,ence was measured through the impact of the independent

variables of education, continuing education, and areas of

clinical practice. Experience was used as a covariate.

A sample of 330 diploma and baccalaureate graduates and

their 46 head nurses or supervisors completed the Staff Nurse

and Head Nurse Forms of the Schwirian 6D Sca1e of Nursing

Behaviours. Resulting data of se1f, and supervisor ratings
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r^rere subjected to statistical tests of ANOVA, MANOVA, and

MANCOVA, to determine differences between the two groups.

Data analysÍs faÍIed to reveal any sÍgnificant

differences between diploma and baccalaureate graduates. The

main effects of area of practÍce, continuing education, and

the covariate of experience r^¡ere signif icant. However, îo

significant main effect, for the variable of education !.tas

found. Moreover, when education was paired wÍth the variables

of area of practice, continuing education, and experience, no

significant interaction effects were obtained. Therefore'

findings did not support any differences Ín clinical

competence between hospital employed diploma and baccalaureate

graduates.

Result,s of this study have faÍIed to establish a

relationship between clinical competence and nursing

education. Individual characteristics such as motivation and

satisfaction, were postulated to be the variables responsible

for the variance in clinical competence ratings. Consequently'

further research guided by a revised version of the Mode1 of

C1ÍnicaI Competence was suggested in order to study the

constructs within the variable of individual characterÍstics.
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Chapter L

ÏNTRODUCTION: THE RESEÀRCH
PROBLEM AND PURPOSE

The contemporary health care system can be depicted as

chaotic, market-driven, evolving and dynamic (Fralic, 1989).

Increases Ín stress-related illnessr ên aging population, the

expandi.ng cultural diversity, the complexity and intrusiveness

of health care technology, and the heightened acuity level in
hospitals are only a few factors contributory to an expanded

and more complex nursing role (American Associat,ion of

Colleges of Nursing [AACN], 1986; Partridge, 1978) . The healt,h

care system is purportedly shifting from a hospital-based,

ÍlIness and dÍsease focus to a health-oriented, community-

based approach (GiIIis, 1989; Owen, L988). Consequently, the

nursing role is changing with the evolution of the health care

syst,em and must continue to be redefined and/or refined in
congruence with the health needs of the publÍc (Bramadat, &

Chalmers, L989¡ Moloney, 1986).

The Canadian Nurses' Association (CNA) and t,he provincial

nursing associations have proposed that, the baccalaureat,e
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become mandatory for nursing practice by the year 2000

(Moloney, L986; Rovers & Bajnok, L988). The American Nurses'

Association (ANA) formally endorsed this stance in 1965

(Moloney, L986 ) . In general, the trend toward t,he

"academization" (Bergman, L986, p. 1i-0) of nursing is world-

wide (Bergman, 1986). It is predicated on the belÍef that t,he

survÍvaI of nursing depends on the quality of its practice and

the competence of Íts practitioners which, in turn, depend on

the qualÍty of its educational underpinnings (Akinsanya, 1990;

Sa1vage, L98L¡ V{arner, Ross & Clark, L988).

The issue of the mandatory baccalaureate poses a dilemma

because it is emotionally laden with polÍtical, social'

economic, and professional ramifications (Sa1vager 1981).

Nurses Ín Canada consti.tute in excess of 50 percent of health

care workers (Da1ton, 1990). Of these, approximately 60-80

percent are hospital-employed; 9.5 percent are community-

employed; and 6.8 percent work in chronic-care facilitÍes

(ÐaIton, L990¡ McCarthy, L989; Moccia' 1-990). Both the

baccalaureate and the diploma levels of education prepare

graduates as generalists. However, the baccalaureate program,

which is grounded in the philosophy of a liberal education,

prepares nurses for leadership roles and community-based

(professional) practice within a wider scope of responsibility

related to the sharing of tasks in the bid to ensure the weII-

being of ÍndÍviduals, groups, and communitíes. The diploma

program, which has a technical/vocational focus, augmented by
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a minor focus on liberal education, prepares nurses for
hospital-based (technical) practice wit,hin a clearly defined

and narro!{er scope. Both systems share similar beliefs and

values (Cantor, L974; Davis-Martin, L990; Reimer Janzen, L990¡

!{oolley, L986). The 'technical' and 'professional' Iabels are

based on attained educatÍon and have contributed to further

dÍscord between these two groups (Bramadat & Chalmers, L989).

Multiple routes to nursing preparation and a lack of

educational standardization remai-n sources of confusion while

the search continues for relevant economic avenues to prepare

nurses to meet the challenges of the future (Bramadat &

Chalmers, L989¡ Van Maanen, 1990). To date, considerable

IÍterature has been generated on the merits of the

baccalaureate preparation (Bramadat & Chalmers, L989; Halnlrard,

L982; Johnston, L982), on the merits of the diploma program

(Hogstel , L977; Vtarner et ê1. , 1988; V'Iuthnow, 1986 ) , and on

the merits of bot,h programs (hlarner et ê1., 1988; lfuthnow,

1986 ) .

Statement of the Problem

One of the most critical issues facing the nursing

profession in Canada is the proposed mandatory baccalaureate

for entry int,o practice. Currently, two leve1s of educati.on

are available for registered nurses in Canada and in the
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United States: the two year diploma or associate degree, and

the four year baccalaureate degree programs (Bramadat &

Chalmers, L989¡ Moloney, 1986; Rovers & Bajnok, 1988).

However, skill differentiation among the graduates of the

various programs is difficult to ascertain (Arms, Chenevey'

Karrer & Hawthorne Rumpler, L985; Moloney, 1986; Wetzel, Berg

& Ga1lagher, L989). For instance, nursing practice in the

hospital setting is patient centred and task oriented.

Generally, all aspects of care are provided by registered

nurses whose professional functions are rarely differentiated

on the basis of educational preparation (baccalaureate or

diploma). However, according to Gillis (L989), baccalaureaÈe

prepared nurses have been described as unprepared to function

effectively and efficiently in the practice setting. This

accusation has led to considerable discord among many nurses

(Sty1es & Holzemer, 1986) and has resulted in a desire to

further investigate the competencies of diploma and

baccalaureat,e graduates .

The specific research question to be investigated $tas: Is

the baccalaureate prepared nurse (RN/BN) more clinically

competent than the diploma prepared nurse (RN) in the five

main hospital based practice areas of obstetrics/ gynecology,

surgery, medicine, psychiatry, and pediatrics, when the effect

of experÍence is controLled?



Background of the Problem

The diversity of nursing education has resulted in a

multi-tiered system within the profession. The call for the

baccalaureate as the minimum requirement for entry into

nursing practice has been perceived as threatenÍng by many

nurses. They interpret this move as the first step in the

reconfiguration of the profession and of its practice.

The necessity of preparÍng baccalaureate graduates as

generalists for hospital based service is questionable when

institutional demands for specialized technical knowledge

continue to outweigh their needs for generalists (Moloney'

L986). Additionally, the educational- issue has created

disconcordance among nurses who are labelled as 'technical' or

'professional' on the basis of their education (Bramadat &

Chalmers, l-989), yet remain undifferentiated in task

allocation in the hospital setting (Raymond, 1988). The

question of what constitutes professional versus technical

education divides nursing, and controversies about what

comprises adequate clinical competencies for professional and

technical education remain sources of heated debate (Moloney,

le86 ) .

CIinical competence is a broad and i11-defined concept.

Perhaps a prime problem is a lack of a clear definition of

nursing duties and nursing competencies. Nurses practising

within the hospital setting, generally are required to
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functÍon in diverse roles and settings, which requÍre a great

variety of skiIIs. During evenings, nights, and weekendsr when

the multi-disciplinary approach to patient-care comes to a

halt, the demands placed on nurses become even more

encompassing, comprehensive and multifaceted" This is the

reality of modern nursing practice because other health care

professions, such as physiotherapy and social work, are

generally off duty during such times. Consequently, competent

nurses are expected to assume the functions of these absent,

professionals in addition to their own normal work loads.

However, definitions of competency are abundant but vague.

Competency generally refers to skills acquired through an

educational process. It is multifaceted during practice, and

does not require excellence. As both diploma and baccalaureate

graduates are required to pass the same licensure examination

and must adhere to the same standards of practice, the

compari.son of the graduates on broad competencies appears to

be of vital importance.

Summary of the Study Chosen for Partial Replication

This study r^ras a partial replication of an American study

by McCloskey ( L983a) titled "Nursing Education and Job

Effectiveness". McCloskey sought to determine whether nurses

with different educatÍona1 preparation differed in degree of
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job effectiveness. She studied four levels of nurses: the

licensed practical nurse (LPN), t,he associat'e degree and

diploma prepared registered nurse (RN), and the baccalaureate

prepared registered nurse (RN/BN). She included a model of job

effectiveness which encompassed the variables of formal

education, continuing education, job skills, job

responsibility, and academic aptÍtude.

McCloskey ( 1983a) chose job effectiveness as the

dependent variable which would be defined by head nurse (HN)

ratings of staff nurses by comparing them to each other, to a

best nurse, to a competent nurse, and to a worst nurse. The

educational preparation of the HNs htas not specified. The

dependent variable of skilI performance l¡tas determined by self

and head nurse ratings on the Schwirian Six-Dimension Sca1e of

Nursing Behaviour (6D Scale). McCloskey analyzed a total of 36

variables, through the use of the Schwirian scale and through

two data collection questionnaires: the staff nurse and head

nurse forms. A representative sample of 299 nurses composed

of 53 LPNs, L97 RNs, and 49 RN/BNs, which constituted a 75

percent return, was obtained through a stratified random

sampling of hospitals. McCloskey analyzed t'he data by means of

a stepwise rnultiple regression analysis of the identifÍed 36

variables of job effectiveness. She concluded that there is no

difference between and among graduates of different nursing

programs, and hypothesized that the reason for this lack of

difference among hospital employed nurses may be career
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motivation. However, alternate causative factors such as

int,eltigence, aptit,ude, or other intra and/or interpersonal

variables may also account for these findings. Overall, she

recommended further research in this area and more comparisons

of nurses from various educational programs who work in varied

hospital settings. She also recommended continued

investigation of the relationship between general education

and professional education for nurses.

Purpose of the Study

This partial replicatÍon study was designed Èo compare

the clinical competence of diptoma and baccalaureate prepared

nurses employed in the five main clinical practice areas of

obstetrics,/gynecology, surgery, medicine, psychiatry, and

pediatrics, with durations of experience of less than one

year, L-2 years, 3-6 years' and 7 years and more.

Research studies of this nature are timely and necessary

in Iight of current trends Ín health care and nursÍng

education. Skyrocketing health care costs, a decreasing supply

of nurses, increasing educational demands and costs, and

declining enrolments in schools of nursing influence the

future role of t,he nurse in Canada and in Lhe Unit,ed States

(Baumgart & Larsen, L988; Bramadat & Chalmers, L989; Scheetz,

1989 ) . Consequently, the addit,ional cost f act,or of the
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baccalaureate education coupled with the reality of the later

entry into practice of its graduates become significant issues

(Primm, 1986). If studies do not demonstrate the clinical

superiority of the baccalaureate graduate, then the additional

preparation time for hospital-employed nurses may be subject

to furt,her scrutiny.

Importance of the Study

The majority of previous research studies comparing

graduates of t,he various nursing programs have been based in

the United States and may not be applicabl-e or transferable to

the Canadian scene, despite the many commonalities between the

two nations. Issues such as the universality of health care

and the private ownership of hospital facilities accentuate

these differences, while concerns relating to nursing

education and nursing competence remain similar in both

countries. Because of the paucity of reported Canadian

research studies on this topic, further research may be viewed

as desi-rable.

Generally, previous research comparing levels of nursing

graduates has been of mixed quality with regard to sampling

techniques, sample sizes, and methodologies. Conclusions

concerning t,he clinical superiority of t,he two educational

groups also have been mixed. Additional research is necessary
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in order to further clarify the issues, especially in the

Canadian setting. Such research may serve to validate and

guide contemporary trends in nursing education and pract'ice.

IdeaIIy, the goal of effective modern degree (RN/BN) and

vocational (RN) nursing education is to produce competent

practitioners capable of providing ftexible, responsible, and

comprehensive nursi-ng care. These qualified practitioners

would ensure the optimum health and well-being of their

clients by recognizÍng dynamic social changes and the need to

accommodate these changes. Considering that less than 20

percent of Canadian nurses graduate annually from

baccalaureate programs and that only L2 percent hold

baccalaureate degrees (Bramadat & Cha1mers, L989; Rovers &

Bajnok, 1998), further study comparing the clinical competence

of baccalaureate and diploma educated nurses is desj.rable.

V,fhile general agreement exists about the importance of

the preparation of future nurses, little consensus exists

between practÍce and education about the methods to ensure

clinical competence and about what const'itutes such

competence. This is illustrated by t,he diversity, and variet'y

of research activities in the area. While Schwirian (1978b)

viewed a broad, sound knowledge base in al1 areas relevant to

health and illness as mandatory for good clinical performance,

she found that practice performance grades were more useful

predictors of performance than academic grades. She raised the

question of what differentj.ates levels of nursing care.
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The issue of research into discreet nursing skills versus

the holistic approach to nursing is also pertinent. Future

research needs to take a broad, holistic approach to nursing

competenciesr ês the study of isolated skills such as

decision-making or problem-solving may not offer sufficient

Ínsight into the essence of holistic nursing. A multÍtude of

learned skiIls, acquired values, and individual motivation are

additional requisÍtes for the demonstration of c1ÍnicaI

compeÈence, which constitutes the profession of nursing. Vühile

this perspective does not negate the validity of' or necessity

fot, research into specific areas of nursing performance' a

broad spectrum approach to clinical competence is viewed as

necessary t.o deal with the question of the benefits or

deficiencies of the various leveIs of nursing education.

Consequently, as nursing is perceived as a dynamic,

multifaceted and multidimensional profession wÍth a wide array

of nursing behaviours, a broad spectrum approach was utilized

in this study so that these behaviours might be captured.

Theoretical Framework

A conceptual framework

direction for research (Bush,

blueprint around which practice

Chalmers, L987).

provides organization and

1985) and constitutes a

may be organized (Aggleton e
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The framework for this research rlras utilized to

investigate whether a difference exists in clinical competence

between graduates of diploma and baccalaureate programs. This

framework is a modificat,ion of a model of job effectiveness

presented by McCloskey ( 1983a) .

C1inical competence is at the core of the model and

constitutes the dependent variable (Dv). Four groups of

independent variables (IVs), placed around the core, influence

and determine clinical competence.

The first group is composed of nursing education at the

two Ievels, baccalaureate and diploma. It constitutes a one

way relationship wit,h clinical competence because, in itself,

clinical competence does not increase educational attainment.

Nursing practice or experience is the second group of IVs

which directly affect c1Ínical competence. The relationship

between skill and experience is well documented (Davis, L974¡

McCloskey, L983a, 1983b; Schwirian, L979).

Area of practice constitutes the third group of IVs and

is generally composed of an Índividual's working conditions'

and expectations of both, self and others. An environment

which does not promote self-expression, self-worth, and well

being, does not adequately meet an individual's needs and may

impinge on clinical competence.

Individual characteristics comprise the fourth group of

IVs which affect actual or potential competence in the
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clinical setting. Each characteristic is identifiable by its

nomenclature, such as benevolence.

This model is useful to highlight some of the

difficulties inherent in any research dealing with nursing

competence. Educational factors const,itute only one variable,

at different levels, which impinges on clinical competence and

is difficult to isolate from the other three variables in

relation to effect on the DV. The extent of influence of each

IV on clinical competence may vary with the individual.

Additionally, various levels of each IV may differentially

affect the DV. For instance, the two leve}s of education and

experience may differentially affect' competence.

This dynamÍc model is interactive in that the IVs may

impinge on each other in a reciprocal manner while they exert

their individual influence on the DV. AdditÍona1ly, this model

is amenable to change if any of the IVs Ís altered or

modifÍed.
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Figure 1. Mode1 of clinical competence
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Research Hypotheses

A hypothesis is a prediction of anticipated outcome of
one or more relationships between two or more variables. It
constitutes the statement which is subject to empirical

investigation and data analysÍs (PolÍt & Hungler, L987). It
is, therefore, a proposed solution to a research problem and

provS-des guidance and direction for data interpretation.
A comparative design was chosen for this study. The

assumption underlying the use of t,his design is that
sufficient knowledge about the variables of int,erest exist to

develop predictive hypotheses which are based on theory and

prior research (Brink & Wood, 1989).

The following directional hypotheses predicted the

outcomes of the research question according to the theoretical
framework used to guide this study:

l-. Baccalaureate prepared nurses will demonstrate a

higher leve1 of clinical competence than diploma

prepared nurses.

2. Nurses wit.h longer durations of experience will
demonstrate a higher level of clinical competence

than nurses with lesser durations of experience.

3. Ðiploma and baccalaureate graduates employed in the

five designated clinical areas will demonstrate

different levels of clinical competence.
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Baccalaureate prepared nurses will demonstrate a

higher level of cl-inical competence than diploma

prepared nurses at comparable levels of experience.

Definition of Terms

The following definÍtions are presented in order to

clarify the terms utilized in this study:

Baccalaureate (Professional) Prepared Nurse (RN/BN): A

registered nurse who is a graduat,e of a university based

nursing program (DeBack & Mentkowski, l-986; Kramer, L981).

DÍploma (Technical) Prepared Nurse (RN): A registered nurse

who is a graduate of a hospital or community college based

nursing program (Kramer, i-981).

General (Liberalì Education: Consist,s of courses from many

fields of knowledge which are assumed to impart understanding

of major concepts and principles of the arts and sciences, and

provides the foundation and tools for life-Iong learning

(Lamar Johnson, L982; Porter, Blishen, Evans, Hansen, Harris,
Ireland, Jewett, Macdonald, Ross, Trotter & Vüi11is, 1971).

Clinica1 Competence, Competence, Job Effectiveness: A broad,

generic ability which transfers across settings and situations
and does not constitute discreet skiIIs. It, is developed and

acquired during educational preparation, is manifested in the

practise of the experienced nurse, and does not require

4.
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excellence (DeBack & Mentkowski, 1986; Forni, L975; McCloskey,

L98Li Scheetz, 1989).

Professional Values: Beliefs or ideals reflected in attitudes,
personal qualitÍes and consistent patterns of behaviour which

emanate from commitment and socialization to a profession

(A.ACN, 1986 )

Professionalism: The quality of practice, conduct within a

profession, and the manner in which the members integrate

their obligations, knowledge, and skills (Glen, L990).

Professionalization: A process by which an occupation becomes

a profession and the concurrent changes in st,atus (GIen,

lee0 ) .

Social-ization: The process whereby the attitudes, interests,

skiIls, and knowledge, of a profession are internalized and

result in integration into that culture (AACN, L986).

Summary and Organization of The Chapters

The first chapter included the basic aspects of the

study. The background of the problem was highlighted, and a

stat,ement of the issues ttras presented in order to clarify the

purposes and to explain the importance of the study. The

theoretical framework !ìras described and the research

hypotheses hrere presented.
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A reviehr of the literature in relat.ion to t,he areas of
concern delineated in the research question is presented in
the second chapter. A summary is presented at the end of the

chapter in order to relate the literature review to the issues

presented in the first chapter. The second section is
concluded with a brief explanati-on of the rationale for the

study.

The third chapter includes a thorough presentation of the

methodology and t,he procedures used in the study. The research

design is explained and the approaches used for data

collection are presented.

The research findings are presented in the fourth
chapter. Tables are used to demonstrate and clarify the data.

The fifth and final chapter is utilized for the

discussion of the findÍngs and their implications. Suggestions

for future research stemming from insights gained during the

course of this study conclude the chapter.
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Chapter 2

LITER.â,TURE REVIE!ü

The focus of this study was on the effect,s of two levels
of education, baccalaureate (RN/BN) and diploma (RN), on the

clinical competence of nurses employed in five areas of
practice in a t,ertiary care institution. Nurses' educational

preparation was vÍewed as a key variable differentiating these

competencies. An extensive literature review !{as undertaken in
order to examine past research and to gain a base of knowledge

on the topic, to determine whether sufficient knowledge about,

the varj.ables of interest was available, and to develop an

appropriate theoretical framework. The Iiterature revievr hras

divided into t,he f ollowing eight areas:

1. Historical overview of nursing education

2. University based nursing education

3.

4.

5.

Community college and hospital based nursing educatÍon

Baccalaureate and dÍploma students' profiles
The baccalaureate and diploma leveLs of nursing

educatÍon
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6. Separation between education and pract,Íce

7. Clinica1 competence

8. Differentiation between diploma and baccalaureate

students on competency examinations

Historical Overview of Nursing Education

During the late 1800s, Florence Nightingale's nurse $ras

a virtuous r^roman who was dedicated to the care of the sick.
Education was hospital-based, of a high calibre, and excluded

students as sources of labour (Baumgart & Kirkwood, l99O¡

Bramadat & Chalmers, L989).

The apprenticeship model emerged Ín American and Canadian

hospitals during the 1870s, and student, nurses provided free
labour in return for traÍning. Nursing education was

institution specific and non-standardized (Baumgart &

Kirkwood, L990¡ Bramadat & Chalmers, 1989).

The fÍrst university course for nurses in L899 signalled
the induction of nursing into academe (Diepeveen-speekenbrink,

L990). Professionalization was sought through university
education in order to gain equar status wÍt,h other health care

professionals. Baccalaureate programs emerged, and nursing

moved into public health, hospital administration, and a

weLrness focus (Baumgart & Kirkwood, L990; Diepenveen-

speekenbrink, L990). The split between education and practice
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and between nursi.ng and medicine vras complete, and the

alignment of nursing with education r^ras a reality (Bramadat &

Chalmers , L989 ) . Nurses !.rere now able to develop within the

scientific disciplines of the university and the crinical
environment of the hospital (Baumgart & Kirkwood, L99O¡

Ðiepeveen-Speekenbrink, L990). However, nursing education

remained non-standardized within the various universities
(Baumgart & Kirkwood, 1990).

The second world war further changed nursing education.

New technology, Canadian health insurance, and the

construction of many hospitals cont,ributed to the

diversification of the nursing role. Nursing education

remained hospital and university based, and produced graduates

who could assume an Ínfinite range of roles. The only means to
achieve professionalization was perceived to be through an

emphasis on uniform standards, the formation of professÍonal

organizations, and through licensure. In the bid t,o develop

and standardize curricula, nursing education allied itself
with general education (Baumgart & Kirkwood, L99O¡ Bramadat &

Chalmers, L989). The two year diploma program, divorced from

the hospital setting, was established in Ontario in L946

(Bramadat & Chalmers, L989). The American community college

based associate degree program provided the impetus for this
move. Gradually, nursing diploma programs became solely
community college based in ontario, Quebec, and saskatchewan.

The other provinces continued t,o offer diploma programs in



22

hospital schools and in community colleges. AIl curricula
generally included liberal arts and science courses (Bramadat

& Chalmers, L989 i Davis, L975).

An increased awareness among nurses of a subordinate role
to medicj.ne escalated Èhe drive for professional status. By

1960, the baccalaureate was viewed as necessary for the

provision of sound practice (Akinsanya, L990; Arms, êt â1.,

1985), and r^ras postulated as a benefit to the health care

system, the professÍon, and its clients (Vlarner, et al. 1988;

lfetzel et aI. , 1989 ) .

Currently, nursing education continues along the diploma,

associate degree, and the baccalaureate routes in Canada and

ín the United States. The largest pool of Canadian and

American nurses is drawn from the community colIeges. Diploma

and baccalaureate graduates generally begin their careers in
similar practice environments; however, baccalaureate nurses

may acquire positions in publÍc health, education, or

administration, whereas diploma nurses generally remain

hospital employed (Arms et aI., 1-985).

Nursing education in Canada is a component, of the post,-

secondary educat,ional system and is funded by t,he provincial
governments which are cognizant that diploma graduat,es enter

the labour force in one half the time and approximately at one

half the cost of the baccalaureate graduate. In reality,
progress toward the mandaÈory baccalaureate on a natÍonal
basÍs is minimal (Richardson, 1986). Overall, the present,
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educational, financial, and political rearity mandates that
diploma programs remain hospitar and community colrege based

and continue t,o prepare diploma graduat,es for practice (Arms

et aI., 1985; Richardson, 1986).

Currently, nursing education in Manitoba is evolving in
concert with the trend toward a more liberal education. The

collaborative baccalaureate program !,ras implemented in the

largest teaching hospital Ín September 1991 and Ís scheduled

for adoption in September L992 in the second largest teaching

hospital in V,finnipeg, in association with the University of
Manitoba. The remaining instiLutions offering nursing

education in Manitoba have also explored the possibilÍty of
offering t,he baccalaureate collaborative program. CIearIy, the

province of Manitoba is exploring the possibilÍty of the

baccalaureate as the minimum requirement for future entry into
nursing practi.ce.

The analogy of human development Ís useful in describing

the current state of nursing, which is experiencing a

maturat,ional crisis. The growing pains are being felt rather
distinctly, as nursing is evolving in its quest to serve

society in an optimal fashion (llarner et aI., L998).
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University Based Nursing Education

The modern university serves the changing and diverse

interests of society, and the nursing profession is seeking to
serve these needs through a university based education. The

duty of the university is to bridge the gap between the

political or value laden, and the epistemological or value

free approaches to hígher education (Brubacher, L982). As a

centre for higher learning, the universÍty links science and

culture, and represents a broad symbol of intellect in the

pursuit of truth through reason. It is a middle class

institut,ion serving middle class needs, with stringent
admj.ssion policies. It, emphasizes teaching and the arts and

sciences, and is highly research oriented. Students' standards

of performance must meet Ínstitutional requirements in an

atmosphere of intellectual and social elitism whereby research

remains a priority and merit,ocratic ideals prevail (Oliver,
Brownstone, Clarke, Kristianson, Patterson, Sigurjonsson &

Shack, 1973).

The university claims autonomy as a centre of teaching

and pure and applied research. Its central theme is the

development, accumulation, preservation, and dissemination of
knowledge (Bowen, L98L; Brubacher, L982; Ross, L97 6). However,

the issues of whether its main focus lies in research or in
teaching, and where the rimits shourd be drawn between liberal
and prof essional education, prevail. lrlhile these activities
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fall within the responsibility of the university, they are not

exclusive. For instance, libraries are repositories of
knowledge, elementary and secondary schools transmit
knowledge, and private individuals and research institutions
advance knowledge; Iiberal education is taught in the

secondary school, and professional training occurs in non-

degree instit,utionsi governments, churches and the press serve

as the critics of society, and pure and applied research

occurs in private and industry-based laboratories (porter et
ê1., L97l). Furthermore, it remains questionable whether the

concept of pure research is real or illusionâry, because

knowledge constitutes a negotiable polÍtica1 power, and cues

in the natural sciencesr âs well as value judgement,s, cannot

be eliminated (Brubacher, L982). Consequently, the uniqueness

of the unÍversity lÍes in its tradS.tions, as it has performed

these functions for close to 1000 years (porter et al., 197L)

and has been regarded as essential to the well being and

advancement of society. It has survived because it meets

students' insatiable quest for knowledge, and society's need

for advanced knowledge and skilled workers (Ross , Lg76).

Vocational and utilitarian programs emerged to meet

society's needs (Ross, L976) within a highly differentiated
and murtifunctional approach to theory-based arts and science,

or liberal education and practice-based technÍcaI/vocational
studies (Porter et â1., i-971-). professions such as law and

medicine have achieved their status only through an integrar
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rerationship with the unÍversity whereby Ít 1egitimized their
claims to knowLedge (Glen, 1990). Nursing has been seeking the
identical route to professÍonalÍzatÍon and has viewed the
university as the onry avenue to the achievement of this goar.

Raya (l-990) stated that the purpose of the university Ís to
curtivate attitudes and to shape the 'educated' mind. Baumgart

and Larsen (L988) described the university as the provider of
problem-solving and critical-t,hinking skirrs. Akinsanya ( L990)

viewed it as the promot,er of an independent learning style
founded in research and schorarship in an atmosphere which

encourages thinking, reflectÍon, and contemplation.

Higher education is expected to mobilize higher learni.ng

skills for apprication to social probrems. The tendency,

however, is to find more relevance in theoreticar rather than
practj.cally-based disciplines (Brubacher, 1992) . The sÍngurar
function of the nursing profession is the improvement of the
human condition and its education is premised to require a

broad academic orientation (Raya, L990). The baccaraureate Ís
intended to provide the foundation for professional practice
and rife-long learning through the deveropment of an

intellectuar base in t,he scÍences, the liberar arts, and the

humanitj.es (AACN, 1986 ) .

ltrhile the baccalaureate degree of fers a broad based

education, its utility is already under crÍticism. some

nursing leaders view the four year baccalaureate to be

insufficient for a trury professional liberal nursing
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education, and they advocate a five year nursing program.

other experts believe that two years of tiberal education are

necessary beyond the four year baccalaureate (!{oo1Iey,

Mclaughlin & Durham, 1990). ûthile the debate continues about

the four year baccalaureate, diploma programs continue to be

offered in community colleges and hospital sett,ings.

Community College and Hospital Based Nursing EducatÍon

The community college in North America evolved out of the

need for post secondary education ot.her than the traditional
university route, and as a substitute for other post secondary

inst,itut,ions (Oliver et al., L973i Porter et aI., 1-971). This

institution of learning was generally designed to provide

occupational training which required less than a university
degree but more than a high school diploma (Karabel, L972¡

Seitz, L981). The chief task of the community college was to
provide diverse educational experiences within broad and

richly designed programs to a broad spectrum of the population

(Davidson & Knopf, 1980; Dennison & Gallagher, 1986; O1iver et
âI., 1973). It grew out of public demand for egalitarian
education and provides expanded access to higher educat,ion. It
maint,ains an open door policy Èhrough flexible admission

standards; however, easier access does not reflect lower

expectations for achievement. standards are generally assumed
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to remain uncompromised wÍthin a competency or merit-based

approach, and high expectations for program completion prevail

(Karabe1, L972¡ LuckenbíI1 & McCabe, L982¡ Tucker, L987).

The community college, founded in a specific social,

economic, and political climate, was viewed as a means for

meeting the needs of contemporary society rather than as an

institution of inherent value, such as the university. The

task of the community college was to produce graduates who

would satisfy workforce requirements. The community college i.s

not bound by past tradition, is highly reactive to prevailing

condi.tions, and continues to be as dynamic as the society in

which it is embedded (Dennison & Gallagher, l-986). The

public's perception of the college is often of having inferior

curricula and '1ess intellectual' courses than university

offerings (Neumann & Riesman, L980). OlÍver et al. (1973)

concluded that "Lhere is no rigid line between them as some

courses in community colleges are at least as intellectual as

some university courses" (p. L3). Some 'fuzziness' between the

two institutions is apparent and some 'overlapping' may be

noted. Community college programs are, however, initiated on

t,he basis of anticipated value and outcome (Seitz, L981).

The various conmunity colleges are characterized by their

differences rather than by t,heir similarities. Uniformity is
not possible even wit,hin the same occupational courses. A wide

array of programs ranging from liberal arts, vocational and

t,echnical training to topics of special interest, are offered
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within a community orientat,ion (Johnston, 1980; Lamar Johnson,

L982) .

Karabel (L972) suggested that the community college is

functional in maintaining the social order. It promotes

university exclusivity, and usually provides a safety valve to

enable the university to pursue its interests without facing

an unqualified or unprepared student population. It creates

a vocational channel by providing an alternative route to

higher education. Consequently, the community college

reinforces t,he 'blue collar image' by virtue of its position

at the bottom of the prestigious higher educatÍon hierarchy

and becomes an alternative to elitism (Karabel, L972¡

Johnstone, l-980 ; Vaughan, 1980 ) .

V'Ihile the communÍty college is charged with of fering

specialized training, it must also facilitate growth, broaden

the mind, and provide a basis to make choíces (Dennison &

Gallagher, L986). The emphasis is on the student and his/her

learning needs, and quality and effectiveness are measurable

by performance, not by how many students the institutÍon

serves. Neither the student nor the curriculum remain static'

as diversity of learning is the reality. The community college

maintains a special status by virt,ue of its openness, and by

the learning opportunities which it extends (DennÍson &

Gallagher, 1986). Nursing education in the community college

setting enjoys the combination of the college based approach

with the philosophy of the nursing profession.
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Hospitar based nursing education predominates in areas

with few community colleges. It stresses the practice elements

"as much âs" if not more than, the theoretical content..."
(Sweeney, Regan, O' Malley & Hedstrom, L980, p. 37). Its
educational focus on manual performance and the applicatÍon of
cognitive skil1s has become compatible with the general

emphasis in the community college setting (Scheetz, L9B9¡

Sweeny et aI., L980).

Educators and humanists have demonst,rated concern about

the abirity of graduat,es of narrowly focused occupational
programs to survive within a rapidly changing world.

consequently, numerous occupational programs have expanded to
include liberal education (Dennison & GalLagher, 1986; Grede,

L98L) in order to bring the applied spect,rum of human

knowledge into contemporary focus by recognizing dynamic

social changes, and the need to accommodate these changes

(Grede, L981) . Vlhile nursing practice requires a mastery of
motor skilIs, such competencies as critical thinking,
frexibility, and adaptability are arso requisite. An effective
nursing program is grounded in a theory and a practice base

pertinent to the occupation, and diproma programs emphasize

such content within a focus of crinical practice (creek, 198L;

Grabbe, 1988).

The community college based nursÍng program offers a

lesser proportion of liberal art,s, and is not as deeply

steeped in theory as the baccaraureate program (Davis, l97s¡
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lvoolley et al., l-990). curricura are carefulry constructed to
impart the basic skills required for competent pract,ice in an

institutional setting (Cantor, L974i Kramer, L9B1).

VÍhiIe Canadian nursing educat,ion Ís provincially
governed, the profession Ís scrutinized by the professional

association or licensing body. This regulatory body assures

the public of safe and effective nursing care through the

education and regulation of it,s membership. All diplorna and

baccalaureate graduates must write the same licensing
examinat,ion, and must adhere to the same standards of practice
(Baumgart & Larsen, i.988; Manitoba Association of Registered

Nurses IMARN], 1988 , L984). Consequent,ly, the fact of having

obtained a baccalaureate degree does not confer different
professional licensure expectations on its recipients. At

times, this lack of dÍfferentiation between the two groups

serves as a forum for discord.

Baccalaureate and Diploma Students' profiles

Students attending a diploma program are of diverse

backgrounds, ages, abilities, and goals (Dennison & Gallagher,

i-986; Linthicum, 1982). They are generally of a 1ower or
middre-crass background and unrikety to attend university
(oliver et âr., L973). Karaber (L972) found that students

enroled Ín community college programs demonstrated ress
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measured academic ability, arthough they also exhibited
diverse economic abilities. The typical student may be of high
academic ability and low social statusr or of high social
status and low or average abirity. Many graduates have high
aspirat,ions and pursue education beyond the community corlege
(Karabel I L972) white others may have poor or incomplet,e high
school recordsr ¡nêy lack confidence in their abilities, or may

be university drop-outs. Generally, low tuition fees, flexible
programs, and open admission policies entice these students to
the college (Neumann & Reisman, 1980).

Diploma nursing students are generally female, and

nursing continues to be a 97 percent femare dominated

professÍon (KeIly, L985). These students are recent high
school graduates or order individuals, and rikely express

altruistic moti.ves for their choice of profession. The major

reasons for program serectÍon are accessibility, program

length, the emphasis on clj.nical practice, and affordability
(v'Iool1ey, êt ê1., 1990). Because of these reasons, diproma

students frequentry view the colrege system as idear, and

generarry will resist changes in curricura (Murray & chambers,

1990 ) .

The character of the student popuration attending the
university is changing as traditional young students appear to
be decrining in numbers whil-e the average age of fuIl-time and

part-time students appears to be on the rise (Gregor, L990).



33

students attending the nursing baccalaureate programs are more

selective than diploma students and, generally, demonstrate

higher aspirations. They constit,ute a greater proportion of
individuals within t,he middle or higher socioeconomic ranges

(Murray & Chambers, 1990), include a greater number of males,

and demonstrate a stronger interest in biology and medicine

than their diploma student counterparts (Murray & Chambers,

1990). Overall, the profiles of the students attending diploma

and baccalaureate programs differ. Each group's choice of the

type of nursing education is based on utility as well as on

ideaLism, and utility as well as j-dealism are embedded in each

type of nursing program.

The Baccalaureate and Diploma Levels
Of Nursing Education

Baccalaureate education is predicated on the assumption

that professional nursing is based on individual varue systems

and on clinical and cognitive skÍIls (AACN, L9g6). It
encompasses the humanities and the physical, biological, and

social sciences (Joyce-Nagata, Reeb & Burch, 1989; IÍool1ey,

L986). The objectives of the baccalaureate program are to
impart the knowledge and foster the skills for critical-
thinking and readership abirities associated wÍth nursÍng
practice, management, ethics, research, theory, pat,ient

advocacy and polit,ics (Boggs, Baker, & price, L9BT). The
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baccalaureate provides greater opportunity for a broader scope

of practice which includes collaboration wit,h other health-
care professionals (Vüaters, Chater, Vivier, Urrea, & Wilson,

L972). The integration of theory and practice encourages a

holistic understanding of all aspects of care (Halnoard, L9B2¡

Salvage' 1981) and fosters liberal and intelLectual values

(Wuthnow, l-986) within a patient-centred, theory-based

approach to practice (Baumgart & Larsen, L988; Clayton, 1999).

The goal of the diploma program is to prepare the

registered nurse to focus on sickness and on restorative and

curative practice, while rendering care t,o patients in the

hospital setting (Cantor, L974; Johnston, L982; Kramer, L981).

The scope of practice rests on the care of the patient with
identified hearth problems who is under the supervision of a

physician (Davis-Martin, 1990). The nurse is traÍned as an

expert care-giver who possesses a high order of excellence,
comparable, in many ways, to the skill_s of a surgeon (Hayuard,

L982; Kramer, L981).

The theoreticar base of the diploma program is founded on

principles rather than on theory, and intervention and

clinical skills are exercised within narro!.r, clearly defined

boundaries more 1Íkely related to physiorogicar functions
(AACN, 1-986; ttaters et al., L972). Nursing judgements within
circumscribed rimits are related to the identification of
common problems which are concrete and recurring. These

probrems are generarry of a physiologicat rather than of a
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psychological or socÍal nature (Davis-Martin, 1990). The basic

care rendered by the diploma prepared nurse requires a

comprehensive knowledge base and must be considered

challenging and inportant work (lfilson A Barnett, L988).

While the two paths to nursing practice remain separated

by the types of nursing education, the practice of nursing

remains their common focus. Graduates of both routes to

practice have functioned well in their roles, and have

contributed substantially to the health care system.

The Separation Between Education and Practice

Hist,orically, nursing education stressed practice more

than theory, and psychomotor skills were the mainstay of

practice. The baccalaureate program has shifted from this

emphasis to a broader applicatÍon of cognitive skills (Grabbe,

1988; Joyce-Nagata et aI., 1989), whereas the diploma program

has maintained its focus on basic care-giving functions

(Field, Gallman, Nicholson, & Dreher, i-984).

Chamings and Treevan (L979) investigated the expected

competencies of diploma and baccalaureate graduates. They

surveyed 222 dipLoma and baccalaureate programs and requested

that their deans complete an 80 item questionnaire addressing

the competencÍes which they expect,ed of the graduates. The

response rate was 57 percent for baccalaureate programs and 50
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percent for diploma programs. Results indicated that
expectatj-ons of baccalaureate graduates rdere higher than those

of diploma graduates. However, differentiation in actual
clinical performance hras deemed impossibre because of
insufficient data. The researchers recommended further studies

"to test whet,her the expectations of educators are in fact
transrated into dÍfferent competency levels on the part, of the

nurse" (p. 18).

Sweeney, Regan, O'MaIley and Hedstrom (1980) investigated
t,he psychomotor skills required by baccaraureate graduates.

They used a modified Q sort, technique, whereby 2gL psychomotor

skilIs, suggest,ed for incrusÍon in the baccaraureate

curricurum, were presented to 15 nursing teachers and 15 head

nurses (HNs) to be categorized as essential, bonus t ot non-

essential. Responses yierded comprete agreement on 91 skÍlls.
closer analysis of the tasks designated as essentÍar generarly

revealed them to be items such as mout,h care-tasks comrnonly

performed by auxirj.ary hearth-care workers. A larger number of
skilIs were designated as essentiar by HNs than by teachers.

Additionally, signif icant dif ferences r^rere f ound in the

ratings of the importance of 67 motor skirts. overarr, there
was a littre consensus about what constit,ut,ed essentÍar
psychomotor skills for baccalaureate prepared nurses.

Generarry, a lack of congruence between practice and

educat,ion about the essential ski11s of baccalaureate

graduates Ís evident. Literature reviews by Field, Garlman,
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Nicholson and Dreher, (1984) and by StuII and KaEz, (1986)

concluded that, generally, baccalaureate graduates lack

initial clinical competence and expertise, especially in
psychomotor skills; however, O'Brien (L984) predicted their
emergence following a period of employment. Partridge (1978)

asked "V'Ihy are new grads paralysed and unable to invoke t,he

higher processes which they were taught" (p. 358) even after
one year of practice? She provided no ansr¡rers to her question.

Educators, employers, and staff have often experienced

surprise upon the realization that education left the

baccalaureate prepared nurse unprepared for practice (Bultough

& Sparks, L975). The applied and technj.cal aspects of the

nursing role are, often, Iess valued by the educator, whereas

nursing service appears to value and emphasize these precÍse

aspects. Stull and Kat,z (L986) stated that the values

transmitted in the baccalaureate program generally result in
a graduate who is not a "finished product" (p. 160). The

diploma program trains practÍtioners who are immediately

marketable and readily move int,o the practice arena with a

repertoire of basic skÍlls (Johnston, L982; Kramer, 198L).

Educators claim that the problem is related to the

inappropriate utilization of the baccalaureate graduate in the

clinical setting. However, t,he discrepancy may be due to the

educators' evaluation based on education rather than on

practice (Cantor, L974; Gillis, 1989). GÍIlÍs (L989) suggests
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that practice should match the products of education. Clearly,
the gap remai-ns between education and practice.

Raymond ( 1 988) surveyed diploma and baccalaureate

prepared nurses and found that both groups performed the same

tasks in their practice settings. AIl nurses attached t,he same

level of importance to their tasks. On the other hand,

Cicatiello (L974) interviewed l-8 directors of nursing (DONs)

to determine what they perceived as strengths and weaknesses

among diploma graduates. Findings indicated that graduates

lacked sufficient organizational skÍlls and clinical
experience to translate scientific principles and theory Ínto

nursing action. Cicatiello concluded that diploma programs

should be improved.

Nursing education has grown complex and confusing, and

evidence is inadequate to determine if graduates of different
programs actually perform at different levels (Boggs et aI.,
L987; Chamings & Treevan, t979; Gibbs & Rush, L987 ¡ Joyce-

Nagata et â1., L989). Vfhile Iittle evidence exists that
differing educatj-onaI preparation, at the diploma or

baccalaureate leve1s, is Iinked to differences in clinical
compeÈence, the lit,erat,ure demonstrates that nursing

administrators place higher expectations on baccalaureate

graduates. fn actuality, competencies of baccalaureate

graduates were demonstrated to be only at the 5Oth percentile

in relation to the expectat,ions placed upon them by theÍr
superiors (Joyce-Nagata et aI., 1989). Gillis (1989), pointed
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out that nursing educators hord the responsibility to provide

a better balance between nursing theory and nursing skills,
but the practice setting must also exercise its responsibility
to supply nurses with support.

Clinical Competence

One argument for the baccalaureate degree as minimum

preparation for entry into practi.ce is predicated upon the

assumption that baccalaureate prepared nurses provide better
quality care than diploma prepared nurses. A number of studies

have investigated t,his assumption, however, general agreement

has not been reached.

Nelson (1978) developed the nurse Compet,ency Inventory

and asked 429 baccalaureate and diploma graduates to rate
themselves on this sca1e. Administrative, technical, and

communication skills were the areas which $¡ere investigated.
Supervisors were asked to rate t,hese nurses on the same items.

Following a return of 77 percent,, Nelson found that
baccalaureate graduates rated themselves as superior t,o

diploma graduates in communication skiIIs. Diplorna prepared

nurses rated themserves superior to baccalaureate prepared

nurses in overall performance, technical skills,
administrat,ive skiIIs, and clinÍcal competence. Additionarly,
the individuals who supervj.sed both groups of nurses rated the
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baccalaureate graduates more highly than the diploma graduates

in technical, communication, administrative skÍ1Is, and

overall clinical competence. Nelson neither examined the

individual backgrounds of the supervisors, nor !{ere

reliability and validity indices established for the

fnvenÈory.

McCloskey (1-983a) st,udied whether nurses with different
educational preparation differed in job effectiveness. The

dependent variable, job effectiveness, vras undefined and was

determined by asking HNs to complete the head nurse form in
order to rate staff on job effectiveness, and to compare them,

according to their educational preparation, to the best, most

competent, and to the worst nurse. Additionally, nurses vrere

asked to complete the staff nurse form in order to províde a

self-rating on professional and t,echnical skilIs. The sample

was randomly drawn from L2 randomly selected hospitals.
Overall, HNs reported no difference Ín job effectiveness

between diploma and baccalaureate graduates. Baccalaureate

prepared nurses, however, rated themselves more highly than

diploma prepared nurses on professional skills. Data analysis

was conducted on 49 baccalaureate nurses or L6 percent of the

total sample, and on L97 diploma nurses or 66 percent of the

total sample. The sample also included 33 licensed practical
nurses who comprised 18 percent of the sample. However, the

findings obtained from their participation, while
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thestatistically significant, were not of relevance to
comparison of diploma and baccalaureate graduates.

The statistical analysis in McCloskey's (1983) study

yielded interesting results: On a 20 point sca1e, the job

effectiveness mean rating for diploma nurses was L4.23 and

L4.3 for baccalaureate nurses; standard deviations rtrere not

reported. fncreasing years of education had a statistically
significant but small- effect on performance, accounÈÍng for 1-

2 percent of the variance. Journal subscription was the best

indicator of continuing education and accounted for 3 percent

of the variance. Effects of nursing education were concluded

to influence job performance indirectly. The best predictor of

the quality of job performance r¡ras competence on specific
skills. Int,erestingly, while HNs found no apparent differences

among the educational groups in their overall skills,
baccalauneate graduates rated themselves more highly on

professional skills t,han on technical skiIls. Leadership was

rated low among aII the nurses. Possib1y, this may be the

result of a lesser emphasis t ot lesser value, placed on these

ski1ls, while greater emphasis may have been placed on

technical skilIs among the hospital employed nurses.

Baccalaureate graduates who were previously diploma prepared

received a mean job effectiveness ratÍng of L6.4, whereas

baccalaureate prepared only nurses received a mean of 13.3,

and diploma prepared nurses recej.ved a mean of L4.6. These

results are impressive because t,he average experience level of
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díploma graduates lvas 4.4 years compared to 6.2 years for
baccalaureate graduaLe. McCloskey concluded that no

differences exist in job effectiveness between diproma and

baccalaureate nurses and recommended that further research in
this area be conducted.

Schwirian ( 1978b) sought to identify predictors of
success in nursing. She reviewed 398 research studies which

$rere conducted between L965 and L975. Only 25 sÈudies actually
dealt with clinical performance. Schwirian observed that
clinical competence was compared among differentiated groups

according to some predetermined variables, and the skÍIls of

individual nurses vrere not compared within and between the

groups. She felt that t,he measures of group performance were

biased and that actual measures of competence remained

untapped. McCloskey and McCain (l-988) stated that one way to
rat,e an individual's performance was through the acquisition
of a variety of ratings by self and supervisor. McCloskey

( 1983ar 1983b) and Schwirian ( 1978b) conducted studies

utilizing serf and HN ratings and found that correrations
between supervisor and self-ratings were significant, although

not, high. Stull and Katz (1986) compared expectations, rather
than performance, of baccalaureate prepared nurses held by

both their faculty and supervisors. Results indicated that
both groups held higher expectations of the baccalaureate

graduat,es in interpersonal and problem-solving skills, and

Iower expectations in critical-care and leadership skills.
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McCloskey and McCain (1988) were concerned with the

methods utilized in the measurement of clinÍcal competence.

They stat,ed that in order t,o identify areas of required

improvement Ín clinical performance, studies must ensure that
measures of clinical competence are accurate and that,

strengt,hs and weaknesses are analyzed carefully. McCloskey and

McCain conducted a longitudinal study, with a total sample of
320 nurses , of which 38 percent r^rere diploma prepared, 59

percent r^rere baccalaureate prepared, and 3 percent were

masters prepared. The participating nurses were required to
complet,e a self-rating quest,ionnaire. AdditionalIy, L93 head

nurses rated participating staff nurses on the same scale.

Results indicated general agreement among staff nurses on the

ranking of their competencies; however, there r^ras more

agreement on the more highly rated nursing skilIs. Overall,
HNs rated staff nurses lower than the nurses' self-ratings;
however, HNs agreed with the staff nurses' self-ratÍngs with
regard to the best and worst performance skills. Both groups

ranked professional development as the highest, and teaching

and collaborat,ion as the lowest skills. Mccloskey and McCain

then compared their study with McCloskey's (L983a) study. They

concluded that both studies identified the same competencies

as being equally well performed by both groups. Additionally,
there was general agreement between the HNs and nurses about

these conclusions. Both studÍes identified the same skills as

being 'the best and worst' among nurses i.e. professional
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development and teaching/ collaboration. The four groups

ranked interpersonal relations/communications as second in
standing, while planning/evaluation assumed the fourth
position. Leadership skills r"rere rated more highly by the

nurses than by the HNs. However, staff nurses rated themselves

at a lower level on critical-care skills than did their HNs.

The impact of the unit of employment on the ratings was also

considered. The results for all the units were similar, with
the exception of the cardiac care units, whose HNs and staff
ranked critical-care skills in the first placer or the same

level as professional development ski1ls.
The comparison of data from the two studies led to

several conclusions: Regardless of theír educational

backgrounds, clinical experience, or area of employment,,

nurses believed that they shared very similar weaknesses and

strengths. The HNs, however, dÍd not agree with the staff
nurses. For instance, while staff nurses believed that they

!^rere superior in leadership skills, their head nurses reported

to the contrary. The authors recommended that further research

be conducted to clarify a possible relatÍonship between the

age of the HNs and the performance of the staff. Additionally,
they suggested that the experience and education of the HNs be

added as varÍables. Both studies by McCloskey and McCain

(1988) and by McCloskey (1983a) concluded that HNs who were

oIder, more experienced, and did not possess higher education,
provided their staff nurses with higher ratings. Mccroskey and
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Mccain asked whether it may be true that order HNs tended to
be more proficient in their work and, consequently, obtained

better clinical competence from their staff than the less

experienced HNs, or whether their leve1s of experience and

competence $rere inversely related to their standards of
evaluatÍon. Overall, both studies appeared to indicate that
baccalaureate graduates were less proficient, in critical care

and leadership skiIls, but were more adept in
teaching/collaboration, interpersonal ski1Is, and in
planning/evaluation skiIls than their diploma counterparts.

Schwirian ( 1978a ¡ L978b¡ L979) conducted a nationally
funded American study comparÍng graduates of 151 randomly

selected nursing schools on clinical competencies. She

compared nurses who were identÍfied by their faculty as

superior on the basis of high grade point averages (GPAs) with
nurses who did not demonst,rate such high achievement,. She also

obtained performance ratings of these nurses by their
supervisors. Schwirian found that supervisors rat,ed the

clinical competence of baccalaureate graduates more highly
than the clinical competence of diploma graduates Ín the areas

of planning and evaluation, and teaching and collaboration.
However, she found no differences between the two groups in
leadership, professional development, interpersonal, and

crit,ical-care skilrs. Mccloskey (198i.) felt that schwirÍan's
low response rate of 30 percent, and the type of responses

which !.rere submitted, may have been due t,o fear of their
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supervisorsi staff nurses were required to supply the names

and addresses of their supervisors when completing the

evaluation forms. Consequently, nurses may have felt compelled

to furnish more favourable responses on their questionnaires

(McCloskey, L981). Overall, the ratings of supervisors

appeared to correspond more closely with the self-ratings of

the baccalaureate graduates than with the self-ratings of the

diploma graduates (Schwirian, 1981) .

DeBack and Mentkowski (1986) were interested in how the

differentiating variable of levels of education influenced

practi.ce in relation Èo years of experience. They investigated

this interest and concluded that baccalaureate prepared nurses

possessed more clinical competencies than diploma prepared

nurses. They also suggested that educati.on leads to the

possession of a wider range of abilities than does experience:

the more experienced and more educated nurse engaged in more

active critical thinking, and possessed a greater ability to

consider the total context of the situati.on. The authors

suggested that if baccalaureate prepared nurses were provided

with the opport,unity to acquire experience they would become

more effective in job performance than diploma graduates.

However, DeBack and Mentkowski failed to include technical

skills in their study and only considered higher order skills

such as critical thÍnking, independence, and problem solving.

Consequently, the study failed to evaluate the broad scope of

clinical compet,ence.
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The area of satisfaction with educational preparation and

perceived clinical competence was investigated by Hogstel

(L977). She mailed an 80 item quest,ionnaire to 109 diploma and

236 baccalaureate graduates, who were randomly selected

graduates of the last two years. They were asked to provide

their perception of preparation and performance in 80

activities within six categories of function, i"e. physical

care, technical skilLs, interpersonal relat,ionships,

leadership, decision making, and community health care). A

similar questi.onnaire was sent to L00 randomly selected

dÍrectors of nursing (DONs) who were requested to report on

the readiness and comparability of baccalaureate and diploma

on t,he same functions, within the same categorÍes. Results

indicated that while more diploma t,han baccalaureate prepared

nurses r^rere employed in smaller institutions and in smaller

communities, more baccalaureate than diploma graduates r¡rere

employed in a greater variety of work settings. Baccalaureate

and diploma graduates demonstrated no significant differences

in their perception of preparation and competence in aIl areas

except in community health care, in which baccalaureat,e nurses

clearly were perceived by both groups as superior. The DONs

reported the baccalaureate graduates as better prepared than

the diploma graduates in all professional functions except

physical care and technical skilIs. However, 63 (80 percent)

of the DONs did not differentiate in hiring practices,

promotions, and nursing assignments between the two categories
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of nurses. Additionally, they made no provisions to utilize
baccaLaureate prepared nurses any differently than diploma

prepared nurses. Styles and Hol-zemer (1986) studied the same

issue and concluded that staffing policies must tap Ínto the

differential skills of the practitioners and provide them with

appropriate tasks.

Davis (L974) compared competencies of diploma and

baccalaureate graduates in order to determine whether a

qualitative or quantitative differentiation Ín the provision

of care existed, and whether these differences were affected

by experience. She used data from h.er L972 study, in which she

compared 20 masters prepared clinical nurse specialists (CNSs)

to 20 baccaLaureate graduates, wit,h dat,a from her 1973 study,

in which she compared 20 CNSs to 27 diploma graduates. She

included diploma prepared nurses as a t,hird educational group

in the L973 study because she fe1t, that the diploma prepared

nurses possessed substantial c1ÍnicaI experience. Davis

combined t,he data from her two st,udies (L972 & L973) and

published the result,s in L97 4. She presented t,he nurses

participat,ing in both studj-es with a f ilm depicting f ive

co¡nmon patient care situations. Fifty f ive observations !{ere

possible, and were to elicit recommendations for actions and

rationale for the actions. Results obtained from the sample of

the 20 baccalaureate nurses from the first study, and the 27

diploma nurses from the second study, yielded statistically
significant differences. Davis concluded that the quantity and
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quality of patient care provided by baccalaureate graduates

was superior to that provided by diploma graduates. However,

she also postulated that the quality and quantity of care

rendered by all practitioners declined with increasing years

of experi.ence in the absence of continuing education. Ðavis

further concluded that education, not experience, was the

determining factor in the quality and quantity of pat,ient

care, because a negative correlation between years of
experience and response leve1 was evident,. Separate

correlations for each group revealed a consistent level of

decline in aII competencies tested. A difference in the level
of performance between diploma and baccaLaureate prepared

nurses also was surmÍsed. fncreased years of experience did

not help the dÍploma graduates to list the variables, whereas

baccalaureate graduates made significantly more observations

and took significantly more actions. Davis concluded that CNSs

rendered better patient care than baccalaureat,e nurses who, in
turn, rendered better patient care than diploma graduates.

However, this relationship was stated not to be valid in Èhe

absence of continuing education because the quality and

quantity of care consistently declined across the three levels
of nurses with increasing years of experience. This was found

to be particularly true when the nurses worked for a few years

without the benefit of contÍnuing education.

While DavÍs (L974) demonstrated that nurses lose

knowledge when they do not maintain currency, she failed to
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demonstrate that continuing education was essentiar for good

patient care. The author inferred that continuing education,

not experience, should be the requÍrement for employment. As

this was a study of hypothetical situatÍons, no actual nursing

actions were required. Consequently, the results may not be

generalizable to the work setting. This criticism constitutes
a major flaw in this study. Moreover, Davis' assumption that
the number of responses provided by the nurses r^ras indicative
of the quality of care may be flawed. Although it must be

accepted that Davis demonstrated a positive relationship
between continuj.ng education and prudent nursing practice, she

failed to validate that the competencies she measured truly
constituted prudent patient care. Furthermore, she accepted

the reliability and validity of her instrument without

question, and assumed thaL t,he quality of nursing care $ras

directly and proportionally related to the number of responses

or observatj.ons, actions, and reasons for the actions.

Consequently, caution must be exercised in the consideration

and acceptance of Davis' conclusÍons.

Primm (L986) also studied the competencies of diploma and

baccalaureate prepared nurses. She launched a three year study

to investigate dj.fferences in the skills displayed by these

nurses. She detect,ed differences in the areas of scope of
care, structure, independence, and leadership. PrÍmm concluded

that the clinical competencj.es of both groups were vital in
order to render holistic and comprehensive nursing care.
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However, she believed that the public would receive exemplary

nursing servj.ce only when t,he clinical competencies of both

groups of nurses Ì¡rere fully recognized, utÍ1ized, and

supported.

Nursing education and clinÍcaI competence r^rere also

invest,igated by Dincher and Flaherty (1988). They surveyed LL2

diploma graduates for the purpose of evaluating theÍr nursing

programs. Of the 75 responses, the "vast majority" (p. 7) felt
well prepared in technÍcal job skiIIs, knowledge and

communication ski1ls, but least prepared for managerial

skiIIs, although 30 percent worked as supervisors. Three

quarters of the respondents were hospital employed while one

quarter worked in extended care facilitÍes.
A lit,erature review by Ziv, Ehrenfeld, Kurtzman and Ever

Hadani (1990) yielded contradictory findings. Some studies

demonstrated that baccalaureate graduates exhibited greater

knowledge, leadership, and supervisory skills Èhan diploma

graduates. Other studies failed to different,iate among the two

leve1s. DONs reported that baccalaureate prepared nurses

functioned optimally in large Ínst,itut,ions; however, diploma

prepared nurses reportedly performed equally well in small and

in large inst.itutions. Diploma graduat,es also r,rere rated t,o

have superior Lechnical skÍ1ls. No explanations r^rere of fered

by the investigators for these findings.

Clinical competence was investigated by Bullough and

Sparks (L975). They sought to identify the care-cure
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orientation empirically, and to investigate any linkage to the

type of nursing educational program. The care orientatÍon was

viewed as a holistic patient-centred approach to nursing,

while the cure orient,ation was viewed as a more technical,
discrete-ski11s approach, utilizing a less personalized

patient focus. Bullough and Sparks conducted a questj.onnaire

survey utilizing 20L diploma and L92 baccalaureate randomly

selected students. An LL point forced-choice scale of task

preferences r^ras used to determj.ne the presence of a care or

cure orientation. Findings yielded statÍstically significant
differences in the orientatÍons of students in the two

programs. The ma jorÍty of baccalaureate students Ìárere care

orient,ed while the diploma students tended toward the cure

orientatj-on. Data suggested the socialization process as

causative. Most students indicated a similar care-cure

orientation as support,ed by theÍr faculty, the curriculum, or

both. The authors hypothesized that the cure orientation of

the diploma nurses may be instrumental in preventi-ng

vocational upward mobilityr âs many nursing professionals

disapprove of the cure orientation because of its Í1lness and

disease focus, which is deemed to belong to the domain of
medicine. The care orientation, however, is perceived to be

more unique to nursing because it focuses on the holÍstic care

of patients.

Overall, evaluative studÍes have concluded that while the

curricula of the two programs aim to produce different kinds
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of practitioners (DeBack & Mentkowski, 1986), evidence Ís
inconclusive and mixed as t,o whether baccalaureate graduates

actually demonstrate superior, different t ot more diverse

skills than diploma graduates (Bircumshaw, I-989; DeBack &

Mentkowski, 1986; Gibbs & Rush, L987¡ Schwirian, 1984) The

problem, however, may be related to the lack of appropriate

methodology and adequate criteria to measure clinical
performance. Additionally, some research may be based more on

subjective impressions than on sound empi.rical evidence

(McMil1an, L985) . Bircumshaw ( 1989) identified methodological

imperfections as the source of imprecise and problematic

research. She faulted United States based researchers for
their practice of drawing sweeping generalizations from

research studies which employed smaIl sample sizes. She noted

that such studies failed to account for extraneous variables

which may have provided alternative explanations for observed

phenomena. Bircumshaw did not belj.eve that any detected or

observed differences in job effectiveness were directly
attributable to the specific educational preparation (diploma

or baccalaureate). To illustrate her point, she cited a

literature review by lVaters et aI. (L972\, in which

differences in performance between baccalaureate and diploma

prepared nurses were investigated. They found that no

consensus was reached about performance levels in the practice
situat,ion between the two groups. Bircumshaw observed that a

problem with reviewing the lÍterature is that, generally,
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reports provide onl-y brief det,ails of methodology and,

therefore, are difficult to assess. Most significant,ly,
studies generalry are limited because there is no unJ.versalry

agreed upon definition or criteria of what constitutes a good

nurse (Bircumshaw, l-989; McCloskey, 1983a).

The lit,erature clearly demonstrates a great deal of rol_e

confusion in nursing, and a lack of fit between education and

work assignments. Often, diploma graduates are expected to
perform beyond their educational and experiential levels while
baccalaureate graduates are under utilized (Johnston, L982¡

Styles & Holzemer, L986). Graduates of the two levels of
nursing frequently function in the same roles, as staffing and

patient assignment plans do not differentiat,e between them

(Gillist L989; Styles & Holzemer, L986).

Waters et aI. (L972) sought to differentiate 'technical'
and 'professional' practice and to ascertain how HNs and DONs

rated this practice. They interviewed 12 DONs and 22 HNs from

L2 hospitals and observed and interviewed 24 diploma and 24

baccalaureate prepared nurses who worked in the same

hospitals. They observed the nurses at work for a period of 30

minutes Eo 2 hours t ox until an incident requiring a nursing

action occurred. Subsequently, each nurse was interviewed on

two separate occasions to discuss the decision making

processes utilized during the observed incid,ent as well as

during an unobserved incident. Findings suggested that t,he

actj.ons of diplona graduates were consistent with their
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training. These actions dealt with nursing probtems and

interventions which hrere primarily physiologicar and physical

in nature and had predictable outcomes. However, only sj.x

baccalaureate graduates demonstrated nursing actions

consistent with their preparation of providing a more

holistic, less disease centred orientat,ion towards decision

making. Overall, the DONs acknowledged differences between the

two groups whereas the HNs did noÈ. The HNs provided

inconclusive and conflicting ans!.rers, and stated that hospital
nursing was technical. These findings are questionable and not

generalizable because of numerous flaws in the study. The

authors generalized from two specific incidents (one observed

and one unobserved) to their subjects' entire practice,

without validation. The sample size was small, and the HNs

readily demonstrated a bias in favour of baccalaureate nurses

and provided conflicting and confusing feedback. The HNs

believed that "BN grads know more, see more, and problem-soIve

more but the value system of the HNs did not necessarily

include such qualities as being important for the rear work of
nursing" (p. L29).

Waters et aI. (1972) believed that, hospitals would be

able to discern the differences between the graduates if they

would utilize them differently. However, Waters et a}.
quest,ioned the possibility of differential usage when

educators had not defined the differences. Gillis (1989)

claimed t,hat nursing administrators accused nursing educators
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of losing sight of the core of nursing, its practice. In
reality, several studies which attempted to investigate the

crinicar performance of nurses wiÈhin the various

institutional settings, faired to demonstrate a congruence

between skirrs taught in schools and skirls expected in the

practice setting. For instance, Chamings and Treevan (L979)

provided 200 deans of nursing schools with an g0 j.tem ratings
questionnaire. The educators of baccalaureate programs herd

higher expectations of their graduates than educators of
diploma programs. However, these expectations were not clearly
defined. AdditÍona11y, t,he study did not investigate whet,her

the graduates actually performed dÍfferently. The authors

suggested that further research be conducted to "test whether

the expectatj.ons of educators are in fact transrated into
different competency leve1s on the part of the nurse" (p. 18).

Benner (1984) contended that nursing is relational and cannot

be described by quantitative research methodologies because

these approaches utilize fragmented strategies which exclude

function, content, and context. Instead, a qualitative
approach to nursing research would capture the substance and

the essence of the phenomenon of interest (Bircumshaw, 1989).

Mccloskey ( 1983a) observed that DoNs praced more emphasis than

educators on the quantity of nursing skilrs. Additionally,
educational preparation did not correlate with HNs ratings in
the lvaters et al. (L972) study, possibly reflecting the bÍases

of the HNs.
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clÍnical competence continued to be the topic of interest
when Hogster (1977 ) administ,ered a ratings scare to DoNs and

to staff nurses Ín order to measure overall job effectiveness.
She found that independent evaluation of the various areas hras

difficult because results yÍelded opinions by DoNs which were

group, and not individually based. tVhen Nelson ( l_978 )

investigated perceived competence among nurses and their
supervisors, results indicated that as a group, newly

graduated baccalaureate and diploma nurses perceived their own

competencies differently than their supervisors.

Joyce-Nagata et aI. (1989) were also investigating
cl-inical competency when they asked L42 DONs whether the

competencies which they expected from theÍr nursing staff were

manifested in the practÍce setting. The DoNs repries indicated
that in excess of one half of competencies expected from

baccaraureate graduates were not evident in practice. content

validation from the perspectives of educators and

administrat,ors provi.ded strong credence f or the identif ied
competencies. Deficits were predominantly in the areas of
psychomotor skilLs.

Grabbe (L988) compared educators' and DONs expectations

of baccaraureate prepared nurses by anaryzing the contents of
crinical evaluation toors. Ten university hospitars vrere

paired, and evaluation criteria $rere related to the

baccaraureate graduat,e as investigator, manager, care-giver
and teacher. Findings revealed the greatest, similarity (50
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percent) in the care-giver rore and in the professionar role
(40.8 percent). A mean sinilarity of 30 percent was obtained

over all other role categories. These resurts support previous

findings (sweeney, êt ê1., 1980) and refrect some measure of
shared emphasis by DoNs and educators of the care-giver rore,
which constitutes the most essential and fundamental

characteristic of the profession. To some extent, educators

and administrators expect similar behavj.ours.

Interestingly, no researcher consulted a colleague to
rate or describe nursing performance and/or competence, and no

study required that patients be consul-ted about their care to
measure nursi.ng performance and effectiveness (Bircumshaw,

1e89 ) .

Overall, the review of the research provides the

impression that the key to effective nursi.ng education is to
produce nurses who are able t,o provide more flexible,
responsible (SiIIs, L988), and comprehensive care (Moccia,

L990 ) . styles and Holzerner ( 1-986 ) urged administrators to
develop staffing plans which facilitate the differentiation
between the two revers of nursing, and a practice climate and

reward system which is conducive to professionar practice.
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DifferentÍation Between Diploma and Baccalaureate
Students on Competency Examinations

Prior to commencing professional nursing practice, a

minimum level of competence must be demonstrated by all
prospective practitioners. This competence is measured on the

same competency exams which are writÈen by all nursing

graduates, regardless of their type of nursing education.

Although a variety of social, economic, and political reasons

for raising the educational leve1 for nurses is available
(Baumgart & Larsen, 1988) data supporting the opposite view,

also are available (Raymond, 1988). Raymond noted that
baccalaureate graduates who wrote the licensure examination

(NCLEX-RN) obtained lower scores than their non-baccalaureate

counterparts. Raymond sought to provide empirÍca1 evidence

about the performance of the two groups on nationally
administered American tests. The purpose of the research was

to address the relationship between education and practice-
related knowledge. Raymond obtained data from 6379 diploma and

4130 baccalaureate prepared nurses in L2 examinations. A

positive relati.onship was found between educational leve1 and

test performance on national American certifying examinatÍons

administered by the ANA. The data do not necessarily indicate
a cause and effect relationship between advanced education and

superior test performance. rt may be postulated that the more

intelligent and more highry motivated nurses acquire higher

education, or t,hat the superior test performance of the more
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highry educated nurses is a function of intelrigence and

mot,ivation, not education. However, if these were valid
hypotheses, t,hen the more educated nurses would also score

more highry than diploma graduates on other examinations

including the NCLEX-RN. As this is crearly not the caser ên

expranation might be t,hat licensure and certifÍcation
examinations do not tap the same knowredge. Licensure is
concerned with minimal competence at entry into the
profession, whereas certificat,ion is concerned wÍth
recognition of knowledge and skilIs required for advanced

practice. Therefore' differences in examÍnation performance

may be attributabre to educationar factors, personal enduring

characteristics t et to both (Raymond, 19BB).

Reimer Janzen (1990) conducted an explorat,ory descriptive
study of the similarities and differences exhibit,ed by

baccaraureate and diploma prepared nurses in the province of
Ontario on licensure examinatÍons. A sample of 797

baccaraureate and diproma graduates wrote the ricensure
examination. Baccalaureate graduates obtained statistically
higher scores than the diploma graduates on the critical
thinking porti.on of the examination. As critical thinking is
a main attribute of t,he competent nurse, this study captured

an area of superior performance among baccalaureate nurses.

Another comparison of diploma and baccaraureate prepared

nurses was conducted by McMillan (1985). she suggested that
baccalaureate and diproma students were equarly matched in
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terms of their psychological profires at the time of entry
into their respective nursing schoors. However, educational

preparation was expected to create a difference in nursing

competence between the two groups. McMillan administered the

Professional Performance Examination (PPE) to 86 diploma and

83 baccalaureate nursing students nearing program completion.

The PPE is used to assess educati.onal levels of students

nearing baccalaureate completion and compares them to a pre-

det,ermined standard of competence. Findings indicated that
only the research sub test differentiated the two groups. It
is interesting to note that the study of research is only

included in the baccalaureate program. Surprisingly, the

baccalaureate-diploma mean critical element scores were 49.4

percent and 42.7 percent respectively. The remaining sub tests
did not substantially differentiate between the two groups.

Consequently, not only was the test unable to differentiate
most of the skills in the two groups, but both groups

performed equalry in the practice arena. Possibte explanations

for the rack of differentiation may be that the test is not a

valid measure of group differences, the crit,eria used in the

study to establish validity may be poor, and the differences
between the groups may not be as great in the four areas

studied (McMillan, L985).
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Summary

The proposal by the nursing regulatory bodies for the

mandatory baccalaureate by the year 2000 has raised
considerabLe discord among North American nurses and has

porarized the nursing community. The main argument posited for
the proposed educational change is that, baccalaureate prepared

nurses provÍde better quality care than diploma prepared

nurses.

The review of the literature has yÍeIded contradictory
evidence on the superior competence of the baccalaureate nurse

in the clinicaL setting. Some research studies have concluded

that baccalaureate graduat,es do, in f act, provide bet,ter

nursing care than diplona graduates in the hospÍtal setting,
whire other studies concruded that diproma graduates provide

better quality care than baccalaureate graduates, in t,he same

settings. Numerous other researchers have captured rittle or
no differences in nursing care between the two groups.

Vthile the lit,erature is replete with evaluative studies
comparing the clinical competence of diploma and baccalaureate

prepared nurses, conclusions drawn by their authors shourd be

interpreted with caution. Several investÍgators were dependent

upon the perceptions of educators and supervisors rather than

on actual individual nursing performance, and ot,her studies
demonstrated methodological imperfections whÍch rendered the
results open to question. rn generar, smarr sampre sizes,
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inappropriate sampling t,echniques, and poor instrumentat,ion

flawed some of these investigations.
An additional point of consideration is that the vast

majority of studies conducted in the area of nursing clinical
competence originate in t,he United States. Vlhile Canadian and

American societies bear some conmon elements, marked

differences exist in the health care delivery systems of the

two nations. Therefore, the generalization of findings from

the United States studies may be inappropriate to the Canadian

setting. Consequently, Canadian replication is desirable.

In reality, the true effects of education on clinical
competence remain poorly understood. The goal of nursing is to
provide opt,imal nursing care to patients. However, t,he

profession of nursing must gro!,¡ and evolve with the needs of

society. Any change, whether in education or in practÍce,

should be based on sound long-term planning, which should be

grounded in empirically based evidence, attesting to its
utility.

The aim of this study was to further the knowledge about

the relationship between the education and the clinical
competence of diploma and baccalaureate prepared nurses in
Canada. This study could be a desirable step toward the

accumulation of Canadian based research data.
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Chapter 3

RESEARCH METHODS AND PROCEDURES

Research Design

This study was designed to compare a sample of two groups

of nurses, baccalaureate and diploma educat,ed (RN/BNs and RNs)

on the dependent varÍable of clinical competence. The

comparative design was selectedr ês it allows for the

prediction of a cause and effect relationship between the

variables of interest (Brink & lVood, L989).

Clinical competence was identified as the dependent

variable (DV) which r^ras further divided into the six sub-

scales which comprised the Schwirian 6D Scale of Nursing

Behaviour. Emphasis was praced on how subjects differed with
respect to the independent variables (IVs) of education, area

of clinical practice, and duration of clinical experience

which also was used as a covariate. AdditionalIy, the use of
multiple durations of practice was an Ímportant, adaptation,

especiarry in the presence of suffÍcient reason to believe
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that the phenomenon of interest, clinical competence, rtras

affected by the duration of the clinÍca1 experience.

The random assignment of subjects to groups was

impossible because the variability in the IVs had already

occurred within the existing educational groups, the practice

areas, and the durations of practice. Therefore, this study

cannot be classified as having a true experimental design.

Shelley (L984) believed that the simple classifÍcation of

subjects into groups, whÍch wiII then be used as IVs,

constitutes a form of experimental manÍpulation, and permits

the study to be classified as a quasi-experimental design.

Therefore, as some sample manipulation of inÈacÈ groups

(dipIoma, baccalaureate) was utilized in this research,

according to Shelley's criteria, it may be classified as

quasi.-experimental, and ex post facto (She11ey, L984).

The purpose of this study was to compare the clinical
competence (DV) of baccalaureate and diploma prepared nurses.

Although a definition of clinical competence v¡as present,ed in
Chapter L, a more precise and focused operatÍonal definition
was based on the performance of nurses on the Schwirian 6D

scale (Schwirian, 1978a). The items included in the scale have

been identified as generic skills possessed by any competent

nurse and are most necessary for practise in any c1Ínica1

setting (McCloskey, L983b; Schwirian, 1978a). Therefore, for
the purposes of this study, it may be stated that ctinical
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thecompetence r¡ras synonymous with the scores obtained on

Schwirian 6D scale.

The IVs of interest were:

1. The 2 levels of education of the nurses:

baccalaureate and diploma. These represent 2 levels

of the first IV.

2. The areas of clinical practice: obstetrics and

gynecology, surgery, medicj.ne, psychiatry, and

pediatrics. These represent, 5 levels of t,he second

rv.

The DVs consisted of the clinical competence scores of

diploma and baccalaureate nurses. These scores !.¡ere obtained

through nurse self-ratings, and HN ratings of the same nurse,

resulting in two scores for each nurse. Each set of scores was

analyzed separately, and a discrepancy score between t,he two

ratings was calculated. A total score combining the two

ratings was then used. Four sets of scores resulted: self-
ratings, HN ratings of the same staff nurse, discrepancy

scores, and tot,al scores.

The analyses of data were conducted through the use of
analysis of variance procedures. The DV of clinical competence

as a total score obtained on the 6D Scale, and the IVs of
education and area of clinical practice yietded a 2 X 5

factorial design. Additiona1ly, the effects of the length of
experience variable was neuÈralized from the DV through the
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MANCOVA (Multiple Analysis of Covariance) procedures, where

experience became the covariate.

Further analysis of the DV of clinical competence was

conducted by partitioning the DV into six sub-scale scores,

each of whÍch was treat,ed as a separate DV. The effect of the

fVs on t,he DV was calculated through the use of the MANOVA

(Multiple Analysis of Variance) and MÀNCOVA procedure.

Six discrepancy scores brere calculated from the

difference scores between nurse self-ratings and HN ratings of

the same nurse. These scores r¡rere then rank-ordered and tested

for significance through the use of the Friedman Test.

The nuII hypotheses tested during the statistical

analyses r^rere as follows:

L. There is no difference between baccalaureate prepared

nurses and diploma prepared nurses in clinical

competence.

2. There is no difference in clinical competence between

nurses with varying lengt,hs of clinical- experience.

3. There is no difference in the level of clinical
competence between diploma and baccalaureate prepared

nurses who work within the various clinical areas.

4. There is no difference in clinical competence between

baccalaureate and diploma prepared nurses at

comparable leve1s of clinical experience.
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When the null hypotheses were rejected, the research

hypotheses were supported. However, when the nulI hlrpotheses

were accepted, the research hypotheses were not supported.

Subjects or Data Sources

Sampling is a vital part of the research procedure and

facilitates the acquisition of Ínformation about the

phenomenon of interest in such a way that it is representative

of the population (Vtoods & Catanzaro, L988).

The sample consisted of diploma and baccalaureate

prepared nurses employed at a large t,ertiary health care

centre in t,he Canadian Midwest. They constituted a convenience

sample which was heterogeneous in nature because the nurses

were drawn from the five separate clinical areas, and each

area yielded as broad a range of nursing experience as was

possible with a voluntary sample. Such a heterogeneous

grouping was highly desirable in order to maximize external

validity.

The sample size needed to be sufficiently large in order

to ensure representativeness of t,he populat,ion. Therefore, all
diploma and baccalaureate prepared nurses who chose to
participate in the study were included. A sufficient,Iy large

sample size was also desired to provide adequate numbers of
observations on each variable. Stat,istically, by rule of
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thumb, 13 observations were required per ce1l, which would

have resulted in a minimum sample size of 130. The final
sample size was determined through practÍcal considerations

such as cooperation from management and staff, feasibitity of
the research process, and time const,raints. Fortunately, a

total of 330 nurses volunteered to participate from the five
clinical areas of obstetrics and gynecology, surgery,

medicine, psychiatry, and pediatrics.

Internal validity constituted an inherent problem in this
design. The inability to manipulate the IVs because of the ex

post facto nature of the study, and the non-random assignment

of subjects to particular groups because the groups \rere

already set, posed specific threats. Consequently, cause and

effect relationships can not be directly assessedr âs the

random assignment of subjects to groups was impossible.

However, the theoretical framework utilized in this study

provided the bases for the Ínference of cause and effect.

Instrumentation

Numerous criteria exist for the assessment of the quality

of an instrument of measurement and few, if êDy, are

infallible. Consequently, a stringent assessment procedure

must be undertaken to ensure that t,he tool Ís appropriate for
usage. The choice of a suitable instrument usually involves a
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rigorous process of selection with consideration gÍven to the

operational definition and the quantification of t,he variables
to be measured (She1ley, L984). Vthite high measures of
reliability and validity are essential, other characËeristics

must be present such as sensitivity, non-bias or objectivÍty,
relevance, reactÍvity, unidimensj.onality, and

comprehensiveness (Po1it & Hung1er, L987).

The instrument, chosen for this study was developed by

Schwinian and was utilized by both Schwirian ( L978a) and by

McCloskey (1983a) in their respective studies. It is called
the Schwirian Six Dimension (6D) Scale of Nursing Behaviours

(Appendix f for st,aff nurses & Appendix J for head nurses).

Permission to use the scale was requested (Appendix G), and

s¡as receÍved from Dr. Schwirian (Appendix H). The 6D Scale

consists of 52 items which are grouped into 6 sub-scales,

namely: Ieadership, critÍcal care, teaching and collaboration,
planning and evaluation, interpersonal relations and

communÍcatj.ons, and professional development. This scale

consists of generic items which tap observable nursing

behaviours and allow the comparison of all types of nurses, be

they recent graduates or experienced nurses, within the

various work settings.

Reliability of the 6D Scale was established through

various methods. Test-retest reliability for staff nurses was

rated at .77 for the entire scale with sub-scale ratings
ranging from .75 to .82. Test-retest, reliability for HNs was
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.97 for the entire scale with sub-scales ranging from .85 to

.98. Inter-rater reliability for HNs was .89 for the entire
scale with a range of .72-.94 (Schwirian, 1978a, L978bi

McCloskey, 1983b).

Content and construct validity r¡rere established by

Schwirian through the procedures utilized during the

development of the scale and through item content. Content

validity for the scale was ascertained through the correlat,ion

of job effectiveness ratings with head nurse ratings. A

correlation coefficient of .74 was obtained. Schwirian, based

on the results of the 6D Scale classified three groups of

nurses as 'best nurse', 'competent, nurse', and 'worst nurse'.

Head Nurse ratings classifying nurses into the same three

groups produced Pearson Product Moment Correlations of .34 for

the 'best nurse', .27 for the 'competent nurse', and .43 for

the 'worst nurse'. These correlations were all found to be

significant at the .05 level (Schwirian, 1978a).

The original scale consisted of 76 items which brere later

reduced to 52 items through the use of factor analysis. These

items vrere deemed to represent the attributes most necessary

for the practice of nursing (Schwirian, L978a). Criterion
related validity vras obtained during the course of the

development studies for the instrument. The scales were shown

to differentiate significantly between the nursing competence

of graduates who !{ere rated by faculty and administrators as

the most promising for success, and those who were not rated
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as promising for success (McCloskey, 1983b; Schwirian, L978a¡

1978b).

The Six D Scales demonstrat,e several advantages whÍch

made them highly desirable for use in t,his study. The format

of the questions !.ras easy to interpret, as nurses r^rere simply

required to rate their competencies on fairly typical types of

nursing behaviours. They were then required to enter these

ratÍngs by writing a score from 0-4 opposiÈe each question.

The legend for the ratings is supplied on the questionnaires.

Each questionnaire requS.red from 5-15 minutes to complete,

depending on the speed of the Índividual raters. Head nurses

completed an identical form in the same fashion as did the

staff nurses. A copy of these scales is provided in Appendices

I and J.

In order to obtain data which were used as IVs Ín this
study, a demographic questionnaire, for both staff and head

nurses !.ras included. This quest,ionnaire simply asked each

nurse to supply information pertaining to experÍence,

education, and area of clinical practice by circling the

appropriate ansv¡er and adding appropriate information as

required. The duration of tÍme required to complete the

demographic questionnaire !{as between l-2 minutes. A copy of
this questionnaire is j.ncluded in AppendÍx F.
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Research Procedure

The research protocol required by the Ethics Committee of

the Faculty of Nursing, hras completed, submitted, and approved

by the Committee (Appendix A). Similarly, the research

protocol required by the hospital for research involving human

subjects, was completed and submitted to the Office of the

Director of Research. Approval for t,he study (Àppendix B), and

volunt,ary participation of HNs and staff nurses !.¡as received.

Each HN was forwarded a small package whÍch accompanied the

agenda for the next HNs' meeting. Such meetings are usually

held on a monthly basis and are intended to discuss and review

any individual, ward t ot institutional concerns; all HNs are

obliged to attend these meetings barring unforseen

circumstances. The package contaÍned a letter about the

proposed study (Appendix C), a description of the study and

the invitation to participate (Appendix D).

Personal contact with these HNs was gained during a head

nurses' meeting at which time the study $ras briefly presented,

and all questions were answered. Any head nurse that was not

present, was contacted in person and provided with t,he same

information. Each HN was asked for permission to post the

descripÈion of the study and invitation to participate in a

conspicuous place on the ward and in the conference room.

Those postings were intended to raise the interest of the

nurses so that they would volunteer to participate. Head



74

nurses vrere cautioned that they were not, at any time, to

exert any influence over the nurses to elicit their

participation. This precaution hras taken in order to avoid any

possibility of coercion of staf f nurses. Each ward l¡tas

supplied with an appropriate number of packages containing a

description of the study, a letter to each participant

(Appendix E), a demographic questionnaire (Appendix F) ' and

the Schwirian 6D Scale-Staff Nurse Form (AppendÍx I). The

packages $rere left in a box in the conference room of each

ward for easy access. The nurses were able to choose whether

or not to participate in the study, as the removal of the

package from the box was completely unmonitored, and its

completion remained optional. This assurance !.¡as provided ín

print in the packages.

The telephone number and name of the investigator htere

clearly displayed in each package and inquiries were

encouraged in the event of a serious problem wÍth t,he

completion of the study. Personal appointments could also be

arranged upon the request of any participant.

Participant anonymity was maintained to the greatest

extent possible, given the nature of the study. Participation

of each nurse was known to t,he HN of the same unit, because

the HN rated the nurse on the Schwirian 6D Scale-Head Nurse

Form (Appendix J). This aspect of the study was made known to

each nurse. However, it was also made extremely clear to each

participant that neither the content of the completed Scale



75

nor the self-rating scores obtained on the Scale, lvere to be

disclosed to anyone. Therefore, while t,he participants !{ere

not guaranteed full anonymity, confidentiality was maintained'

The precise mechanism utilized in the course of data

collection lrras as follows: Each participating staff nurse was

requested to write his or her name on the inside flap of the

envelope cont,aining the package left in the conference room.

Each participant returned the completed forms into the

envelope, and deposited t,he envelope into a sealed and secured

box left in the conference room on each ward. All envelopes

!.rere collected from the sealed boxes on each ward within a two

week period. The completed demographic questionnaires and the

6D Scales were removed, and each participant was assigned a

code. The HN form of the 6D scale (Appendix J) was also coded

for each participant, and was placed in the same envelope

which the participant used to return his or her completed

package. As the participant's narne vtas already written on the

inside flap of the envelope by the participant, further

identification r^tas not required. Additionally' each HN

received one demographic questionnaÍre (Appendix F) and a set

of instructions (Appendix K). Head nurses completed the 6D

Scale for each staff nurse whose name appeared on the inside

ftap of the envelope. The coded, compleLed forms and the

empty envelope bearing the participant's name were placed back

into the secured box in the conference room. At no time was
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ofthe HN privy to any additional information beyond the names

the staff nurses whom she or he rated.

All the forms completed by the HNs Ì^tere collected within

a two week period. AII completed forms, both staff nurse and

HN, were stored in a locked filing cabinet until they !.rere

scored. They were then destroyed. Regular contact with the

$rards v¡as maintaÍned on an informal basisr âS regular trips

were required in order to collect the completed forms.

Inquiries or questions l^rere possible by phone contact.

FolIowing data collection, all data were coded and

statistÍcally anal-yzed. The results of the analysis wiII be

made available to each btard in the form of a final abstract'

Additionally, a request for a summary of the study (Appendix

L) will be posted on each ward to enable staff nurses to

request a copy of the abstract, which will then be forwarded.

Ethical Considerations

Approval was received from the Ethics Committee of t'he

university of Manitoba, Faculty of Nursing (Appendix A), and

by the Research Department of the Health Sciences Centre

(Appendix B) . All partÍcipants vlere provided l¡tith a full

description and explanation of the study. Even though the

participants comprised a voluntary sample, they were informed
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of their right to refuse participation and to wÍthdraw from

the study at any time.

Confidentiality of information was guaranteed to all

participants. Data collected for analysis were stored in a

Iocked filing cabinet and only t,he investÍgator had access to

this cabinet. The data were destroyed consequent to the

compleÈion of the study.

Participant anonymity !'tas maintained to the greatest

extent possÍble, given the nature of the research design. Each

staff nurse was notified in writing that volunt,ary

participation authorized the release of his or her name to t,he

HN who then completed a similar evaluation of this same staff

nurse. The HN, however, was not provided with any information

supplied by the staff nurse. Following the HN evaLuation, the

names of aIl participants !.tere destroyed and only coded

information was retained until the completÍon of the study.

As all staf f nurses !.¡ere inf ormed' prior to their

participation, that the HN was going to rate them on the HN

version of the 6D Scale, disclosure of the participants'

identity to the HN I^Ias done with the knowledge of the

participants. Voluntary participation, therefore, constituted

informed consent. Participation in the study posed no risk of

physical or psychologÍca1 harm. Additionally, full disclosure

of the nature of the study v¡as provided to all participantst

and no deception of any kind was exercised.
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Data Analysis

The completed Schwirian 6D Forms r^rere collected from the

participants and scored with the use of the formula offered

by SchwirÍan (1978a), in order to compensate for questions

wÍthin the test which were not applÍcable to some practice
EX.. . .X_

settings. The actual formula is ---rr-'--- *-1-, whereby Xr...Xn

constitutes the rating for each behaviour completed on t'he

sub-scalei n constitutes the sum of all items withÍn each sub-

scalei m constitut,es the behaviour for which no response was

necessary (Schwirian, L978a). fhe scores were then amenable to

direct comparS.son between the sub-scales and between the areas

of clinical specialties. The 6D Sca1e was assessed for

reliability by a linear consistency measure, Cronbach's Alpha.

The measures obtained vlere then compared to the ratings

reported in the literature.

Two categorical IVs, were used: Education at 2 levels

i.e. diploma and baccalaureate, and clinical areas at 5

Ievels, i.e. obstetrics and gynecology, surgery' medicine'

psychiatry, and pediatrics. Clinical experience was initially

used as a covariate. Upon evidence that clinical experience

was a useful covariate, further investi.gation l^tas conducted

into whether the five areas of clinical practice affected

clÍnical competence. These types of data v¡ere amenable to

analyses through the use of analysis of variance techniques

j.nvolving a 2 X 5 factorial design with a covariate.
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The factorial design was employed when the investigator
simultaneously manipulated two IVs and compared different
combinations of t,he IVs " Consequent,ly, each level of each IV

!.ras represented by one cell in the table. ThÍs design

permitted the simultaneous analysis of two variables and

provÍded information on whether the factors interacted with

one another. Additionally, it allowed the determination of

whether the interaction effect beËween the fVs produced an

effect which was different from the sum of the individual

additive effects of each of the factors (She1ley, L984i V'Ioods

& Catanzaro, L988).

The methods of inferentÍal statistical analyses for this

study j.ncluded the ANOVÀ, MANOVA, MANCOVA, and Friedman's non-

parametric ANOVA on Ranks. The analyses yielded data for

simple main effects, for example, whether a baccalaureate

prepared nurse employed on a pediatric ward demonstrated more

clinical competence than a diploma prepared nurse employed on

a surgical ward. Moreover, this design also allowed for

interaction effects to be evaluated. The 0.05 level was used

in this study in order to demonstrate signÍficance.

The DV of clinical competence was reported as six sub-

scale scores which comprised t,he total measure of the DV. Each

of the sub-scales was used as a DV and was amenable to

independent analyses utilizing the same IVs. The MANOVA

procedure was used i-n order to conduct this analysis.
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As the effect of experience remained a potential problem,

its effect l^tas neutralized through the use of the IIANCOVA

procedure. This procedure is similar to the MANOVA but for the

presence of the covariate.

As the variable of experj.ence is common t,o both diploma

and baccalaureate graduates, the statistical analysis became

more powerful when the effect of experj.ence vlas taken into

consideration. This was accomplished through the use of the

MANCOVA procedure whereby the variable of experience became

the covarÍate.

The DV of clinical competence was reported on the

Schwirian 6D Sca1e as six sub-scale scores which were combined

t,o form a total score. In order to perform a complete analysis

of the data, both the total score and each of the six sub-

scale Scores were treated as DVs. The total Score was amenable

to analysis with respect to the IVs through the use of

univariate techniques such as the ANOVA. The six sub-scale

scores were analyzed wÍthin one procedure which treated each

of the sub-scale scores as a DV. These techniques constitute

the MANOVA and the !ÍANCOVA.

The DV of clinÍcaI competence was measured through the

use of two rating scales: One scale was a staff nurse self-

report scale, and the second scale was the HNs version of the

same scale which was used to evaluate the same nurse. In order

to obtain a complete profile, each of these scales was Èreated

as a DV and vtas subjected to t,he analysis of variance
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procedures $rhÍch were previously mentioned. AdditionalIy, t,he

ratings on the two forms r^tere subtracted, one from the othert

and a difference score was obtained which was Èhen analyzed

for significance.

The choice of a post hoc test is not bound by stringent

rules. The Scheffé's 'S' test was chosen because Ít is

appropriate for all simple pair-wise and complex multiple

comparisons and would serve to maintain the designated alpha

level which htas set at the .05 level. Additionally, it had the

advanÈage of using the same F table as the ANOVA and protected

against a type 1 error, while maintaining the Alpha level

designated for the ANOVA (Shel1ey, L984).

Assumptions

This study was based on the following assumptÍons in

order to render it feasible:

1. The convenience sample was representative of the

population of nurses within t,he province of Manitoba, or

at least, within the tertiary care facility where the

study was conducted.

2. Contemporary knowledge about the variables of interest

bras sufficiently well grounded in theory and research to

enable the production of predict,ive hypotheses requÍred in

a comparatj-ve research design. The IVs of education and
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area of practice, as well as the covariate of experience'

!.rere the variables that, exerted a major influence on the

DV of clinical competence.

The measurement instrument utilized for this study was

sufficiently valid and reliable to yield an accurate

quantification of the DV.

The extraneous variables which affected the DV were

randomly distributed within the entire sample and did not

create a biasing effect. A few examples of these variables

are motivation, temperament, and intelligence.

The participants lent their fulI cooperation and

support to the study.

Limitations

No single study can hope to account for the multitude of

variables which affect nursing clinical competence. Moreover'

exerting control over aII variables or factors which are part

of, or impinge onr a study is difficult or impossible.

Therefore, it is the obligation of the researcher to clearly

define the limits of the study.

A major limitat,ion of t,his study was in relation to the

composition and size of the sample. A large sample was desired

and, optimally, it should have included nurses from several

hospitals in the province. Time, financial constraints, and

5.



83

travel restrictions made that kind of undertaking impossible.

Also, large and diverse samples are diffÍcult to obtainr ês

cooperation with any study is not automatic and requires

approval by various organizat,ional authorities, as well as

full consent by a large number of participants.

As participation was voluntary, the sample may have been

bj.ased in favour of more competent nursesr ês less competent

nurses may have been more hesitant to participat,e. This factor

may have jeopardized external validity. AdditionalIy, as the

study was conducted within one hospital and utilized a

convenience sample, external validity may have been further

threatened and generalizabilÍty to other health care

facilities should be approached with caution. Furthermore, as

the composition of the sample was pre set, random assignment

of subjects !{as impossible. The ex post facto nature of the

study also did not allow for a true experimental design and,

consequently, may have jeopardized internal validity.

The conceptual framework specifies additional extraneous

variables which cannot be included in a study of this

magnitude. Therefore, the amount of variance wj-thin the DV may

not be solely attributable to the independent variables

selected for the study. Future studies should, perhaps,

include other variables such as motivation and intelligence.

Evaluat,ion anxiety, or the presence of anxiety during the

process of evaluation which results in reduced performance,

may have impinged on behaviour. This factor may have created
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a differential effect, on the various groups, and may have

differentially influenced the outcome. EvaLuation anxiety may

be lower among baccalaureate graduates, as they have

experienced two more years of evaluation which may have

served to desensitize them to a greater degree than the

diploma graduat,es. This may have constituted a disadvantage

for dÍploma nurses.

The IV of education at the two levels may have affected
performance simply because nurses with longer terms of
education may have had more exposure to the various situations
requirÍng nursing actions. This limÍtation must be given

careful considerati.on.
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Chapter 4

RESEARCH FINDINGS

The results of data analysis are provided in this chapter

accordÍng to the procedures discussed in Chapter 3. Data

analysis was conducted in three separate stages, but is
presented in a manner that lends itself t,o ease of

interpretation:
L. A brief description of the process of data collection and

the characterj.stics of the sample are presented Ín the

first section.

The distribution of ratings obtained from staff nurse,

head nurse, and combined staff nurse and head nurse

scores are presented in t,he second section. These scores

are then totalled and compared for consistency of

findÍngs.

The assumptÍons required for the analysis of inferential
stati.stics are discussed Ín the third sectÍon.

2.

3.
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in4. The nuIl hypotheses presented in chapter 3 are tested

the fourth section.

5. Additional findings related to the variables of interest

are presented in the fifth section.

6. Reliability data and the distribution of scores

obtained from the instrumentation are presented Ín

the sixth section.

7. A summary of the findings is provided in the seventh

section.

Appropriate descript,ive st,atistics are also presented Ín

relation to the data analyses. Tables depicting the data

accompany the analyses in order to enhance clarity to aid in

the interpretation of the findings.

Process of Data Collection

The appropriate forms and questionnaires !.rere placed in
the conference rooms of the four clinical areas of obstetrics
and gynecology, surgery, medicine, and psychíatry. The

envelopes bearing the completed staff nurse forms were

collected on a regular basis and were coded. Staff nurse

participation was completed by January 4, L992. Head nurse

forms were then coded and given to the appropriate head nurses

along with the instructions as outlined in Chapter 3. Atl head

nurse forms r,rrere completed and returned. This portion of data
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collection was concluded by January L5, L992. Access to
pediatrics was obtaÍned on January 8, L992, and the packages

containing the staff nurse forms were immediately placed on

al-I the wards. AII forms were collected and coded by January

13, L992, and coded head nurse forms were then supplied to the

appropriate head nurses. AII forms were returned by January

20, L992 and the data collectÍon phase was completed.

All individual scores were entered onto a spread sheet,

following the completion of data collection. Additionally,

coded staff nurse and head nurse data were included on the

spread sheet. Data from the spread sheet vrere subsequently

imported into the SPSS/PC+ Statistical Package for the Social

Sciences (Norusis, 1988). Descriptive, as well as inferential

statistics, were calculated in order to obtain a thorough

description of the sample characteristics, and of the response

patterns of head nurses and staff nurses.

Description of the Sample

As illust,rated in Table L, the sample was composed of a

total of 330 participants of which 24L or 73 percent, r^rere

diploma prepared, and 89 or 27 percent r¡rere baccalaureate

prepared. Of the 89 baccalaureate prepared nurses, 32 received

their degrees subsequent to diploma level preparat,Íon. As

further analysis did noÈ differentiat,e between the clinical
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competence of baccalaureate prepared nurses and diploma

prepared nurses with subsequent baccalaureate preparation, the

distÍnction between the two groups r^ras eliminated and the two

groups !'rere combined into the baccalaureate prepared group.

Table 1

Samp1e Distribution by Education

Education Frequency Percent

Diploma
Baccalaureate
Dip I oma,/ Bacca 1 aureate

Total 330 L00.0

The sample was obtained from the five clinical practice

areas of obstetrics and gynecology, surgery, medicine,

psychiatry, and pediatrics. Tab1e 2 represents the

distribution of the nurses by clinical areas.

Table 2

Sample DistributÍon by CIÍnÍcaI Area

24L
57
32

73.0
L7 .3
9.7

Clinical Area Number of Subjects Percent,

Obstetrics &
Gynecology

Surgery
Medicine
Psychiatry
Pediatrics

Total

62
79
82
37
70

r.8.8
23.9
24.9
LL.2
2L.2

330 100
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The largest number of respondents was from the areas of

medicine and surgery with 82 and 79 participants respectively.

Psychiatry yielded the smallest response rate of 37. However,

this area of practice also comprises the smallest clinical

group of nurses within the hospital"

The sample size of diploma graduates exceeded the sample

size of the baccalaureate graduates in each of the five areas.

The total distribution of nurses in these clinical areas' by

education, is illustrated in Table 3.

Table 3

Sample Distribut,ion by Education and by Area

RNs RN/BNS TotaI
Clinical Area Frequency Percent Frequency Percent Frequency

Obstetrics &
Gynecology
Surgery
Medicine
Psychiatry
PediatrÍcs

Total

45
55
64
25
52

73
70
78
68
74

L7
24
18
L22
18

27
30
22

32
26

62
79
82

37
70

24L 89 330

The ratio of diploma to baccalaureate prepared nurses was

uneven across the five clinical areas. Diploma prepared nurses

outnumbered baccalaureate graduates by an approximate 3 to 1

ratio in the areas of obstetrics and gynecology and

pediatrics. A ratio of 2 to L was evÍdent in psychiatry and

surgery, while a 4 to 1 ratio was the case for the practice
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area of medicj.ne. The unequal sampre size of diproma and

baccalaureate nurse participants was taken ínto consideratÍon
and required statisticar adjustment in the subsequent data
analyses.

The sample of 330 nurses was then sub-divided by length
of practice and by education. A totar of 20 nurses had ress

than 1 year of experience. of these 20 nurses, 13 were diploma

prepared nurses and 7 were baccalaureat,e prepared. A totar of
36 nurses hras employed for the period of L-2 years. of these

nurses, 24 were diploma and L2 were baccalaureate prepared. A

total of 104 nurses had practised for the periods of 3-6

years. of t,hese nurses , 69 were diploma and 35 hrere

baccalaureate graduates. The rargest group, composed of L7o

nurses, had 7 or more years of experience. of these nurses,

135 were diploma and 35 were baccaraureate nurses. These data

are presented in lable 4.

Table 4

Sample DÍstribution by Experience and Education

ears o
Experience

RNs
Frequency Percent

RN/BNs
Frequency Percent TotaI

<1 year
L-2 years
3-6 years
7 + years

TotaI

1_3

24
69

135

65
67
66
79

7
L2
35
35

35
33
34
2L

20
36

104
L70

24L 89 330
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The examination of the distribution of participants

according to the four leve1s of experience revealed that the

baccalaureate to diploma ratio increased with recency of

experience. The fourth group, representing experience of 7 and

more years, held the lowest baccalaureate to dÍploma ratio of

all four categories.

Mean Scores and Response Patterns

Schwirian 6D Scale, Staff Nurse SeIf-Ratinq Scores

The initial portion of data analysis consisted of an

examination of self reports which were provided by

participating nurses on the Staff Nurse Form of the Schwirian

6D Scale. The total scores for the six sub-scales !.tere also

computed. All the scores obtained on t,he sub-scales were

treated as dependent variables. The possible range of scores

on each scale it,em was 0-4, where the 0 represented the lowest

rating for clinical competence and 4 represented the highest

possible rat,ing. Between the scores of 0 and 4, only whole

intervals of l- were possible, and responses whÍch deviated

from this requisite brere rounded to the next higher number.

The middle score of 2 represented a "satisfactory" level of

performance.

The first sub-scaIe of Leadership (Lì yielded the

fourth highest score of the sub-scaLes and the highest,
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standard deviation (sD). This sD indicated the widest

dispersion between high and low scores of any of the sub-

scales. The second sub-scale of criticar care (cct produced

the second lowest mean score and the second highest standard

deviation. Consequent,ly, while t,he scores were generally Iow,

they !{ere widely dispersed withÍn the low range. The third
sub-sca1e of Teaching,/Collaboration (T/C) yielded t,he lowest

mean score and the third highest standard deviatÍon. The

fourt,h sub-sca1e of Planning,/Evaluation (P/E) yielded the

t,hird highest mean score and the fourth highest standard

deviation. VÍhile nurses rat,ed themselves fairly highly on this
scale, dispersion in the scores continued to demonstrate a

wide range of ratings. The fifth sub-scale of Interpersonal

Rerations/communication (rPRì produced the second highest, mean

score and the second lowest standard deviati_on. Evidently, the
participant,s rated themselves highly and were in close

agreement, as there was a low dispersion of scores about the

mean. The last sub-scaIe of Professionar Development (pDì

yielded the highest mean score and the lowest standard

deviation. This finding demonstrated a high revel of agreement

among the nurses about the constructs of this sub-sca1e, as

welr as a high lever of performance which was indicated by the

consistently high scores. The total mean for alr staff nurse

scores was 3.21, out of a possible score of 4, with a standard

deviation of 0"47. overalr, total scores obtained on the sub-

scares hrere in t,he upper range of scores, between 3 and the
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maximum score of 4, with a fairry wide dispersion of scores

about those means.

The data in Table 5 represent mean scores which were rank

ordered from highest to lowest, and demonstrate performance at
the level defined above the "we11" range. The data in Tabre 5

also demonstrat,e a trend that the highest mean scores were

accompanied by the l-owest standard deviations. This trend
illustrated a tendency, the hÍgher the mean scores, the croser
the clustering of scores around the mean.

TabIe

Ranking of the Sub-Scales Staff Nurse Forms

5

on

Sub-Scale Mean

1. Professional Development
2. IPR
3. Planni.nglEvaluation
4. Leadership
5. Critical Care
6 . Teaching/Collaboration

3.37
3.30
3.23
3.L7
3.L7
3.06

.40

.44

.47

.52

.51

.48

Scores on the St,aff Nurse Forms yielded a skewed

distribution with observations ranging between 2.L3 and 4"0.

The main concentratÍon of scores was near the centre of this
range, about the score of 3.0 approximately. This negatively
skewed distribution contained most scores in the higher
ranges, with no scores berow a mean of 2.L3. This lowest

value, while above the mean for the scale, illustrated that
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nurses with the rowest scoring demonstrated crinical
competence above the designated satisfact,ory lever of 2.0" The

close clustering of scores in the high end of the scale
represented littre numeric deviation, and comprised a spread

of only 1.87 from highest to lowest mean scores. Therefore,

only small differences between scores were avairable for the
testing of statistical differences.

Schwirian 6D Scale, Head Nurse-Rat,ing Scores

The Head Nurse Form of the 6D scale was used to obtain a

second rating of clinical competence for each staff nurse who

participated in the study. These forms r^rere compreted by the
head nurse or supervisor of each staff nurse. The areas

measured on thÍs questionnaire !.¡ere identical to the areas

assessed on the self-ratings of staff nurses. The scoring was

also icentical to the scoring on the staff Nurse Form, rangÍng

from a low 0 to a maximum of 4. A score of 2.0 represented the
mean of the scale and was designated as "satisfactory"
performance.

Analysis of the scores on the Head Nurse Forms, which

were compreÈed by the 46 participating head nurses withÍn the
five clinical speciarty areas, produced the forlowing ratings:
The first sub-scare of Leadership yierded the lowest mean

score and the highest standard deviation. ThÍs finding
indicated Iittle agreement among the head nurses about nurse

competencj.es on this sub-scale. A wide dispersion of generarly
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low scores constituted the profile of this sub-scale. The

second sub-scale of criticar care produced the fourth highest
score and the second highest standard devi.ation. Vthile head

nurses generally rated staff nurses highly on the constructs
which comprise this sub-scaIe, the wide dispersion of scores

illustrated a low level of agreement between the head nurses

about these scores. The third sub-scale of reachÍng/

colraboration produced the second lowest score and the third
highest standard deviation. Pranninq/Evaluat,ion, the fourth
sub-scaIe, produced the second highest mean score and a

standard deviation which vras the same as obtained on the
previous sub-scale. The fifth sub-sca1e of lPR/Communication

produced the third highest mean with a standard deviation
which was also the same as was obtained on the previous two

scares. The sixth sub-scare of Professional Development,

yielded the highest mean and the rowest standard deviation.
OveraII, the head nurses rat,ed staff nurses highly on

Professionar Development competencies and achÍeved a high

level of consensus on the ratings, as demonstrated by the low

dispersion of scores. The totar mean for head nurse scores r,ùas

3.29 with a sD of 0.58. The head nurses rated the staff nurses

highly in the "weII" to "very well" categories. However, the

lever of agreement was low, as indicated by the large standard

deviation. A simirar trend r^ras observed for staff nurse

scoresr ês was evident for head nurse scores; higher mean

scores corresponded with smalrer standard deviations. The
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interpretation of this trend is identicar t,o the
interpretation which $ras described in the corresponding

section for staff nurses. A rank ordering from the highest
mean to the lowest mean of the sub-scales for the Head Nurse

Forms is presented in Table 6.

Table 6

Ranking of the Sub-Sca1es on Head Nurse Forms

Sub-ScaIe Mean SD

1. Professional Development
2. Planning/Evaluat,ion
3. IPR
4. Critical Care
5. TeachÍng/Collaboration
6. Leadership

3.49
3.33
3.31
3.31
3.16
3. 15

.50

.57

.57

.59

.57

.68

The pattern of scores on the Head Nurse scare was

asYmmetrical, with a negative skew similar to the distribution
of scores on the st,aff Nurse scare. The range of mean scores

on the Head Nurse scale was between 1.54 and 4.0. This finding
illustrates that head nurses allocated lower scores to staff
nurses than staff nurses allocated to themselves. Head nurses

also assigned staff nurses a greater number of higher scores,

between the 3.5 and 4.0 ranges, than staff nurses assigned to
themselves. The emphasis on high scores resurted in a stronger
trend toward the assignment of highest scores for most nurses.

similarry, head nurses assigned staff nurses more scores at
the lower end of the scare than staff nurses assigned
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themselves, with several scores falting below the satisfactory
leve1 of 2.0. The spread of scores resulting from head nurse

ratings, therefore, was greater than the spread of scores

resulting from staff nurse self ratÍngs. Consequently, the

wi.der range of ratings implied that head nurses viewed some

staff nurses' competence as less than "satisfactory", but

viewed the majority of nurses' competence as much more than

"satisfactory". ThÍs finding contrasts with the self-ratings
of staff nurses. fn other words, staff nurses rated their
performance in the above "satisfactory" range, but not in the

extremely high range. Head nurses tended to rate staff nurses

frequently in the high end of the range, and fewer nurses in
the lower end of the range. No mean scores provided by head

nurses hrere below the 1.54 value. This finding indicates that
head nurses did not view their st,aff nurses as demonstrating

very poor clÍnical competence.

Schwirian 6D Scale, Combined Staff and Head Nurse Scores

The correlations between st,aff nurse and head nurse sub-

scale scores were obtained through the use of the Pearson

Product Moment Correlation Coefficient. This procedure was

employed in order to determine the degree of association

between the self ratings and the head nurse ratÍngs of the

same st,aff nurses. McCloskey (L983a, L983b) reported a low,

but statistically significant, correlation between staff nurse

and head nurse ratings. The correlations obtained in this
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study were similarry low, but statisticalry significant. These

correlations are presented Ín Table 7.

Table 7

Correl-ations Betvreen Staff and Head Nurse Sub-Scales

Sub-Scale

L. Leadership
2. Critical Care
3. Teaching / Collaborati.on
4. Planning / Evaluation
5. IPR
6. Profess j.onal Development
7. Total Scales

.25

.23

.L6

.22

.15

.L4

.2L

.00L

.00r.

.01

.001

.0L

.01

.01

The scores obtained on each of the six sub-scales on the

staff Nurse and Head Nurse Forms !.rere combÍned in order to
yield a total score. This total score was intended for use as

an unbiased indicator of nursing performance in order to
moderate the effects of extreme ratings which may have been

assigned by staff nurses or head nurses. The carculated
combined means and sDs were as forlows: The first sub-scare of
Leadership yielded the second rowest mean score, and the
highest. sD. These findings indicate a wide dispersion in the
allocation of scores, which generalry tended to be Iow. The

second sub-scare of critical care produced the fourth highest
mean and t,he second highest sD. Raters provided reratÍvery
moderate scores on thÍs sub-scare with a row revel of rater
consensus demonstrated by the wide dispersion of scores about
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the mean. The third sub-scare of Teaching/collaboration

yielded the lowest mean score and the third lowest, standard

deviation. The relatively low scores on this sub-test vrere

assigned fairly consistently among the raters. This was

demonstrated by the low level- of dispersion of scores about

the mean. The fourth sub-scale of Planning/Evaluation produced

the third highest mean score and the third highest SD. The

fifth sub-scaIe of fPR/Communication produced the second

highest mean score and the second lowest standard deviaÈÍon.

The sixth and final sub-scale of Professional Development

yielded the highest mean score and the lowest SD. C1inical
compet.ence in relation to Professional- Development not only

achieved the highest combined ratings, but also the highest

leve1 of consensus about t,hese scores and the competencies

which they represent. The total mean for the conbined scores

lrras 3.25 and a SD of .37. A rank ordering of the combined

scores is presented Ín Tab1e 8.

Tab1e 8

Ranking of the Combined Sub-scales
for Staff and Head Nurse Forms

Suþ-Scal-e Mean SD

L. Professional Development
2. IPR
3. Planning/Evaluation
4. Critical Care
5. Leadership
6 . Teaching/Collaboration

3.43
3.30
3.28
3.24
3. 16
3. LL

.34

.38

.4L

.43

.48

.40
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The trends observed on the staff and head nurse forms

r^rere similar t,o those observed on the combined forms. This

finding was expected, because combÍned scores simply serve to
moderat,e staff nurse and head nurse performance ratings. The

interpretations of these data are simirar to the

interpretations presented for the staff and head nurse scores.

The total averaged scores on the staff Nurse and Head

Nurse Forms are presented in Tabre 9. These scores !.¡ere

utirized in the subsequent data anarysis because each total
scale was used as a dependent variable.

Table 9

Total Scores for Staff and Head Nurse Forms

value Label Mean SD

Tota1 Staff Nurse
Total Head Nurse
Combined Total

3.2L
3.29
3.25

.47

.58

.37

combined head nurse and staff nurse scores produced a

more normally shaped distribution which was centred around the

3.0 to 3.5 range. No combined scores berow 2.2 were observed.

Evidentry, lower scores were not frequentry allocated by

either staff t ot by head nurses.

scores obtained on head nurse sub-scaLes were then

subtracted from scores obtained on corresponding staff nurse
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sub-scales. These difference scores demonstrated the disparity
between nurses' self ratings and head nurse ratings. The

differences in scores are depict,ed in Table 10. A posÍtive
score indÍcated a higher staff nurse self rating, whereas, a

negative score indicated a higher rating by head nurses.

Table L0

Difference Scores Between Staff Nurse and Head Nurse Forms

Sub-Scale Mean of Difference SD

L. Leadership
2. CriLical Care
3. Teaching/Collaboration
4. Planning/Evaluation
5. IPR
6. Professional Development
7 . Dif ference Between Tot,al

Sca1e Scores

.02
-. 1_5

-. 10
-. l_0

-.01
-.L2

-.07

.75

.68

.68

.66

.66

.59

.61

The differences in ratings between the two scales vrere

rank ordered and analyzed throirgh the use of t.he Friedman Two-

way Analysis of variance (ANovA) in order to determine if
these differences brere statistically significant. The

Friedman's ANOVA was used to determÍne significant differences
when discontinuous data are rank ordered. Resurts hrere

significant at the p = <.00005 lever and indicated that head

nurses rated staff nurse competencies more highly than staff
nurses rated their own competencies. The resuLts of t,his ANovA

are presented Ín Table LL.
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Table

Friedman's ANOVA on Mean Difference Scores

1l_

of

l_.
2"
3.
4.
5.
6.

Leadership
Critical Care
Teaching / CollaOoration
Planning / EvaluatÍon
IPR
Professional Development

4.01
3.04
3.4i_
3.36
3.88
3.30

D. F.
5

Chi-Square
62.9330

Significance
.0000

StatisÈicaI Assumptions

An assumption of the correlation of the DVs underlies the
use of Multiple Analysis of variance (MANovA), and of Multipre
Anarysis of covariance (MANcovA) procedures (Neter, wasserman

& Kutner, 1990). The pearson product Moment correrations
ranged between .51 and .84 on the six staff nurse sub-scares.

correrat,ions on the head nurse scares ranged between .73 and

.91. Therefore, the assumption of reratedness was satisfied on

both head nurse and staff nurse scales.

Statistical analysis which utilizes a covariate relies on

the assumption that the covariate correlates wit,h the DVs at
least at the .30 lever. rf this degree of correlation is
lacking t,hen little is gained from the usage of the covariate,
and one degree of freedom is lost in the statistical analysÍs
as a consequence (lvaltz & Barker Bauserl, 19gL). pearson
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Product Moment Correlations were obtained for all sub-scal-es

and for total scores in order to determine if the covariate

reached this level of significance. The correlations between

the covariate of experience and staff nurse sub-scale scores

ranged from a low of E=.01 for sub-scale 6, professional

Development, to a high of r=.27 for sub-sca1e L, Leadership.

The t,ota1 correlation for the entire scale was r=.2L. As the

correlations on all- the scales were below the .30 level, the

covariate of experience was not used for t,he further analysis

of the staff nurse scale.

Correlations between experience and head nurse sub-scale

scores ranged between r=.L4 for Professi.onal Development to
r=.35 for Critical Care. Two other sub-scales failed to reach

the I=.30 IeveI. They were Interpersonal Relations/
Communication with an t=.2L, and Leadership with an r=.29.
However, as three sub-scales surpassed the .30 level and as

the total score approached the leveI of significance of g=.29,

the decision was made to use the covariate for further
analysis of the head nurse sca1e. This decisÍon was based on

t,he fact that sub-sca1e 6, with r = .L4, correlated at a low

level with other sub-scales of the 6D Scale and prevented the

total score from reaching the .30 level.
Correlations between experience and combined head nurse

and staff nurse sub-scale scores ranged from r=.L0 for
Professional Development, to r=.37 for Critical Care.

Interpersonal Relations./Com¡nunication with r=.22 was the only
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other sub-scaIe that failed to reach the critical level. The

correlation for the ent,ire scale was r=.33.

correrat,ions for the five sub-scares and the total scare

scores surpassed the r=.30 level and were signÍficant at, the
p=.00L reve1. The Professional Deveropment sub-scale with
r=.10 did not produce a significant correlation coefficient, at
the p=.05 level. Therefore, the relationship between

experience and clinical competence, as measured by the 6D

Scale, was found to be highly significant, but, not to a large
magnitude.

The appropriate use of t,he MANOVA and MANCOVA procedures

requires the presence of homogeneity of variances (Net,er et
â1., 1990). Two univariate tests of homogeneity were utilized
in this study: The Cochrans C Test and the Bartlett-Box F

Test. These tests assume the presence of equal variances. rn
order to reject the hypothesis of equal variances, the

obtained levels of significance had to reach the .05 revel or
less (the assumption of homogeneity is met when the p exceeds

the .05 level). The results of the cochrans c and Bart,rett-Box
F Tests are presented in Tab1e L2.
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TabIe

Tests of HomoqeneÍty

L2

of Variances

Va1ue Labe1 Cochrans C Bartlett-Box F

Staff Nurse
L. Leadership
2. Critical Care
3. Teaching / ColLaboration
4. Planning / Evaluation
5. IPR
6. Professional Ðevelopment
7. Total
Head Nurse
L. Leadership
2. Critical Care
3. Teaching / CollaUoration
4. Planning / Evaluation
5. IPR
6. Professional Development
7. Total
Combined Head & Staff Nurse
1. LeadershS.p
2. Critical Care
3. Teaching / Collaborat,ion
4. Planning / Evaluation
5. IPR
6. Professional Ðevelopment
7. Combined Total

.08

.053

.18

.l_L

.26
1.00

.19

.91

.004
1.00

.55

.L2

.57

.68

1.00
.49

1.00
.55
.65
.47
.44

.18

.02

.44

.36

.36

.93

.16

.98

.06

.76
,2L
.47
.19
.81

1.00
.06
.87
.25
.75
.36
.48

As homogeneity of variances was evident Ín atr the sub-

scales except in sub-scale 2, the scores were transformed

using Blom's Normalizing Rank scores. consequent to this
procedure, the Bart,lett-Box F and cochrans c rests hrere re-run
to detect the presence of any gains, especially in sub-scare

2, for both scares. The cochrans c value on Brom's conversion

on sub-scare 2 of the staff Nurse Forms was .03. The Bartrett-
Box F varue was .01. The converted Brom's values for cochrans

c and Bartlett-Box F on sub-scale z of the Head Nurse Forms
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!.rere .03 and .0L respectively. These converted values

represented an act,ual loss of homogeneity, and this t,rend was

evident on most of the sub-scales on both forms. consequently,

the decision was made to ret,ain the actual scores.

Hypotheses Testing

The purpose of this study was to ansv¡er the research

questions posited in Chapter 1. These quest,ions, Ín the

negative formn constituted the nuII hypotheses to be tested

statistically.

The nuII hypotheses tested during statistical_ analyses

were as follows:

3.. There is no difference beLween baccalaureate prepared

nurses and diploma prepared nurses in clinical
competence.

2. There is no difference in clinical competence between

nurses with varying lengths of clinÍcal experience.

3. There is no difference in the level of clinicat
competence between diploma and baccalaureat,e prepared

nurses who work within the various clinical areas.

4. There is no difference in clinical competence between

baccalaureate and dÍploma prepared nurses at
comparable levels of clinical experience.
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These nuI1 hypotheses were tested with respect to staff
nurse, head nurse, and combined staff nurse head nurse scores.

NuII Hvpothesis 1

As the assumption of t,he covariate's significant
correration with the DVs at the minimum .30 revel was not met,

the covariate of experience r^ras eliminated from further
analysis with regard to staff nurse scores.

A ITIANOvA was conducted on staf f nurse data. The purpose

of the MÀNOVA is to test t,he significance of multiple
dependent variabres (DVs) and multipte independent variables
(IVs). Six DVs comprising the sj-x sub-scales, and two IVs of
education and area of pract,ice, rdere used in this analysis.
Main effects as well as interaction effects were obtained.

Results indicated that the I4ANOVA was not significant for
the main effect of educatÍon. The resurts of this anarysis are

presented in Tables 13a and i.3b.

Table 13a

MÃ,NOVA Demonstrating Main Effect of EducatÍon
on Staff Nurse Clinical Compet,ence

on Schwirian's 6D Scale

Test Name Value Approx. F Hypoth.DF Error DF Sig.F

PillaÍs
Hotellings
Wilks
Roys

.028L

.0289

.97 L9

.0281

1.5123
1 .5123
L.5L23

6.00 3r.4.00
6.00 314.00
6.00 3r_4.00

.L73

.L73

.L73
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Tab1e 13b

Univarj.ate F-Tests with ( L, 3 ¡.9 ) D. F .

s-s Hypoth. SS Error SS Hypoth. MS Error MS F ---Sïg.F

1.L
2.CC
3.T/C
4.PlE
5. IPR
6.PD

.3908

.0L44

.58L9

.27 60

.0s64

.1339

82.5446
7 I .0957
69.9984
69 .4448
60.20L2
49.6648

.3908

.0L44

.58r_9

.27 60

.0s64

. L339

.2587

.2448

.2L94

.2L77

.1887

.l_557

1.5102 .220
.0590 .808

2.6s18 .104
1.2678 .26L
.2988 . s85
.8602 .3s4

S-S =
l.L =
2.CC =
3.T/C =
4.P/E =
5. IPR =
6.PD =

Legend
Sub-ScaIe
Leadership
Crit,ical Care
Teach i ng,/Co I 1 aborat i on
Planning,/EvaIuaÈion
ï nterpersonal Relations /Communication
Professional Development

The main effect for type of education (diploma,

baccaraureate) on the six sub-scales of clinicar competence

was found to be not significant on any of the staff nurse sub-

scare scores with p values ranging between .104 on sub-scare

3, to a p value of .808 on sub-scale 2.

The main effect of education on head nurse scores $ras

obtained through the use of the M.ANcovA. The MANcovA was used

to test significance as murtiple dependenÈ variables and

multiple independent variables r^rere tested. The effects of the

covariate are neutralized by the elimination of the sj.ze of
its effect on the dependent variables.

Six DVs comprising the six sub-scale scores, the
covariate of experS.ence, t,he two rvs of education, and area of



practice, r^rere anal-yzed.

effect of education r^rere

The findings are depicted

Results of the MANCOVA

not significant, on all
in Tab1es l-4a and L4b.

L09

for the main

sub-scaIes.

Tab1e L4a

MANCOVA DemonsLrating Main Effect of Education on
Head Nurse Forms of Schwirian's 6D Scale

Test Name Value Approx. F Hypoth. DF Error DF Sig.F

Pill-ais
Hotellings
!Íilks
Roys

.0163

.0L66

.9837

.0163

.847 3

.847 3

.847 3

6.00
6 .00
6.00

307.00
307.00
307.00

.534

.534

.534

Table LAb

Univarj.ate F-Tests with (L,3L2) D. F.

S-S Hypoth.SS Error SS Hypoth.MS Error MS F Sig.F

1.L
2.CC
3.r/c
4.PlE
5. IPR
6. PD

.349L

. l_401

.4024

.022L

.2933

.1053

130.9669
94.7989
93.3422
91.3201
96.22t5
75.7L64

.3491

. L401

.0024

.022L

.2933

.1053

.4198

.3038

.2992

.2927

.3084

.2427

.83L8 .362

.46L0 .498

.008 L .928

.07s6 .783

.9s09 .330

.4339 .511

S-S
1_.L
2.CC
3.T/C
4.PlE
5. IPR
6.PD

Legend
Sub-ScaIe
Leadership
Critical Care
Teaching./Co1 laborat ion
Planning/Evaluation
Interpersonal Relations /Communication
Prof essional Development
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The information presented in Tab1e 14a illusÈrates that
Èhe combÍned effects of the six sub-scares were not

significant at the p=.534 level. The individual sub-scales

were also found to be not significant, with a p value ranging

from .330 on sub-scale 5, to p value of .928 on sub-sca1e 3.

Additionally, a MANCOVA also was conducted in order to
evaluate t,he effects of the combined staff nurse head nurse

scores. The main effect of education in the multÍvariate and

the univariate tests for the six sub-scales, was found to be

not significant. The results of the MANCOVA are demonstrated

in Tables 15a and 15b.

Table LSa

MÀ,NCOVA of CombÍned Staff and Head Nurse Scores
For the Main Effect of Education

Test Name value Approx.F Hypoth.DF Error DF Sig.F

Pillais
Hot,ellings
Ì¡tilks
Roys

.0330

. 0341_

.9670

.0330

L .7 392
L.7 392
L.7392

6.00
6.00
6.00

306.00 .LLz
306.00 .LL2
306.00 .LL2
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Table i.5b

Univariate F-Tests with (1,311) Ð. F.

-S Hy¡loth. SS Error poth.MS g.F

L.L
2.CC
3.T/C
4.P/E
5. IPR
6.PD

.0255

.0005

. L720

.067s

. 0116

.0009

60.7083
48.0235
43.03L2
44.7738
43.2542
35.117L

.0255

.000s

.L720

.0675

.0LL6

.0009

. L952

. L544

.1384

. L440

. 1391_

. LL29

. r_306

.0033
t.2433

.4692

.0831

.0084

.71_8

.954

.266

.494

.773

.927

S-S =
l.L =
2.CC =
3.T/C =
4.PlE =
5. IPR =
6.PD =

Legend
Sub-Sca1e
Leadership
Crit,ical Care
Teaching/Co1 l- aborati on
Planning/Evaluation
Interpersonal Relations/Communication
Profess ional Development,

The combÍned effects of the sub-scale scores were not,

sj.gnificant at the p=.L12 leveI. All the univariate tests hrere

arso found not siqnificant with p values ranging from .266 on

sub-scale 3, to .954 on sub-scale 2.

As the main effect of education was non significant on

head nurse scores, on staff nurse scores, and on combined head

nurse and staff nurse scores, nurr hvpothesis 1 could not be

rejected. Therefore, the first, hypothesis in which it Ìâras

stated that baccalaureate prepared nurses wilt demonstrate a

higher level of clinicar competence than diploma prepared

nurses was not supported.
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NulI Hvpothesis 2

The second null hypothesis posited that there was no

difference in crinicar competence between nurses with varying
lengths of experience. Experience was used as the covariate,
and the MÄNCOVA procedure r^ras employed to parcel out, the

effects of this variable. However, the covariate was not used

in the calculation of staff nurse data because the

correlations between experience and the six sub-scales þrere

below the r=.30 level. Therefore, six separate one-hray ANOVAs

brere conducted in order t,o test for significance on each sub-

scale. The ANOVA was used to test for significant differences
between independent variables, or 1eve1s of independent

variables, in the presence of a singre dependent variable. The

assumpt,ions for the normalÍty of data also had t,o be met.

The Leadership sub-scale obtained an F ratio of J.0.0235

and yierded a p of <.00005. The F ratio for the criticar care

sub-scale was 5.8838 with a p of .0006. The sub-scaIe of
Teaching/colraboration yierded an F rat,io of 5.4247 and a p of
.001-2. The fourth sub-scare of planning/Evaluation had an F

ratio of 5.4582 and a p of .0011. The fifth sub-sca1e of
rnterpersonal Rerations/communications had an F ratio of
2.3587 and a p of .07L7. The last sub-scare of professional

Development yielded an F ratio of .7283 and a p of .5357. The

values obtained on the first four sub-scales were all
significant. However, Ëhe last two sub-scales were not

significant. Experience exerted a siqnificant effect on
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clinical competence as measured by the first four sub-scales,

but did not demonstrate this effect as measured by the rast
two sub-scales. The magnÍtude of the effect of experience t,tras

measured through the use of the Eta squared st,atÍstic. This

stat,istic supplied the percent,age of variance accounted for by

the independent variable. The four significant sub-scares

obtained Eta squares which account,ed for 5-9 percent of the

variances. The two non-significant sub-scales produced Eta

Squares of one half percent Eo 2 percent of the variance.

The effect of experience on head nurse scores t{as

obtained through t,he Mi\NCOVA procedure. Experience was

significant on the first four sub-scales at p<.0005 leve1.

sub-scale five of Planning/Evaluation yielded a significant
effect, at p=.002. sub-scare six of professional Ðeveropment

yielded a non-significant p at the .08 level. The first four
sub-scares demonstrated a signifÍcant effect due t,o the

variabre of experience on both the staff and head nurse

scores, while the fifth sub-scaLe was onry signÍfÍcant on head

nurse ratings. sub-scale 6 was significant for neither head

nurse nor staff nurse scores. As some sub-scales were not

significantr ân evaruation of the total head nurse and staff
nurse scores r,\ras in order to determine if total scale scores

were significant. Tables 16a and L6b illustrate these data.
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Table L6a

Effect of Experience on Total Staff and
Head Nurse Scores

Test, Name Value Approx.F Hypoth. DF Error DF Sig. F
Pillais .0909
Hot,ellings . L000
Wilks .9091-
Roys .0909

1s.5043
15.5043
15.5043

2.00
2.00
2.00

310.00
310.00
310.00

.000

.000

.000

Table 16b
Univariate F-tests with (1,3LL) D. F.

ScaIe
Sq.

Mul.R Mul.R
Adj. Hypoth.
R-sq. MS

Error Sig.
MSFF

Staff
Nurse .0357
Head
Nurse .0713

.1888

.2669

"0326

.0683

1.8459

6 .3925

. i.605 LL.4984 .001

.2680 23.8572 .000

The covariate of experience was significant at, the p=.001

Ieve1 for the total staff nurse sca1e, and significant at the

p<.0005 leveI for the t,otal head nurse scale. The covariate

affected the total staff nurse scale by raising the mean by

.09 for each level of experience. Similarly, the covariate

increased the mean of the total head nurse score by .L7 for
each level of experience. The findings of significance for the

covariate were sÍmiIar for staff nurse and head nurse sub-

scales as well as for the combined staff nurse head nurse

scales. Experience exerted a smalI but significant effect on

the dependent variables of clinical competence. Therefore,
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nuI1 hvpothesis 2 was reiected and the second research

hypothesis, in which it was stated that nurses with longer

durations of experience will demonstrate a higher level of
clinical competence than nurses with Iesser durations of

experience, was supported. ft should, however, be not,ed that
this effect neither applied to the sub-scale of Professional

Development in general, nor to the sub-scale of Interpersonal

Relations/Communications for staff nurse scores.

Null HvpothesÍs 3

The statement made in the third hypothesis was that there

was no difference in the Ievel of cl-inical competence between

dÍploma and baccalaureate nurses employed in various clinical
settings. This hypothesis was tested by evaluating the

interaction effect between education and area of clinÍcal
practice. The MANOVA procedure was utilized to test the

signifj.cance of the interaction on staff nurse scores. No

significant multivariate or univariate effects were noted.

Tables L7a and L7b illustrate these data.

Table L7a
IvIANOVA of Interaction Effects of Education and

Area of Practice of Staff Nurses

Test, Name

PiIlais
Hotellings
Wilks
Roys

.067r. .9013

.0689 .8970

.9343 .8992

.0300

24.00
24.00
24.00

1268.00
12s0.00
1096.63

.601

.607

.604
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Table L7b-

Univariate F-Tests with (4,3L9) D. F.

S-S Hypoth.SS Error SS Hypoth.MS Error MS sig. F

1.L
2.CC
3.r/c
4.P/E
5. IPR
6.PD

.2364

.4 165

.1388

.2587

.139L

.L7L4

82.5446
78.0957
69.9984
69 .4448
60.20L2
49.6648

.059L

.104L

.0347

.0647

.0348

.0429

.2588
"2448
.2L94
.2L77
. 1887
. i.557

.2284 .922

.4254 .7 90

.1s81 ,959

.297 L .880

.1843 .946

.2752 .894

S-S =
l.L =
2.CC =
3.T/C =
4.P/E =
5. IPR =
6.PD =

Legend
Sub-Sca1e
Leadership
CritÍcal Care
Teaching/Co I Iaborat Íon
Planning/Evaluation
Interpersonal Relations/Communication
Professional Development

The results of the MANOVA were not significant with

regard to the interaction effect between education and area of
practice. This was the case for all sÍx dependent variables.

Consequently, the interaction between educat,ion and area of
practice was not significant for staff nurse scores.

The interaction between educat,ion and area of practice

for head nurse scores was investigated t,hrough the use of the

MANCOVA procedure" The multivariate test for the combÍned

effect of the sub-scales on the interaction of education and

area of practice was not significant. Similarly, the six
univariat,e test,s were not, signif icant on all six sub-scales.

The lack of interaction effect between education and area of
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practice r^ras consistent throughout the statistical anaryses.

Tables L8a and L8b present these data.

Table 18a

MANCOVA Demonstrating the Interaction Effect of
Education and Area of Practice on
Schwiri-an's 6D Head Nurse Forms

Test Name VaIue Approx. F Hypoth.DF Error DF Sig.F

Pillais
Hotellings
Vüilks
Roys

l_.L5L7
L. 1s20
1_.1523

.0872

.0905
.9150
.0449

24.00
24.00
24.00

1240.00
L222.00
L072.2L

.278

.278

.278

Table 18b

Univariate F-Test,s with (4,3L2) D. F.

S-S Hypoth.SS Error SS Hypoth.MS Error MS sÍ9. F

1.L
2.cc
3.8/C
4.P/E
5. IPR
6.PD

2.7346
L .47 35
L.3206

.8223

.8995

.8s87

130.9670
94.7989
93.3422
9L.3201
96.22L5
75.7L64

.6837

.3684

.3301

.2056

.2249

.2L47

.4198

.3038

.2992

.2927

.3084

.2427

L .6287
L.2L24
1. 1_035

.7 024

.7292

.8846

. L67

.30s

.355

. 591

.57 3

.47 3

S_S
1.L
2 "CC
3.T/C
4.P/E
5. IPR
6.PD

Legend
Sub-ScaIe
Leadership
Critical Care
Teaching/Co1 I aboration
Planning,/Evaluation
Interpersonal Relations /Communication
Professional Development

A MANCOVA was conducted on

nurse scores in order to verify

the combined head nurse st,aff

t,hat combined scores did not
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demonstrate a significant interact,ion effect. This interaction
effect was theoretically possible, because the combined scores

had the effect of doubling the sample sj.ze, and a smaller

effect was required to achieve significance. The multivariate
tests r^rere not significant, at a p of .590. The univariate
tests were also not siqnificant with p values ranging between

.47L and "795. As significance r{ras not demonstrated for the

interaction effect of education and area of practÍce for staff
nurse, head nurse, and combined staff nurse head nurse scores,

nul1 hvpothesis 3 could not, be rejected. Conversely, research

hypothesis 3, in which it was stated that diploma and

baccalaureate prepared nurses employed in the five designated

clinical areas will demonstrate different levels of clinical

competence, r^ras not supported.

NulI HvpothesÍs 4

The fourth nul1 hypothesis was formulated to postulate a

lack of difference between baccalaureate and diploma prepared

nurses at, comparable levels of clinical experience. Evaluation

of this hypot,hesis was accomplished by the examination of the

interact,ion effect between the independent variables of

experience and education, through the use of the ANOVA

procedure. Two levels of nursing education and four levels of

experience were combined to yield eight possible combinations

of experience and educatÍon.
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These eight combinations were:

L. Diploma graduates with <l- year experience
2. Baccalaureate graduates with <L year experience
3. DÍp1oma graduates with L-2 years experience
4. Baccalaureate graduates with 1-2 years experience
5. Diploma graduates with 3-6 years experience
6. Baccalaureate graduates wit,h 3-6 years experience
7. Ðiploma graduates with 7 and more years of experíence
8. Baccalaureate graduates wit,h 7 and more years of experience

The interaction effect for staff nurse scores $ras

significant at the p=.0028 ]eve], as a significant
relatÍonship between at least two of the possible combinations

was demonstrated. Table L9 illustrates these findings.

Table 1-9

ANOVA of fnLeraction Between Education and Experience
On Staff Nurse Scale

Source
Sum of Mean F F

D.F. Squares Squares Ratio Prob.

Between Groups
úlithin Groups
TotaI

7 3.6159
32L 51.8995
328 55.5L54

.5166 3. l_949 .0028
. L6L7

Tests for Homogeneity of Variances:
Cochrans C = .L787, P = .225
Bartlett-Box F = .89L, p = .5L2

The Scheffé's S test, a post hoc technique, was used to
Ídentify which variables, or levels of variables, differed
significantry. This test v¡as used consequent to the general

finding of significance, because multiple variables or

multiple levers of a variabl-e, required examination. The
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Scheffé's S test was used to compare the possÍb1e combinatÍons

of experience and education. No sÍgnificant, combinations !.rere

detected at the p=.05 lever of significance. This finding may

be att,ributed to the fact that t,he Schef f é's Test is a

conservative measure of significance.

An analysis of the interaction of education and

experience on head nurse scores yielded a finding of
significance at the p <.00005 leveI. This fÍnding demonstrated

a signifj.cant interaction between experience and education at
a minimum of one interaction for the possible combinations.

Table 20 illustrates the results of the ANOVA which vras

utilized to demonstrate the interaction between education and

experience.

Table 20

ANOVA of Interaction Between Education and Experience
On Head Nurse Scale

Source D. F.
Sum of

Squares
Mean

Squares
EIF

Ratio Prob.

Between Groups 7
Within Groups 3L5
Total 322

9.3700
84.795L
94 . i_65 r.

t .3386
.2692

4.9726 .0000

Tests for Homogeneity of Variancess
CochransC = .2204rP= .007
Bartlett-Box F = 1.388, P = .205

A consequent

(Diplona nurses

Scheffé's S

with <1

Test demonstrated that group 1,

year experience) obtained
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significantly lower scores than group 7, (Diploma nurses with
7 oc more years of experience). Vlhile this finding was not

remarkable, its corollary vras: No group of diploma or

baccalaureate graduates, at comparable levels of experÍence,

surpassed each other. This finding demonstrated t,hat the

interaction of education and experience had litt1e or no

effect on the dependent variable of clinicat competence for
head nurse scale scores.

Combined head and staff nurse scores v¡ere then subjected

to the ANOVA procedure to detect any signifÍcant interaction
between experience and education. Significant, results
demonstrated such interaction at the p<.00005 level. Table 21

is presented to depict t,hese f indings.

Table 2L

ANOVA of Int,eraction of EducatÍon and Experience on
Combined Staff and Head Nurse Scales

Source D. F.
Sum of

Squares
Mean

Squares
FF

Rat,io Prob.

Between Groups
VÍithin Groups
TotaL

7
3L4
32L

5 .27 L8
39 .4829
44.7548

.7531
.L257

s.9894 .0000

Tests for Homogeneity of Variances:
Cochrans C = .L560, P = .989
Bartlet,t-BoxF = .702 rP= .670
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The Scheffé's S TesÈ was used again in order to identify
any of the eight groups which differed at the .05 leveI.
Results of this post hoc procedure illustrated that group L,

(Diploma graduates with <1 year experience) obtained

sÍgnificantly lower scores than either group 7 (DÍploma

graduates with 7 or more years of experience) or group I
(Baccalaureate graduat,es with 7 or more years of experience).

The relationship demonstrated between education and experience

may be explained by the extremes of experience, and not by

educational preparation.

The finding of tenuous relationships between education

and experience were evident on staff nurse, head nurse, and

combined st,af f nurse head nurse scores. As t,he stat,ement in
null hypothesis 4 was that Èhere was no difference in clinical
competence between diploma and baccalaureate prepared nurses

at, comparable levels of experience, null hvpothesis 4 could

not be reiected. SimilaîLy, the statement in the research

hypothesis, that baccalaureate prepared nurses will
demonstrate a higher level of clinical competence than dÍploma

prepared nurses at comparable leveIs of experience, could not

be supported.



L23

Additional Related Findings

Area of Clinical Pract,ice

While the testÍng of the fourth nul1 hlpothesÍs
precipitated the evaluation of the interaction effects between

education and area of clinical practice, the main effect of
area alone was not initially considered.

A MANOVA for the main effect of area was conduct,ed for
staff nurse scores and was found to be significant at the p=

.001- Ievel. Univariate tests demonstrated that sub-scales 1-5

were aII significant, but sub-scale 6 was found not

significant. Tab1es 22a and 22b display these data.

Table 22a

MÀNOVA Demonstrating Main Effect of Area of
Practice on Staff Nurse Clinical Competence

on Schwirian's 6D Scale

Test Name Value Approx.F Hypoth.DF Error ÐF Sig.F

Pillais
Hotellings
fVilks
Roys

3.3821
3.5420
3 .47 3L

.2407
.2720
,77 45
.1498

24.00
24.00
24.00

l_268.00
1_250.00
l_096.63

.000

.000

.000



L24

Table 22b

Univariate F-tests with (4r319) D. F.

S-S Hypoth.SS Error SS Hypoth.MS Error MS F SigJ
1.L
2.CC
3.T/C
4.P/E
5. IPR
6.PD

5. 1302
5 .45L2
3.2483
2 .6L98
L.927 6

.7L74

82.5446
78.0957
69.9984
69.4448
60.20L2
49.6648

L.2826
1.3628

.8L2L

.6550

.4819

.t794

.2588

.2448

.2L94

.2L77

. r_887

.1557

4.9565 .001
s. s666 .000
3.7009 .000
3.0086 .019
2. ss36 .039
L " 1520 .332

S-S =
l.L =
2.CC =
3.T/C =
4.P/E =
5. fPR =
6.PD =

Legend
Sub-ScaIe
Leadership
Crit,ical Care
Teaching/CoI 1 aborat i on
Planning,/Evaluation
f nterpersonal Relations /Communication
Profess ional Development

These findings indicated that area of practice had an

effect on st,aff nurse scores on all sub-scales except the

sixth sub-sca1e of Professional Development.

Head nurse scores were also examined for the main effect
of area of practice through the MANCOVA procedure.

Multivariate findings, which measured the combined effects of
the six sub-scales, were significant at the p<.0005 1evel.

However, univariate tests yielded no significance on any of
the six sub-sca1es, with p values ranging between .L22 and

.403. These results demonst,rated that individual sub-scales

did not possess sufficient strength to reach signÍficance.
Tables 23a and 23b illustrate these fÍndings.



L25

Table 23a

MÂNCOVA Demonstrating Maj.n Effect of Area of Practice on
Head Nurse Forms of Schwirian's 6D Scale

Test Name VaIue Àpprox.F Hypoth.DF Error DF Sig.F

Pillais
Hotellings
[fi1ks
Roys

.2037

.2203
.8092
.L074

2.77 L8
2.8047
2.7954

24.00
24.0Q
24.00

L240.00
L222.00
L072.2t

.000

.000

.000

Table 23b-

Univariate F-Tests with (4,3L2) D. F.

S-S Hypoth.SS Error SS Hypoth.MS Error MS Sig. F

1.L
2.cc
3.TlC
4.PlE
5. IPR
6.PD

2 .77 L5
L.2269
L.922L
L.7 449
2.26L7
L .447 4

L30.9667
94.7989
93.3422
91.3201
96.22L5
75 .7 L64

.6929

.3067

.4805

.4362

.5654

.3619

. 41_98

.3038

.2992

.2927

.3084

.2427

1.6506 .r.61
1.0095 .403
L.6062 .L73
I_.4903 .205
1.8334 .L22
L .49 r.0 .20s

s-s
1.L
2.CC
3.T/C
4.P/E
5. IPR
6.PD

Legend
Sub-ScaIe
Leadership
Crit,ical Care
Teaching/Co I laborati on
Planning./Evaluation
Interpersonal ReIatÍons/Communicat,ion
Professional Development

The combined staff nurse head nurse scores vrere evaluated

for significance for the main effect of area through the

MÀNcovA procedure. Murtivariate tests, measuring the combined

effects of the sub-scales, !.rere significant at the p<.0005

Ievel. Univariate tests yielded sub-scales two, three, fout,
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and five as si-gnificant, but sub-scales one, and sÍx continued

to be non-significant.

Table 24a

MANCOVA on Combined Staff and Head Nurse Scales
For Main Effect of Area of Practice

Test Name Value Approx.F Hypoth.DF Error DF Sig. F

Pillais
Hotellings
Wilks
Roys

.2683

.3092
.7501
.L736

3.7022
3.9226
3.8255

24.00
24.00
24.00

1_236.00
12L8.00
L068.72

.000

.000

.000

Tab1e 24b

Univariate F-Tests with (4,3L1) D. F.

s-s Hypoth.SS Error SS Hypoth.MS Error MS Sig. F

1.L
2.CC
3.T/C
4.P/E
5. IPR
6.PD

1.8363
2.2243
l_.4L84
1.4635
L.4447

.8608

60.7083
48.0235
43.03L2
44.7738
43.2542
35 . L i.7l_

.459L

.5561

.3546

.3659

.36L2

.2L52

. L952

. L544

.1384

.L440

.1391

. LL29

2.3518 .054
3.60L2 .007
2.s628 .038
2.54L4 .040
2.5969 .036
1.90s8 .109

s-s
l-.L
2.CC
3.T/C
4.P/E
5. IPR
6.PD

Legend
Sub-Scale
Leadership
Critical Care
TeachÍng,/Co I I aborat i on
Planning/Evaluation
I nterpersonal Relations /CommunicatÍon
Prof essional Development

The effect of the area of practice on clinical competence

rdas further explored with the ANOVA procedure. Table 25

illustrates these fÍndings.
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TabIe

ANOVA of Combined Staff
For Area of

25

and Head Nurse Scal-es
Practice

Source
Sum of

D.F. Squares
Mean

Squares
FF

Ratio Prob.

Between Groups
VÍit,hin Groups
TotaI

4
3L7
32L

2 .5385
42.2163
44.7548

.6346
. L332

4 .7 653 . 0010

Tests for Homogeneity of Variances:

Cochrans C = .2500, P = .320
Bartlett-Box F = L.026, p = .393

The Scheffé's S Test râras used to Ídentify signÍficant
differences between the various clinicar areas in crinical
competence. Area two, surgery, attained significantly lower

scores in clinical competence than area five, pediatrics. Eta

Squared was calculated: The value of Eta Squared was .0562

which signifies that, 5.67 percent of the variance in the

dependent variabLe lvas attributed to clinical area of
practice.

Education and Continuing Education

A final attempt was undertaken to demonstrate an effect
of education on crinicar competence by introducing a varÍabre
which was obtained from the demographic questionnaire. The

variable of continuing education was added to the analysis to
determine whether a significant interaction might become

evident. of the totar sample of nurses who participated Ín the
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study, 92 engaged in activities of continuing educati-on during

the course of practice. This distribution is demonstrated in
table 26.

Table 26

Dist,ribution of Nurses With and V'lithout
Continuing Education

Continuing Education Frequency Percent

Yes
No

TotaI

92
238

27 .9
72.L

330 r.00.0

A MANOVA was conducted in order to evaluate the two

independent variables of continuing education and nursing

education (dipIoma, baccalaureate) on t,he dependent, variables

of total head nurse and staff nurse scale scores. The

interaction was neither sÍgnificant on the multivariate nor on

the unÍvariate tests. Therefore, the Ínteraction of education

and continuing education did not exert a significant effect on

the combined staff nurse head nurse scores, nor on the staff
or head nurse scores individually. Results of this MANOVA are

presented in Tables 27a and 27b.
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Table 27a

MÀNOVA of Head Nurse and Staff Nurse Sca1es
For the Effects of Educat,ion

And Continuing Education

Test, Name VaLue Approx.F Hypoth.DF Error DF Sig. F

PiIIais
Hotellings
Wilks
Roys

.0007

.0007
.9993
.0007

. L047

. L047
. L047

2.00
2.00
2.00

3L7.00
3i.7.00
317.00

.901

.901

.901

Table 27b

UnivariaÈe F-Tests with (L,318) D. F.

Value Hypoth.SS Error SS Hypoth.MS Error MS Sig. F

Staff
Nurse
Head
Nurse

.0318

.0L23

52.L907

90.8953

.0318

.0i_23

. L64L

.28s8

. L937

.0431

.660

.836

The MÃNOVA for the main effect, of education was non-

significant. However, the MANOVA for the main effect of
continuing education was significant on the mult,ivariate tests
at the p=.00L 1eve1. The univariate F test for staff nurses

was significant at t,he p=.00L, and for head nurses at the
p=.009 level. Consequently, continuing education was found to
be significant as it exerted an effect on the dependent

variabres of crinicar competence. These data are presented in
tables 28a and 28b.
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MANOVÀ for Main
On Staff

Table 28a

Effect of Continuing Education
and Head Nurse Scales

Test Name Value Àpprox. F Hypoth. ÐF Error DF Sig.F

Pillais
Hotellings
!úÍ1ks
Roys

.0463

.0486
.9537
.0463

7 .6964
7 .6964
7.6964

2.00
2.00
2.OO

317.00
317.00
3L7.00

. 001

.001

.001

Table 28b

Univariate F-Tests with ( L,3l.8 ) D. F.

Value Hypoth.SS Error

Staff
Nurse
Head
Nurse

L.8572

1.966s

52 . L907

90.8953

L.8572

i_.9665

.164L

.2858

l_1.3157 .001

6 .8798 .009

Continuing education was found to have a significant
effect on clinical competence, while no effect on clinical
competence was detected as a result of educational trainÍng.

Reliability of 6D Scales

The internal reliability of the 6D Scales for t,he sample

used in this study \,vas established through the use of
Coefficient Alpha. The staff nurse and head nurse sub-scales

yielded reliability coefficients which are presenÈed in Tab1e
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are also presented

coef ficients reported by

in the same table.
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Schwirian ( 1978a)

Table 29

Reliability of 6D Scales

Sub-Scales Alpha Alpha
Current Study Schwirian's Values

Staff Nurse Scale
1. Leadership
2. Critical Care
3 . Teaching,/Collaborat,ion
4. Planning/Evaluation
5. IPR
6. Professional Development
7. Tota1 Scale
Head Nurse Sca1e
1. Leadership
2. Critical Care
3. Teaching/Collaboration
4. Planning/Evaluation
5. TPR
6. Professional Development
7. Tota1 Scale

.79

.80

.87

.77

.86

.86

.94

.90

.80

.9i.

.76

.87
.96
.97

.90

.92

.93

.94

.96

.98

.84

.86

.90

.90

.91
.89

Alpha Correlations for the current study, presented in
Table 29, were suffÍciently high to warrant the use of the

SchwirÍan 6D Scales. While Schwirian obtained higher Alpha

Coefficients on all staff nurse sub-scales, values obtained in
the currenL study hrere quite high, with the lowest Alpha value

of .77 and the highest val-ue of .86. Head nurse scores Ín the

current study demonstrated Alpha values which were generally

higher than corresponding staff nurse values. These A1pha

values ranged from a low of .76 to a high of .96, wÍth the



L32

onLy Alpha value below the .80 leve1 for the planning/

Evaluation sub-scare. sub-scale scores for the current, study

r¡rerer geoêraIly, at par or s1ight,ly higher than scores

obtained by Schwirian. Therefore, the reliabÍlity ratings on

measures of internal consistency for the scales used in this
study were sufficiently high to r^rarrant confÍdence in their
usage.

Summary

The four nul1 hypotheses were tested with the use of the

ANOVA, MANOVA, and MANCOVA procedures. When appropriate, post

hoc tests r^rere applied in order to distinguish between

variables of significance. The fírst null hypothesis was not

rejected because no differences were evident between diplorna

and baccalaureate prepared nurses with respect to clinical
competence. The second nuIl hypothesis was rejected because

experience exerted a small, but significant effect on clÍnical
competence. The third null hypothesis was not rejected because

no difference was demonstrated between baccalaureate and

diploma prepared graduates who worked in the fÍve designated

clinicar areas. The fourth and last nulr hypothesis was arso

not re jected because no dif f erence râras f ound between

baccalaureat,e and diploma graduates at, comparable levels of
clinical experience.



133

Additional findings demonstrated that, as a main effect,
area of practice exerted an influence on clinical competence:

Surgery obtained significantly lower scores than pediatrics.
The main effect of continuing education also hras found to
exert a significant influence on clinical competence. However,

when continuing education was combj.ned with education to
demonstrate an interaction effectr Do such effect $ras

discernable. Therefore, the smalI main effect exerted by

continuing education on clinical compet,ence r"ras insufficient
to demonstrate an interaction effect, when combj-ned with

nursing education.

The Schwirj.an 6D scales were subjected to reliabilÍty
ratings in order to determine their applicability with
confidence to the participants in this study. Measures of
internal consistency demonstrated t,hat these scales were

reliable for usage.
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Chapter 5

CONCLUSIONS, DISCUSSION, AND SUGGESTIONS FOR FUTURE RESEARCH

The fifth and final chapter contains a discussion of the

research findings in relationshÍp to the literature review and

the theoretical framework. Conclusions drawn from the data are

addressed, and implications for practice, research, educatÍon,

and the nursing profession, are delineated.

Overview of the Study

The primary purpose of this study r^¡as to compare the

clinical competence of two groups of nurses employed in a

Iarge t,ertiary health care setting. One group of nurses sras

educated at the diploma l-evel and the other at the

baccalaureate degree IeveI. The nurses' years of experience,

areas of clinical practice, and participation in continuing

education activities were also taken into consideration.

A convenience sample of 330 nurses employed at the Health

Sciences Centre in Í'linnipeg, Manitoba completed the self -
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rating questionnaire of the schwÍrian 6D scare, staff Nurse

Form, in order to evaluate nursi.ng competence. A demographÍc

questionnaire also v¡as completed by the participants to
provide further information on the variables of Ínterest. The

appropriate head nurses t,hen rated participating staff nurses

who were employed on their unitsr on the 6D Scale, Head Nurse

Form. Consequently, two separate sets of scores were obtaÍned

for each subject. As t,he 6D Sca1es v¡ere composed of six sub-

scales, each sub-scale lent itself for use as a dependent

variable and as a measure of clinicar competence. Education

and area of practice rÁrere independent variables, and

experience constituted a covariate.

Following the completion of the data collectÍon phase,

all data which were previously coded were entered onto a

spread sheet. FollowÍng the completion of the ent,ry of coded

data, all values r^rere transferred into the SPSS computer

program for statÍstical analysis. statist,icar procedures of
ANOVA, MANOVA and MANCOVA brere applied in order to test, the

nu1I hypot,heses presented in Chapter 3.

Data analyses failed Èo demonstrate any differences in
the clinicar competence ratings of diploma and baccaraureate

prepared nurses. The varÍable of area of practice, and the

covariate of experience, exerted a significant, main effect on

clÍnicar competence. However, when these varj.abres were

combined with the independent variabre of education in order
to the attempt to ericit an interaction effect, no effect was
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evident at the appropriate 1evel of significance. Continuing

education r¡¡as then introduced as an independent variable and

demonstrated a significant main effect" However, no

ÍnteractÍon effect was observed when continuÍng education was

combined with educational preparation (diploma,

baccalaureate) .

Discussion

The purpose of this study was t,o compare the clinÍcal
competence of diploma and baccalaureate prepared nurses,

however, the findings of this study did not support any

differences in clinical competence ratings between the two

groups. The level of nursing education did not, exert a

significant effect on any of the six dependent variables on

staff nurse and on head nurse forms, and when scores were

combined to yield 660 completed 6D Sca1es, the finding of no

significant effect persisted. Consequently, nursing educatÍon

could not be shown to exert a statÍstically significant effect
on staff nurse, head nurse t ot combined staff nurse and head

nurse scores. Research hypothesis L, which postulated that
baccalaureate prepared nurses would demonstrate hÍgher

clinical competency ratings when compared to diploma

graduat,es, was not supported. Hypot,heses 3 and 4 expanded the
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focus of the effect of educational preparation on clinical
competence: They constituted an attempt to elaborat,e on the

content of hypothesis L, in order to isolate the conditÍons

under which educational preparation could have demonstrated an

interaction effect. The results of the statistical analyses

were most interesting. $lhen the variables of experience and

area of practice were tested individually, a main effect was

demonstrated. However, when these variables were combined with

the variable of educational preparatS.on, no int,eraction
effects were obtained. These findings also held true when the

varj.abl-e of cont,inuing educatÍon was introduced. Therefore,

research hypot,hesís 4, which held that baccalaureate graduates

would demonstrate higher clinical competency rat,ings than

diploma graduates at comparable levels of experience, was not,

supported. Similarly, hypothesÍs 3 was not supported because

area of practice only exerted a main effect on clinical
competence ratings. However, the interacti.on effect of
education and area of practice faÍled to yieJ-d significant,
results. The model of clinical competence illustrated in
Chapter L depicted the variables of education, experience, and

area of practice. These variables $rere postulated to exert

individual, inÈeractive, and collective influences on the

dependent variable of clinical competence. Hence, the model

directed the research hypotheses which were tested.
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The independent variable of the two levels of nursing

education occupied a pivotal role in t,he study. However,

findings failed to demonstrate a difference in clinical
competence ratings between diploma and baccalaureate

graduates. Both groups of nurses r^rere found to functÍon

equally well in the same roles, and held identical

responsibilities in the clinÍcal setting. Yet, baccalaureate

graduates are educated t,o adopt, a t,heory based approach to

holistic practice (Baumgart & Larsen, 1988; Halnrrard, L982r,

and diploma graduates are educated to render basic care to

sick patients in a supervised hospital setting (Davis-Martin,

1990i Kramer, L981). Hence, the finding of no difference lvas

difficult to reconcÍIe, especially in light of the

differential educational preparat,ion. A possible explanation

for this finding may be that nurses are required to adapt

rapidly to the workplace, and to conform to its expectatÍons.

This assumption is supported by the finding that diploma and

baccalaureate prepared nurses with less than one year of

experience demonstrated similar clinical competencies as

nurses employed for longer periods. However, this finding is
cont,rary to previous findings that baccalaureate graduates

!.rere at a clinical disadvantage during their initial
socializat,ion into hospital based practice (Stu11 & KaEz,

l-986; Partridge, L978). This finding Ís also contrary to views

expressed by Benner (1984). She described progressive

increments in the provision of nursing care from a novice to
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andan experf stage as a direct resuLt of experience

education.

The theme of clinical disadvantage among recent

baccalaureate graduates hras also demonstrated in the

literature. o'Brien (1984) predicted that their crinÍca1
competence will emerge following a period of employment.

Burrough and sparks (L975) craimed that, educatÍon had left the

baccalaureate graduate unprepared for practice. Joyce-Nagata

et al. (1989) stated t,hat the competencies of baccalaureate

graduates ranked at the fiftÍeth percentile of supervisors'

expect,ations. These stat,ements directly contradict t,he results
obtained in this study: Baccalaureate prepared nurses did not

demonstrate any lag in competencies at any level of experience

or area of practice. Head nurses rated baccalaureate nurses as

highly as t,hey rated diploma prepared nurses on the 6D Scale,

and all ratings were generally distributed at the high end of
t,he rating scale. Furthermore, analysis of rat,ings by

education and experience of head nurses, reveared t,hat their
backgrounds did not effect their ratings. Head nurses rated
their staff nurses similarly, without apparent, regard for
t,heir own education and experience. These resurt,s represent, a

high degree of approval by head nurses of diploma and of
baccalaureat,e graduates at all leve1s of experience.

The finding of no differentiat,Íon in the clinical
competence of diploma and baccalaureate graduates may be

related t,o the Mode1 of Clinical Competence and the
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independent variable of individual characteristÍcs. When hÍgh

expectatÍons in the work setting (Sty1es & Holzemer, 1986) are

coupled with adequate positive feedback, higher levels of
performance are generally elicited. Diploma and baccalaureate

prepared nurses are challenged equally in the work setting and

are charged with a wide range of responsibÍlities. These tasks

and responsibilities provide for the overlap between dÍscrete

skills and holistic practice, reçtardless of the focus of

education (Cantor, L974; Gil1is, L989; Raymond, 1-989). In this
study, individual characterist,ics such as intrinsic motivatÍon

and intelligence may have accounted for the large variance in
clinical competence among participating nurses. Additionally,
higher performance levels were reflect,ed in t,his study by t.he

skewed distributj.ons as a consequence of the preponderance of

high scores on the 6D Sca1es. Vühile the high scores were

indicative of exemplary clinical competence, the validity of

these scores requires scrut,iny in order to delineate whether

these indicators of superior competence were truly translated
into the work setting, whether these scores merely represented

particÍpants' unwillingness to assign low ratingsr or whet,her

the questionnaire was insensitive to the differentiation of
levels of competencies. An alternate explanation may be that
high levels of clinical competence, as demonstrated by scores

on t,he 6D Scales, were at,tained at a minimal level of nursing

education, while higher levels of nursing education found no

means of expression on this scale. Either t,he 6D Scale was not,
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sufficiently sensitive to discern t,he effects of the

educational differences on clinical competence, or raters v¡ere

unwí11ing or unable to refLect the differences through their
scores.

The finding of no difference between diploma and

baccalaureate graduates in clinical competence requíres

further study. Hospital based practS.ce utilizes a focused,

task oriented approach to nursing and rarely provides the

opportunity to express a wider range of indÍvidualÍty,
creativity, or initiative. Consequently, competence gained in
the baccalaureate program may have limited opportunity for
expression. The findings of this study lend credence to
Primm's (1986) suggestÍon that the public would receive

exemplary health care service if the competencies of diploma

and baccalaureate graduates were fully recognized, utilized,
and supported. As no differences in clinical competence hrere

discernable between the two groups, other variables which may

exert a great,er effecÈ require examination. The independent

variable of experience was tested in relation to hypothesis 2,

which post,ulated a higher leve1 of clinical compet,ence among

nurses with longer durations of experience than nurses wÍth
shorter durations of experience. However, statistÍcal analyses

revealed that the effect of experience on clinÍca1 competence

on staff nurse scores was small. On the other hand, head

nurses rated nurses with longer durations of experience more

highry. As the overarr effect of experience on ctinicar
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competence was small but statistically significant, hlrpothesis

2 was supported. Clinically, however, this finding is of

Iittle value because nurses with more than seven years of

experience obviously possess hÍgher competencies than nurses

with less than one year of experience.

Davis (L974) sought to determine whether clinical

competence !.ras af f ected by experience. She concluded that

competence declined with j.ncreased years of experience in the

absence of continuing education. Results obtained Ín this

study refute Davis' findings because clinical competence did

not decline with experience. However, Davis' finding that

clinical competence was enhanced by continuing education Ís

corroborated in this study because continuing education

exerted a significant main effect on clÍnica1 competence.

Overall, experience exerted a definite influence on clinical

competence. However, when education and experience v¡ere

combined, only a smalI effect was detected. The resultant
fÍnding hras almost inconsequential because it solely
demonstrated that diploma graduates wit,h <1- year of experience

displayed lower clinical competence than diploma or

baccalaureate nurses wit,h 7 or greater years of experience.

The findÍngs that diploma and baccalaureate prepared nurses at

comparable levels of experience demonstrated no difference in
scores, is of significance and directly contradicts research

hypothesis 4. The combined effect of educat,ion and experience
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was of such small magnitude that its expression may have been,

in large part, a consequence of the large sample sÍze.

In sunmary, findings in this study generally revealed

Iitt,le dÍfference in the crinicar compet,ence between diploma

and baccalaureate graduates. Overall, both groups of nurses

were highly rated on the 6D Scale. However, while the varÍable
of educatÍon did not exert a significant effect on crinical
competence, the variables of area of practice, the covariate

of experience, and the independent variable of contÍnuing

education exerted small but significant effects on clinical
competence.

DiscussÍon of the Sub-Scales

lfhen the findings of this study were compared with
findings by McCloskey (1983a), a large degree of concordance

was evident. Consequently, a comparison of competencies lvas

desÍrabre. The current study hras a replicatj.on of Mccroskey's

st,udy, whereby six cIÍnical competencies, which were

identified as the dependent variables compri.sing t,he 6D scare,

vrere rated by st,af f nurses and their respective head nurses.

Teaching/collaboration skilrs attained the lowest ratings by

staff and head nurses in Mccloskey's study. Head nurses rated

staff nurses more positively than staff nurses rated

themselves on the competency of teaching,/collaboratÍon in this
current study. However, it, was evident that thÍs variable was

not positivery viewed by staff or head nurses in either study.
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McCloskey (1983a) and McCloskey & McCain (1988) reported that
teaching/collaboration receÍved the lowest scores of all the

competencies by both staff and head nurses. This finding may

be attributable to the reality of the work placer âs the

competencies evaluated may be of lit.t1e perceived value in the

hospital setting. Àdditionally, these nurses may have littIe
opportunity t,o maintain such competencÍes within their
repertoire of skills. However, hospital enployed nurses are

required t,o teach patients and their families a variety of

skills. Perhaps the expectation by the institution and by

peers is that nurses perform these compet,encj.es as part of

their routine functions. Consequently, these skills may not be

viewed, in the formal sense, as teaching. The sub-scale label

of teaching and collaboration may be viewed separately from

the job and, therefore, be evaluated on a different plane. An

analysis of t,he statements within the sub-scale revealed that
the constructs may not, necessarily, typify teaching as it Ís
experienced in t,he hospital setting. Overall, it may be

concluded that nursing educational programs should seek to
improve their content with regard to the teaching process.

Hospitals may also wish to provide theÍr staff with more

opportunity to utilize and practise these competencies.

G1oba1Iy, it may be beneficial to recommend that sÈaff nurses

and their head nurses define the role and tasks of teaching

and collaboration in the work setting.
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The sub-scale of Professj.onal Development yielded the

highest means of 3.37 and 3.49 respectively on the Staff and

Head Nurse Forms. However, only a sma1I (r=.14) but

significant (p=.01) correlation was noted between the scores

of the two groups. Even though staff and head nurses rated

this competency highly, head nurses rated staff nurses more

highly than staff nurses rated themselves. Therefore, head

nurses viewed their staff nurses as possessing higher leve1s

of professional development than staff nurses t,hought they

possessed. The lowest correlations were noted when

professional development tvas influenced by experience.

Experience may have exerLed a positive influence on head nurse

ratings of nurses' on professional development. This finding
may also be attributed to the effects of maturation because

more mature individuals likely demonstrated behaviours which

accounted for this competency. An alt,ernat,e explanat,ion may be

that more mature head nurses rated their mature staff nurses

more highly regardless of their leve1 of nursing education.

Interestingly, McCloskey ( 1983a) found that older head nurses

provided higher overall ratings t,o all nurses. Schwirian

( 1978a) stated that the items which comprise this competency

"are conceptually different" (p. 349) from other nurse

behaviours. An examination of the constructs which comprise

Professional Development revealed subject,ive concepts such as

self-confidence, self-directiveness, acceptance of positive
criticism, familiarity with ethical pr5.ncip1es, and perceived
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high standards of performance. The response pattern to these

constructs by staff and head nurses may have been Ínfluenced

by the respondents' self-esteem, position on the hierarchy of

employment, personal attributes, and immedÍate mood tone.

Additionally, the nature of nursing, the type and quality of
peer contact, and institutional constraints may have been

conducive to the performance of activities that, required the

acceptance of responsibility. As a consequence, a positive
perception of professional development competencies may have

resulted. Feedback from others may have also greatly impacted

on the pattern of responses to the constructs within this sub-

scale, and responses may have been a de facto measure of the

feedback rather than a measure of the variable. Professional

Development obtained the highest means of the six dependent

varÍables in McCloskey's (L983a) study. SimilarJy, McCloskey

and McCain (L988) found that Professional Development occupied

the highest rank of the six variables on the 6D Scales.

The constructs underlying Professional Development are

subsumed within the category of individual characteristics in
the Mode1 of Clinical Compet,ence. Therefore, t,his variable,
which obtained the highest ratings in this study on staff and

head nurse scales, may be less relat,ed t,o nursing educat,ion

than to individual differences among nurses. This portion of
t,he model may require more emphasis for future research into
nursing competence, because individual characteristics appear

to be the major influences behind clinical competence.
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The variable of LeadershÍp held fourth position and a

mean of 3.L7 on the staff nurse form, and sixth or last
position and a mean of 3. 1-5 on the head nurse form. While the

correlation between these two groups !{as significant at, the

p=.00L 1-evel, it was rather small at r=.25. The total variance

of this dependent variable was 7 percent and 13 percent for
head nurses and staff nurses respectively. One possible

explanation may be that head nurses either did not agree on

the meaning of leadership or the meaning of the statements on

the sub-scale in relation to clinical competence. lVhile staff
nurses rated their l-eadership abilities more highly than the

head nurses rated them, the nurses may have displayed over-

confidence in their competencies t et their head nurses may

have underrated these competencies. McCloskey (1983a) obtained

si.milar results, and quest,ioned if these ski1Is brere actually
poorly performed or Íf hospital employed nurses had fewer

opportunities to perform them. This finding is somewhat of

concern because the baccalaureate program is purported to
prepare its graduates for leadership roles, yet their scores

did not demonstrate mastery of this role.
The most perplexing scores were obtained in the area of

Critical Care. This variable ranked fourth on Head Nurse Forms

with a mean of 3.3L, and fift,h with a mean of 3.L7 on Staff
Nurse Forms. Clearly, and in accord with McCloskey's (L983a)

and McCloskey and McCaj.n's (L988) findings, nurses who worked

in critical care areas rated themselves lower than their head
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nurses rated them. Agreement between the two groups vras at

r=.23 and was significant at the p=.001 leveI.
An ins¡lection of the completed Head Nurse and Staff Nurse

Forms revealed that, while many experienced nurses awarded

t,hemselves low scores, fairly new inexperienced nurses rated

themselves highly in comparison to the more experienced

nurses. As a result, there was litt1e spread between the

scores. Perhaps this narroÌ{ spread may have reflected a

shortcoming in the Critical Care variable and may have

precluded the detection of small differences among nurses.

However, results indicated that while crÍtÍcal care nurses

lacked confidence in their competencies as measured on the 6D

Scale, their head nurses rated them as more competent than

they rated themselves. ft may be postulated Èhat crÍtical care

nurses who work in high stress, hÍghly technological settings,
face the complexities of illness and technology on a continual

basis. Confidence in their cl-inical competence may be rooted

in the dynamics of the workplace whereby t,he ever-changing

technology and the need to remain abreast of the changes

necessitate continual learning, adjustment, adaptation, and

feedback. Generic nursing education is not designed t,o meet

such clinÍcaI competencies and these competencies must be

developed after the completion of a nursing program.

Therefore, conti-nuing education and institutional inservice
programs play paramount roles in the introduction of nurses to
critical care competencj.es. McCloskey and McCain ( l-988 )
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concruded that, ex¡rerience was the crit,ical variabre in the

determination of clinical competence. In this study,

experience was the fourth category in the Model of Clinicat
Competence and exerted a stronger influence than the variable
of education.

The highest scores awarded by head nurses r^rere in the

area of Professional Development, while the lowest scores were

awarded in Leadership. Nurses ranked themselves highest in
Professional Development and lowest j.n Teaching/Co1laboration.

Overall, staff nurse scores followed a faÍrly normal

distribution, indÍcating that nurses viewed their clinical
competencies favourably. Their responses clust,ered in the

range designated "we1l" on t,he 6D Staff Nurse Form. Head nurse

scores followed a left skewed distribution, and the majority
of responses were clustered around the high ratings with

several outliers toward the low end of the range. Head nurses

also awarded more scores in the two extremes of the scale. The

differences in rating patterns between staff and head nurses

may be explained by the tendency of staff nurses to avoid

extreme ratings, because high self-ratings may have been

construed as boasting while low self-ratings may have

interfered with self-concept. These restrictions would not be

applicable to head nurse ratings of staff nurses because head

nurses probably viewed accurate ratings as a reflection of
their personal supervisory competence. Therefore, response

bias may have been mj.nimized among head nurses. Consequently,
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the profile of the clinically competent nurse differed

according to staff and head nurse responses.

Discussion of the Sample

An examination of the distribution of participants

according to the four levels of experience, revealed that the

ratio of baccalaureate to diploma graduates increased with

recency of experience. This may have been a reflection of the

greater number and greater ratio of baccalaureate graduates

which has become available for employment in the hospital

setting. The proportion of diplona to baccalaureate prepared

nurses within the sample was of concern initially because a

great disproportion of diploma to baccalaureate graduates was

anticipated within the hospital setting. The population of

registered nurses within the Province of Manitoba is reported

as 1312 baccalaureate registrants and 8357 diploma registrants

approximately (J. Tkachuk, Manitoba Association of Registered

Nurses IMARN], personal communication, Sept. 3, 1991-) . These

fi-gures represent a ratio of 6.37 diploma to 1 baccalaureate

prepared nurse. This ratio was also reported for the city of

tüinnipeg, with LL37 baccalaureate registrants and 7934 diploma

registrants approximately (J. Tkachuk IMÃRN], personal

communication, Sept. 3, i.991). The Winnipeg based figures

represent a ratio of 6.98 dÍploma to 1 baccalaureate.

Interestingly, the Canada-wide diploma to baccalaureate ratio
is approximately 6.31- to 1 (J. Tkachuk IMARN] personal



t51

communication, sept. 3, 1991). consequently, the skewed

distribution of nurses in favour of diproma nurses is evident

and a similar ratio was anticipated in the study as the sample

was assumed to be representative of the city and the province.

However, within the sampre of 330 participants the actual
diploma to baccalaureate ratio was 2.21 to 1. This smatl ratio
indicates that, baccaraureate prepared nurses volunteered to
participate in this study at a higher rate than diploma

prepared nurses. The great rate of participation may be

attributable to educationar preparat,ion, whereby four years of
university may have resurted in resser test anxiety and a more

favourable view of Èhe process of evaluat,ion and research. The

high rate of participation may arso demonstrate that
baccalaureate prepared nurses may have been more confident in
their abilities to comprete a ratings scale such as the 6D

scale, because this type of paper and pencil exercise is
highry congruent to other types of academic activitÍes which

are pursued j-n university. Diploma prepared graduates may have

been more reructant t,o participate because of resser exposure

to such a scare. Therefore, the larger ratio of baccalaureate

to diproma graduates likely enhanced t,he quality of the study

because a sufficient, number of baccaraureate prepared nurses

was needed Ín order to accommodate minimum cerl sizes, and to
render the results more generalizable to the popuration.
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Discussion of the Mode1

The Model of Clinica1 Competence served as the catalyst
in this study. It provided a framework which explained the

relationships between the independent variables which occupied

the outer circle of the model, and the dependent variable
which occupied the core t ot centre of the circle. Because of

its dynamic and interactive naturer ârr element of hardiness

resulted, and its utility may be further enhanced by the

results of this study.

The independent variable of education was placed in the

upper position in the circle, in order to convey its relative

importance in relation to the other independent variables.

However, as the Índependent variable of education exerted the

least effect of all the independent variables on the dependent

variable, its position would be shifted to the lower end of

the model. In addition, continuing education will be added to

render the Índependent variable of education more complex.

This addition will make the variable of education more

holistic and in tune with t,he contemporary view that learning

is a life-long activity. The content and process of nursing

educatj.on programs wiII also become a component of this
varÍab1e to provide more direction and guidance for fut,ure

research.

The independent variable of area of practice and length

of experience also were found in the outer portÍon of the

model. tühile both variables were found to exert a significant
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effect on clinical competence, the utility of these variables

for future research must be questioned because of the small

magnitude of their effect on the dependent variable.

The last variable of individual characteristics is

multidimensional in nature and was not dÍrectly assessed in

this study. However, several construct,s within this variable

were highlighted and assessed through the sub-sca1e of

Professional Development. Indeed, this sub-scale obtained the

highest ratings on both staff and head nurse scales, and it

may be postulated that the individual characteristics variable

accounts for most of the variance in the dependent' variable of

clinicat competence. CIearly, the variable of individual

characteristÍcs must occupy a promÍnent position at the top of

the model. Thereforer âû altered version of the Model of

Clinica1 Competence is present,ed in order to reflect the new

weighting of the variables.
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Figure 2. Model of clinical competence
Revised
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Implications for Research

The results of this study demonstrate a need for further
research in order to determine the critical variables which

affect clinical competence. A vital area for future
invest,igation lies in the rerationship between professionar

education and Iiberal education, and the impact, of the

varj.ables of motivat,ion and experience on crinical competence.

McCloskey ( 1983a) concluded that career mot,ivation may be the

variabre of interest, as well as the variable responsibre for
the lack of differentiation between diploma and baccalaureate

prepared nurses in the clinical setting.
This study has failed t,o establish a relationship between

clinical competence and nursing education. It, is quite
possible that a multitude of varÍables, especially
intrapersonal characteristics, account for clinical
competence. However, each Índividual who enters the nursing

profession is a unique composite of personal characteristics,
and personalÍty variables may have a strong bearing on all
competencies, including clinical competencies. The Model of
clinical competence depicted Ín chapter 1 delineates the

variable of individual characterÍstics which impinges on

crinical competence. The revised Model of clinical competence

shows the variable in the upper portion in order to emphasize

the emphasis placed on it. Further research may be guided by
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this revised version in order Lo study the effects of the

consÈructs wÍthin the variable of individual characteristics
on the clinical competence of diploma and baccalaureate

prepared nurses.

Additional investigat,ion into the characteristics of the

hospital employed nurse from the perspective of the employer

is also suggested. Studies have, generally, focused on nurse

characteristics. An Ímportant variable in any work situation
is the opportunity for self-expression and a feeling of well-
being. HospÍta1 employed nurses allocate a large portion of

their time to the employing institution. A fast paced, rapÍdly
changing environment usually compri.ses their day, and the

large variety of clinical situations test their clinical
competence on an ongoing basis. The varÍed scores obtained in
this study from the same pool of nurses employed Ín t,he fÍve
clinical areas, require further scrutiny. Why do nurses who

practise Ín one area obtain higher scores than nurses

practising in other areas within the same institution? Results

of this study indicate that nurses employed in pediatrics

obtained significantly higher scores than nurses employed in
surgery. A vari.ety of explanations may exist, to attempt to

rationalize this finding: Children represent a precious

commodity in the North American Society, and they elicÍt high

Ievels of effort and caring behaviours from adults, especially
in times of illness. Consequently, pediat,ric nurses may

attempt to acquire exemplary competencies and may demonst,rate
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ideal behaviours when caring for their patients. Another

explanation may be that pediatric nurses receive more positive
feedback and work in an environment which promotes self-
expression and instils high leve1s of well-being. Higher

levels of satisfaction Ín the workplace may Ínfluence clinical
competencj-es and may have been reflected in the scores

obtained on the 6D Scale. The area of surgery may have

produced lower scores as a consequence of the profile of the

acute surgical patient, the level of satisfaction of the

nurses, and the demands of the workplace. Nurses working in
the surgical setting are faced with a hurried, high stress

working environment which does not have the same emotional

components as a pediat,ric unit. Further st,udies of the

characteristics of the hospÍtal employed nurse may serve to
explain these discrepancies. Addit,ionally, a broader based

replication study of t,he various hospitals in the province of
ManÍtoba would aIlow for random sampling.

Future research should also be conducted into the

clinical competence of nurses employed in various settings
such as public health and clinics. Such investigation may

isolate and bring to light requÍsÍte clinical skills of
nursesn and facilitate the compilation of a realj-stic profile
of the competent nurse.

The ratio of diploma to baccalaureate graduates who

participated in this study was 2.71, to 1. This ratio may

demonstrate that baccalaureate prepared nurses were ress
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hesitant, to participate in nursing research than diploma

prepared nurses. A question of Ínterest regarding this
participation is whether the participation was a unique effect
of this study, or whether baccalaureate graduates generally
participate more readily j.n research of t,his nature. Could t,he

differential educational preparation of these two groups have

accounted for this willingness to participate in research?

The use of staff nurse self-ratings and head nurse

ratings of the same staff nurse, Ì^ras a critj.cal part of thÍs
study. Head nurses provided a wider range of ratings and

assigned more scores in the extreme ranges. However,

differences between these scoring patterns raise some

questions of inter-rater reliability. À study examining the

accuracy or vali.dity of self-ratings versus supervisors'

ratings of the same nurses would be useful.

Implications for Practice

The results of this study do not concur with the

observation cited by GiIIis (i-989) that baccalaureate prepared

nurses have been described as unprepared t,o function
effectively in the practice setting. Findings demonstrated

that diploma and baccalaureate graduates function equally well
in the hospital setting at comparable levels of experience.
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Litt1e congruence !,ras evident in self and head nurse

ratings of clinical competence. This finding may be a

refrection of the workplace. vthire nurses conti.nue to work in
the practice setting, they may receive Iit,t,l-e feedback from

their superiors, unless a mistake has been made" Such an event

involves negative feedback. It may be postulated that a reason

for the lack of congruence between scores is a lack of

communication, or mÍscommunication, between the nurses and

their head nurses. Such lack of communicationt ot the fact of

mj.scommunication, may have negat,ively inf luenced clinical
competence as a result of decreased self-esteem and confidence

among the nurses. Therefore, the implications of the findings

are that head nurses should communicate with staff nurses and

provide them with ongoing feedback about their clinical
performance. Gentle constructive criticism may result in
att,empts to correct and eliminat,e weaknesses. Such feedback

would likely be received in a posit,ive manner by nurses who

may feel that. their supervisor Ís concerned about their
performance and is providing them with the opportunÍty to
grow. Addit,ionally, posit,ive feedback by supervisors as weII

as by peers, leads to the strengthening of the desirable

behaviour whÍch results in further posÍtive reinforcement of

the behaviour. ConsequentlyrcommunicatÍon and ongoing feedback

may result in greater job satisfactj.on by a happier nurse who

strives to achieve optimum clinical compet,ence.
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fmplicatÍons for Education

Numerous variables affect clinical competence. McCloskey

( 1983a) Èested 36 varj.ables and concluded that years of
education had a smal1 but significant effect on clinical
competence. This small effect accounted for 1-2 percent of the

variance. She concluded that the effects of nursing education

on clinical competence vrere only indírect. However, nursing

education was viewed as a means to enter the profession, and

as the vehicle to qualify for higher education, in order t,o

acquire both exemplary skills and a knowledge base.

Consequently, she recommended that greater emphasis be placed

on continuÍng education, whether formal or Ínformal.

An implication for educatÍon is extrapolated from the

Schwirian 6D Scale despite the flaws in the scale. The scores

reveal areas of relatÍve weakness in clinical competence.

These findings are corroborated by McCloskey's (1993a)

findings. Consequently, nursing educators should review their
t,eaching strategies and place more emphasis on the cat,egories

of leadership and teaching and collaboration, in order to
prepare their students more effectively for clinical practice.
Hospit,als also may wish to undertake j.nservÍce programs to
instil such competencies in theÍr nursing staff t ot to
encourage their expression among the staff. Àdditionally, alt
forms of education should provide nurses with t,he opportuni.ty

to practise such competencies.
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Implications for Nursing

One factor which motÍvated this study was the move toward

Èhe mandatory baccalaureate by the year 2000. Numerous

colleagues voiced apprehension about this educational change

because they belÍeved that there hrere little, Lf âry,

differences in the clinical skills between diploma and

baccalaureate graduates. Therefore, the added costs of the

increased educational requirement were not perceived to be

justifÍed.

A careful literature review on the effects, or impact, of

the two levels of nursS.ng education on the clÍnÍcal
competencies of their graduates revealed cont,roversial and

inconclusive data. Therefore, this study was conducted.

Results revealed no differences in the clÍnical
competence of diploma and baccalaureate prepared nurses. In
fact,, findings in this study concurred with findings by

McCloskey (L983a) that baccalaureate and diploma nurses at
comparable leve1s of experience, function equally welt in the

hospital setting. The move int,o the mandatory baccalaureate

may serve to legitimize nursing as a profession and may

provide its graduates with a wider base of knowledger ês the

product is a more well rounded and a better educated person.

However, littre evidence is availabre that a baccaraureate

preparatÍon produces a more clinically competent nurse.
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The main focus of nursing practice, education, and

research, must remain its 'raison d'être', the maintenance of

impeccable cLinical competence within an evolving health care

syst,em. f n reality, nursing educatÍon is tied to the

contemporary socÍaI, economic, and political clÍmates.

Currently, t,he focus of health care is on a shift from the

institutional setting to community based care, where a more

personal approach is hypothesized as linking increased

efficiency with a decrease in costs. Therefore, it behooves

nursing educators and nursing leaders to focus not only on

their visÍon of nursing education and nursing competence, but

also on the product of the two levels of education. If the

fut,ure is envisioned as requiring professional credentials

from institutions of higher Iearning, then a mandatory

baccalaureate may be the only avenue t,o nursing education.

However, if the needs of nursing and of society may be met

with programs of shorter duration, which prepare nurses in a

more limited manner, then the two year program may be an

appropriate avenue to nursing education.

The benefits of the mandatory baccalaureate have not been

supported by the findings obtained in this study. CIearIy,

both avenues to nursing education result in a comparably

clinically competent nurse. A new program in the form of the

baccalaureate for diploma graduates has been implemented. This

approach courts the 'technically' prepared diploma graduate

who wishes to pursue continuing education on a formal basis.
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Consequently, while the two avenues to enter the nursing
profession are in existence, a third avenue arrows one segment

of the profession to obtain a baccalaureate during the course

of nurs j.ng practice.

lfhile this study is not without shortcomings and

IimiÈations, it lends itself to the conclusion that the case

for the mandatory baccalaureate is not clear-cut because

litt,Le difference is apparent in the final product of both

educational programs. This finding concurs with fÍndings by

McCloskey (1983) and by Schwirian (L977, L979). At t,he present

time, nursing education constÍtutes a critical issue within
the profession. The future of nursing educatj-on remains

dependent upon the demands of contemporary society, as welL as

on the quality of its leaders and its pract,itioners.

Summary

The results of this study demonstrate that differences in
performance between baccalaureate and diploma graduates are

not distinguishable in the hospital setting on the basis of
educational preparation. Consequently, there is no difference
in t,he clinical competence of diploma and baccalaureate

prepared nurses in the hospital setting as measured by the 6D

Scale. More useful predict,ors of clinical competence were area

of practice, length of experience, and continuÍng education
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activities. However, the amount of variance accounted for, as

a function of these variables, was not sufficiently large to
explain t,he dif ferences j-n clinical compet,ence. These findings
invit,e a re-evaluation of educational priorit,ies to enable the

professi.on to meeL contemporary and future needs withÍn a

united membershi.p.
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Dear Head Nurse:

I will be meeting with yot¡ during the next regularly
scheduled head nurse's meeting; however, I thought that I
would provide you with this information for your early
perusal.

Enclosed is a copy of the description of a study that I
wish to conduct as part of the requÍrements for the Master of
NursÍng degree. Additionally, this enclosure constitutes an
invitatÍon to the staff nurses to participate in this st'udy.

I am requesting your help and participation in thís
research study. If you agree to participate, I will ask t,hat
you complete a job effectiveness questionnaire for each member
of your staff who will volunteer for the study. This
questionnaire is composed of 52 sirnple ratings and no long
answers are required. It is anticipated that each form wÍII
require approximately 5-15 minutes to complete. Additionally'
a brief demographÍc questionnaire will be provided to you for
your completion.

As I am quite certain that you will have questions
concerning this study, I would like to discuss them with you
at the meeting t oî in private at your convenience. Should you
wish to discuss the study in further detail, d. not hesitate
to contact me directly. My telephone number is

Thank you in advance for your anticipated cooperation.

Sincerely yours,

Rachel Mason



APPENÐIX D

DESCRIPTION OF THE STUDY AND

INVITATION TO PARTICIPATE



186

DESCRIPTION OF THE STUDY AND
INVITATION TO PARTICIPATE

Hellor rny name is Rache1 Mason. f am a Registered Nurse
and a Master of Nursing student at the University of Manitoba.
At the present timer âs a part of my thesis process, I am
conducting research into the clinical competence of RNs and
BNs. As you are probably a$tare, the entry into nursing
practice is in the process of change and will likely result in
a minimal requirement of a baccalaureate degree in nursing.
Currently, insufficÍent Canadian data exÍst to compare actual
job effectiveness ratings between RNs and BNs. This study will
attempt to distinguish between the two groups of nurses, while
taking into consideration lengths of nursing experience and
clinÍca1 areas of employment.

I would greatly appreciat,e your part,ÍcÍpation by
completing the two short guestionnaires which are provided.
All your replÍes will be held in strÍct confidence.

Your head nurse witl be provided with a similar ratings
scale which he/she wiII complete on your behalf. The results
of your answers and the answers of your HN, in relation Lo
your clinical performance' will be analyzed and become part of
the study. This means that your head nurse wiII be made al^Iare
of your participation in this study. Therefore, by agreeing to
participate, you wiII be granting permission to be rated by
hirn/her. However, he,/she will not be privy to any information
beyond the fact of your participation. This activity may cause
you some anxiety, however, Iet me assure you that your
participation or non-participation will have no effect on your
job in any way.

It is hoped that the information gained from this study
will benefit the professj-on of nursing. If you wish to receive
a summary of the study, please Índicate so by placÍng your
name on the form which will be posted in your conference room
following full completion of the study. The summary will be
made available t,o aII nurses upon request' regardless of
participation or non-partÍcipation Ín the study.

If you choose to participate, please take one of the packages
(envelopes) which you will find in a box in the conference
room located on your ward. Each of these packages contains the
forms which will require 5-15 minutes to complete.

f thank you for considering part,icipation in this study.
Please do not hesitate to contact me by telephone (837-8022)
in the event of any questions or concerns.

Thank you agaÍn for your anticipated cooperation.



APPENDIX E

LETTER TO EACH PARTICIPANT



188

Dear Participant:

Thank you for agreeing to participate in my study entitled
"A Comparison of Clinical Competence Between Diploma and
Baccalaureate Prepared Nurses Employed in a Hospital
Setting".

You are being requested to complete a short demographic
questionnaire and a questionnaire on the Performance of
Nursing Behaviours. Your replÍes to all the quest,ions wiII
be greatly appreciated; however, if you find t,hat some of
the questj.ons are irrelevant to your practice, then feel
free to omit them.

Completion of the questionnaire will require approximately
5-15 minutes of your time. I am requesting that you do not
write your name directly on the questionnaires but print
your name on the inside flap of the envelope. When you have
completed the questionnaires, please replace them in the
same envelope and place the flap on t,he inside. Then please
drop the package into the secured box placed 5.n your
conference room. The envelope will be collect,ed by me, and
your completed questionnaires will be coded and placed in a
Iocked filing cabinet until they are scored. The empty
envelope bearing your name (on the inside flap) will be used
to identify you to your head nurse, because it will be
returned to him/her containing the coded, blank' head nurse
ratings scale, which will be completed on your behalf.

Your voluntary participation in t,his study constitutes your
consent to participate. In agreeing to participate, Yoü
wÍll be granting permission to be rated by your head nurse.
This activity may cause you some anxiety, however, I wish to
assure you that your participation t ot non-partÍcÍpation'
will not affect your job in any way, and you may withdraw
from participation in this study at any time. Your anonymity
cannot, be totally assured because your head nurse will be
ar^rare of your participation. However, your identity will not
be associated with any of your replies. Furthermore' your
confidentiality is strictly guaranteed because the data from
the demographic form will be grouped and' in this wâY' your
identity wiII be further protected. Only the statistician,
the committee chairperson, and T, will have access to the
raw data which will not, in any wây, permit the detection of
individual identities.

A summary of this study will be made available to you upon
request by placing your name on the form which will be
posted in your conference room when the study is finalized.
This summary will be available to any nurse upon request,
whether a participant, or non-participant.
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Although you may personally not benefit from the findings of
this study, it is hoped and anticipated that the nursing
professS.on, as a whole, will be the beneficiary.

This study has been approved by the University of Manitoba
Ethics Committee. The chairperson for the thesis committee
is Dr. J. Beaton, telePhone number

Should you have any questions regarding this study' please
feel- free to contact me at your convenience at

Again, thank you for your help and cooperation.

Sincerely

Rachel Mason



APPENDIX F

DEMOGRÀPHIC QUESTIONNAIRE



191

DEMOGRAPHIC QUESTIONNAIRE

Please circle the appropriate letter. If the question is
incomplete, please provide the information in brief.

POSITION:

1.A. Length of time in present position.
a. Iess than i. Year
b. l- to 2 Years
c. 3to6Years
d. 7 years or more

18. State if present position is fuII-tine, part-time or casual and
percentage of employment (e.9.30t, 508)

2A. Length of time in nursing employment.
a. Less than L Year
b. Lto2years
c. 3to6Years
d. 7 years or more

2u.. State if nursing was fuII - time, part - time t ot casual. State
percentage of emPloyment.

3. Educational background.
a. Diploma graduate
b. Baccalaureate graduate
c. Baccalaureate graduate subsequent to diploma
d. Other (P1ease sPecifY)

4. Vühat is your clinical area of practice / specialty?
a. obsÈetrics / GYnecology
b. Surgery
c. Medicine
d. PsychiatrY
e. Pediatrics
f. Other (Please sPecif
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LETTER TO DR. SCHWIRIAN



Rachel Mason

W-Ínnipegr ManÍtoba
R'
()

June 4 | 1991

Dr. P.M. Schwirian
Ohio State University
School of Nursing
Columbusr Ohio

Dear Ðr. Schwirian:

I am a graduate student in the Master of Nursing Prog:cam at
the Univãrsity of Manitoba Ín f,Iinnipeg, Manitoba, Canada, and
I am preparing to work on mY thesis.

My area of interest lies in nursi.ng education and nursing
cõmpetence. During the search of the literature I encountered
sevéra1 of your arlicles along with parts one and two of your
Lg76 publication on the Prediction of Successful Nursing
Performance. Unfortunately, nei.ther the L978 edition nor
parts three and four are available in Canada.

I am interested in conducting a partial replication of a 1983
study by Mccloskey (publÍshed in Nursing Research'
lanuãry/fèbruary issue, Vol . 32 No. L , entitled Nursi-ng
Education and Jo¡ Effectiveness) in which she utilized your
Six Dimension (6Ð) Scale of Nursing Performance. After a
considerable search, I have been unable to obtain a copy of
this instrument.

I would be most grateful for your assistance in obtaining this
too1. I am also unaware of the status of the 6Ð instrument as
to copyright and availability for use. I am most interest'ed
in us-ing tnis tool for my research and am requesting your
permissibn to do so. Additionally, any of your insights into
this area would be most appreciated.

Yours sÍncerely'

RACHEL MASON
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June 25, 1991

Rachel Mason

I^linnipeg, Manitoba
R

Dear Ms. Mason,

Thank you for your inquiry regarding the Six Dimension Scale of
Nursing Performance (6-D scale). r arn preased that it wilr you
think it will meet your research needs.

rn accordance with your request, r have encrosed a copy of the
L978 NURSING RESEÀRCH article which contains all the informationyou need to set up, administer and score the 6-D. rt was meantto be a do-it-yourself articre, and most people have found thatit has sufficient information. r request only that you incrudethe proper citation of the source on the instrument you put
together.

rf you have any questions or problems, prease write or carl me,Phones: (office); (hone);
(Lrome with answering machine) . Gooq 1uck on your

thesis.

Sin_cereIy,

pãtricia ù,schhri-rran, ph.D.,R.N-
Professor
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THE SCHVüIRIAN 6 DIMENSION SCALE

OF NURSING BEHAVIOURS

STAFF NURSE FORM



Code No.

Performance of Nursing Behaviours

Instructions: The following is a list of act,ÍvÍties in which
nurses engage with varying degrees of frequency and skill. Please
indicate how you perform (or could perform if required to) each
activity by using numbers from the following key:

0 - Not at all
1 - Not very well
2 - Satisfactorily
3 - Vtell
4 - Very well

Remember that aII answers are completelv confidentÍaI.

Teach a patient's family members about the patient's needs.
Coordinate the plan of nursing care wÍth t,he medical plan of
care.
Give praise and recognition for achievement to those under
your dj.rection.
Identify and use community resources in developing a plan of
care for a patient and a family.
Identify and include in nursÍng care plans antÍcÍpated
changes in patient's condition.
Evaluate resul-ts of nursing care.
Promote the i.nclusi.on of the patient's decÍsion and
desires concerning his care.
Develop a plan of nursing care for
Initiate planning and evaluation of
Perform technical procedures:
tracheostomy care, intravenous
dressing changes, etc.
Adapt teaching methods and materj-als
the particular audience: ê.9. r age

a patient.
nursing care with others.
e.9., oral suctionÍng'

therapy, catheter care,

to the understanding of
of patient, educational

background, and sensory deprivations.
Teach preventive health measures to patients and their
families.
Identify and include immediate patient needs in the
plan of nursing care.
Ðevelop innovative methods and materials for teaching
patients.
Communicate a feeling of acceptance of each patient and a
concern for the patient's welfare.
Seek assistance when necessary.
HeIp a patienL communicate with others.
Use mechanical devices: ê.9., suction machinesr Gomco,
cardiac monitor, respirator, etc.
Give emotional support to fanily of dying patient.
Verbally communicate facts, ideas,
healt,h t,eam members.

and feelings to other



Performance of Nursing Behaviours - Continued

P1ease indicate how you perform (or could perform) each activity by
using numbers from the following key:

0 Not at all
1 - Not very well
2 - Satisfactorily
3 - !üeII
4 - Very weII

Promote the patient's right to privacy.
Contribute to an atmosphere of mutual trust, acceptance, and
respect among other health team members.
Delegate responsibility for care based on assessment of
priorities of nursing care needs and the abilities and
limitations of available health care personnel.
ExplaÍn nursing procedures to a patÍent prior to performing
them.
Guide other health team members in planning for nursing care.
Accept responsÍbility for the level of care provided by
those under your direction.
Perform appropriate measures in emergency situations.
Use teaching aids and resource materials in teaching patients
and their families.
Perform nursing care required by critically iII patients.
Encourage the family to participate in the care of the
patient.
Identify and use resources within your health care agency in
developing a plan of care for a patient and his family.
Use nursing procedures as opportunities for interaction
with patients.
Contribute to productive working relationships with other
health team members.
Recognize and meet the emotional needs of a dying patient.
CommunÍcate facts, ideas, and professional opÍnions in writing
to patients and their families.
PIan for the integration of patient needs with family needs.
Function calmly and completely in emergency situations.
Remain open t,o the suggestions of those under your directÍon
and uses them when appropriate.
Use opportunities for patient teaching when they arÍse.
Promote the use of interdisciplinary persons.
Help a patient meet his emotional needs.
Contribute to the plan of nursing care for the patient.



Instructions: Using the following key, please indicate on the line
at the left of each item the number that best describes the
frequency with which you engage in the following behaviours:

0 - Never
1- - Seldom
2 - Occasionally
3 - Frequently
4 - Consistently

Use learning opportunities for on-going personal and
professional growth

Display self -direction
Accept responsibility for own actions

Assume new responsibilities within the limits of capabilities

l,faintain high standards of self-performance

Demonstrate self -conf idence

Display a generally positÍve attitude

Demonstrate knowledge of the lega1 boundaries of nursing

Demonstrate knowledge of the ethics of nursing

Accept and use constructive criticism

Thank you very much for your help in this study. Be assured that
aII your comments are completely confidential
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THE SCHVIIRIAN 6 DIMENSION SCALE

OF NURSING BEHAVÏOURS

HEAD NURSE FORM



Code No.

Performance of Nursing Behaviours

Instructions: The following is a list of activities in which
nurses engage with varying degrees of frequency and skilI. Please
indicate how the above mentioned nurse performs (or could perform
if required t,o) each activity by using numbers from the following
key:

0 - Not at all
L - Not very well
2 Satisfactorily
3 - blell
4 - Very well

Remember that all answers are completelv confidential.
If you are unable to estimate the nurse's performance on an
activity, leave t,he line before it blank.

Teaches a patient's family members about, the patient's needs.
Coordinates the plan of nursing care with the medical plan
of care.
Gives praise and recognition for achievement to those under
your direction.
rdentifies and uses community resources in developing plan of
care for a pat,ient and a family.
Identifies and includes in nursing care plans anticipated
changes in patient's condition.
Evaluates resuLts of nursing care.
Promotes the inclusion of the patient's decision and desires
concerning his care.
Ðevelops a plan of nursing care for a patient.
Initiates planning and evaluation of nursing care with others.

suctioning,
care,

Performs technical procedures: e.9., oral
tracheostomy care, intravenous therapy, catheter
dressing changes, etc.
Adapts teaching methods and materials t,o the understanding of

patient, educational

patients and theirTeaches preventive health measures to
families.
Identifies and includes immediate patient needs in the plan
of nursing care.

innovative methods and materials for teachingDevelops
patients.

_Communicates a feeling of acceptance of each patient and a
concern for the patient's welfare.
Seeks assistance when necessary.

_Helps a patient communicate with others.
suction machines, Gomco,Uses mechanical devices: ê.9.,

cardiac monitor, respirator, etc.
Gives emotional support to family of dying patient,.

Tlerbally communicates facts, idèas, ánd - f eelings to other
health team members.

the particular audience: ê.9., age of
background, and sensory deprivat,ions.



Performance of Nursing Behaviours - Continued

Please indicate how the nurse performs (or could perform) each
activity by using numbers from the following key:

0 - Not at all
1 - Not very weII
2 - Satisfactorily
3 - Well
4 - Very well

Promotes the patient's right to privacy.
Contributes to an atmosphere of mutual trust, acceptance,

assessment
respect among other health team members.
Delegates responsibility for care based on
priorities of nursing care needs and the abilÍtÍes a
limitations of available health care personnel.
Explains nursing procedures to a patient, prior to performing
them.
Guides other health team members in planning

of
nd

Accepts responsibilÍty for the level of care
under your direction.
Performs appropriate measures in emergency

materials in

for nursing care.
provided by those

situations.
teaching patientsUses teaching aids and resource

and their families.
Performs nursing care required by critically ill patients.
Encourages the family to participate in the care of the
patient.
Identifies and uses resources within your health care agency
j-n developing a plan of care for a patient and his family.
Uses nursing procedures as opportunities for interaction wit,h
patients.
Contributes to product,ive working relationships with other
health team members.
Recognizes and meet,s the emotional needs of a dying patient.
Communicates facts, ideas, and professional opinions in
writing to patients and their families.
Plans for the integration of patient needs with family needs.
Functions calmly and competently in emergency situations.
Remains open t,o suggestions of those under your direction and
uses them when appropriate.
Uses opportunities for patient teaching when they arise.
Promotes the use of interdisciplinary persons.
Helps a patient meet his emotional needs.
Contributes Èo the plan of nursing care for the patient.



rnst,ructions: using the forlowing key, please indicate on the line
at the left of each item the number that best, describes the
frequency with which the nurse engages Ín the following behaviours:

0 - Never
1 - Seldom
2 - Occasionally
3 Frequently
4 - Consj.stently

Uses learning opportunities for on-going personal and
professional growth

Displays self -direction
.Accepts responsibility for own actions

Àssumes new responsibilit,ies wÍthin the limits of capabilities
Maintains high standards of self-performance

Demonstrates self -conf idence

Displays a generally positive attitude
Demonstrates knowledge of the lega1 boundaries of nursing

Demonstrates knowledge of the ethics of nursing

.Accepts and uses constructive criticism

Thank you very much for your help in this study. Be assured that,
all your comments are completely confidential.
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Ðear Head Nurse:

Thank you for your help and cooperation in this study.

I am sending you one short questionnaire requesting your
general work-related demographic information. Addit,ionally, I
am enclosing the envelopes which contain (on each inside flap)
the names of staff nurses who have already completed similar
questionnaires. Each envelope also contains the coded
Performance of Nursing BehavÍours Sca1e, which I am asking you
t,o complete in order to rate the nurse whose name appears on
the inside flap of t,he envelope. $lhen you have completed the
scale, kindly deposit the completed forms Ín the sealed box Ín
the conference room. Additionally, please deposit, the empty
envelope bearing each parÈicipant's name into the same sealed
box so that the identÍfying flap can be destroyed by me when
the box is unsealed and emptied.

All the information which you will provide will remain
confidential. OnIy the raw data wÍII be available to myself,
the statÍstician, and the committee chairperson. Your
indÍvidual participatÍon is very Ímportant to the overall
study, however, individual responses wiIl not be reported and
the data will not, 5.n any wêy, allow or provide access to the
ident,ity of any participant. Therefore, I am requesting that
you not discuss this study with any of the staff.

Upon the completion of the study, I wi11, with your
permission, post a form in your conference room which will
enable you and your staff to request a summary of the study.
This summary will be forwarded upon request regardless of
part,icipation or non-particÍpation Ín the study.

I greatly appreciate your assistance.

Shou1d you have any furt,her questions, please contact me at,
any time at

Yours sincerely,

Rachel Mason
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!ÙARD

I would like to receive a su¡nmary of the study t,itled "A
Comparison of CIinicaI Competence Between Diploma and
Baccalaureate Prepared Nurses Employed in a Hospital Setting".

NAMES: NAMES:

For further information please call Rachel Mason at


