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ABSTRACT 
Competence and competency assessment in nursing are promoted as necessary to ensure the 

quality of health care services. The dominant discourse in the international nursing community 

suggests that competence should be assured through some form of competency assessment, 

however competence is a controversial concept, with many different definitions. There are 

significant concerns about the validity and reliability of currently available assessment 

technologies. Rather than continue the debate about definitions and measurement, I take as my 

research aim the discovery of how what has come to count as competence became settled.  The 

data for this study was drawn from textbooks, journal articles, meeting minutes, government 

reports, interviews with senior nurse leaders who were active in the development of the ANRAC 

Competencies and the ANCI Competency Standards 3e and RN preceptors who assess 

competence, group interviews with Clinical Development Nurses who assess competence, and 

observations of newly qualified nurses being assessed by Clinical Development Nurses. Newly 

qualified nurses were chosen as the focus for this study as they are formally assessed as part of 

Transition to Practice programs offered by health agencies around Australia. The study focuses 

on the period 1985 to 2005. Theories from the science, technology and social (STS) discipline 

informed the analysis. I found that rather than existing as a singular definable reality, 

competence exists in an undecided set of potentials and is momentarily reified in daily nursing 

practices in the form of competency standards assemblages. Combined, the semiotic 

(competence) – material (competency standard) assemblages are created by inventive assessors 

who work allegorically with multiple competences. This is not the work of assessing 

competence; rather it is the work of producing competence. The findings of this thesis offer new 

insight into competence and assessment technologies that can inform further research and 

development into the practices of competence assessment.   
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GLOSSARY 
Many of these definitions are adapted from Law (2004). 
 
Allegory The art of meaning something other than what is being said. It also 

includes the art of decoding meaning, reading between the lines. 
The craft of making several things at once, what is described and 
what can also be read into that description.  

Enactment The claim that relations, and so realities and representation of 
realities are being endlessly brought into being in a continuous 
process of production and reproduction and have no status or 
standing, or reality outside those processes. 

Genealogy A process of analysing and uncovering the historical relations 
between truth, knowledge and power. 

Mediation The process of enacting relations between entities that are, as a part 
of that process, given form. 

Multiplicity Like difference, the simultaneous enactment of objects in different 
practices, when those objects are said to be the same. This leads to 
the claim that there are many realities rather than one. Multiplicity 
is inconsistent with singularity and pluralism. 

Nursing process A process that serves as an organisational framework for nursing. 
It encompasses a series of steps that the nurse undertakes when 
caring for a patient: assessment, planning, implementation, and 
evaluation. 

Performativity The claim that words have effects on reality; that enactments 
produce realities.  

Pluralism The idea that views or, more generally, realities may co-exist in 
different locations without interfering with one another as long as 
appropriate ground rules are in place to regulate relations and 
secure independence. There is a version of singularity necessary, 
same ground rules apply to all, distinguishing pluralism from 
multiplicity. 

Realism An approach to the philosophy of science that argues that empirical 
and experimental investigation is unintelligible in the absence of an 
external world, and human capacity to intervene in that world and 
monitor the results of their action.  

Second level 
nurse 

This is a term to define a nurse, whose practice is regulated 
through legislation. This nurse is supervised by the registered 
nurse; also known as an Enrolled Nurse or Registered Nursing 
Assistant. 

Singularity The ideas that there are definite, limited and therefore single, sets 
of processes in the world. The world is a single thing.  
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Chapter One 

The emergence of the competent nurse 

 

Competence and competency assessment have become commonplace concepts used 

in nursing today. How these terms came to be so well accepted, ubiquitous in the 

world of nursing, is the focus of this research study. In 2007, the Australian Nursing 

and Midwifery Council republished the Competency Standards for the Registered 

Nurse, nearly twenty years after the first national competencies were created in 1988. 

The Competency Standards is the benchmark for entry to practice as a registered 

nurse and the minimum standard for continued practice. As a researcher, I was 

interested in how competence, and the Competency Standards, became the dominant 

way that nursing represented itself. The aim of this thesis is to explore and describe 

how what comes to count as competence is settled.  

 

In order to situate this study, this chapter provides a history of nursing; not a time-

ordered history but one that features the different ways that Australian nurses worked 

to represent themselves. The aim of the chapter is to make competence ‘strange’, to 

demonstrate that this is the latest amongst a number of different modes through which 

nursing has organised or projected itself as an occupational group. Rather than 

presenting the competency mode of organising as a logical or enlightened 

progression, the chapter opens the space for this thesis to explore how what has come 

to count as the taken-for-granted mode of organising or representing nursing today 

warrants an explanation. Three specific representations are contrasted in this chapter: 

the good nurse, the professional nurse, and the more recent, competent nurse.  
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1.1 THE GOOD NURSE 

Nursing came to Australia shortly after the arrival of the First Fleet. When it landed in 

1788, the First Fleet carried a ‘complete’ medical staff, consisting of four surgeons. 

Together with a male convict, John Irving, this group nursed, under canvas tents, the 

sick and injured, suffering from diseases related to a short supply of fresh fruit and 

vegetables, and limited medical supplies. Work on the first wooden structure, to be 

known as the hospital, began within a month of landing. In order to care for the sick 

and injured, convicts were selected for nursing and general duties. Convicts with less 

serious crimes and experience in domestic duties were selected. However, these early 

‘nurses’ were considered to be callous, drunken, illiterate, and untrained (Bowe 

1961). 

 

The arrival of the Second Fleet in 1790 brought a portable hospital and more convicts, 

many of whom were suffering from dysentery and scurvy, necessitating the erection 

of up to 100 additional tents on the hospital grounds. In the period before chloroform, 

operating theatres were places of the macabre; horror and degradation was 

widespread. There was little done to control infection with limited clean water 

available. By the time of the appointment of Governor Macquarie in 1810, 

drunkenness, debauchery, moral and physical apathy were rife and the death rate in 

the colonies was appalling (Bowe 1961).  

 

Macquarie commissioned the building of a new Infirmary, which was occupied from 

1816. Initially, no one took charge of patients during the nights; patients were allowed 

to do their own cooking and washing in the wards, and malingering was high (Bowe 

1961). By 1819 order was achieved in the Infirmary under the newly appointed 
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medical superintendent, James Bowman. Bowman allocated convicts/servants to work 

on night as well as day duty, to clean the premises, issue adequate diets, properly 

control stores, drugs and equipment and keep proper medical records. Drunkenness, 

by either staff or patients, was severely dealt with. Performance was constituted as 

completing these allocated duties and not being drunk at work. Caring for the ill and 

decrepit in the early times of Australia was dangerous, dirty, and menial work. 

Women who undertook this work were considered illiterate whores, who could be 

casually used by men for sexual gratification. 

 

By the 1820s, female factories were built in NSW and Tasmania, as places to 

‘protect’ women from the vagaries of prostitution simply because they could get a bed 

for the night. Whilst providing some protection from the elements, these factories did 

not abate the enforced whoredom of convict women (Summers 1975). By removing 

the women from the sight of free settlers, the degradation and systematic abuse of the 

convicts could be undertaken more efficiently. The factory conditions were appalling 

and became overcrowded as the transportations from England increased. Some 

factories functioned as a marriage mart and brothel, such as the Parramatta factory. In 

this factory, a Miss Gordon, the matron, controlled access to the women and made a 

tidy profit from this business (Summers 1975). Any man, emancipist or free settler, 

could visit the factory and choose a wife. With the reduction and eventual ending of 

convicts being sent to New South Wales, the Parramatta factory was closed, with the 

‘dregs’ of the convict system being given tickets–of-leave. Those who could not 

leave, invalids and lunatics, remained and the building was renamed as the Parramatta 

Lunatic Asylum. It began receiving male patients in 1852, the year that transportation 
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to Australia ceased. The arrival of many more free settlers, women, children and men, 

brought a new era to Australia. 

 

Caroline Chisholm played a key role in promoting and supporting free women 

arriving in the colonies of New South Wales into secure and respectable posts 

(Summers 1975). She hoped that these women “would become the mothers of future 

generations of middle-class Australians” (Summers 1975, p302). Chisholm actively 

opposed any measures that would discourage women from marrying. This view of the 

women’s role as pillar of society was being advanced in England, through the 

publication of books on domesticity, such as Nightingale’s Notes on Nursing (1860), 

which was written to a lay female audience (Skeet 1980). As Summers has famously 

pointed out, these two polarised views of women were evident in the early settlement 

of Australia, particularly convict Australia, that of damned whores and God’s police 

(Summers 1975). Nurses were the prototype for God’s police. The author, Charles 

Wagner, was quoted by the Australasian Nurses Journal in 1905 to depict the 

standard for nurses: 

Be sincere, moderate, simple in the expression of your feelings and opinions in 
private and public alike; never pass beyond bounds. Give out faithfully what is 
within you, and above all watch – that is the main thing – Charles Wagner 
(taken from the 1905 Australasian Nurses Journal 3(6): p186). 

 

Eighty years after the first fleet arrived, Lucy Osborne, a Nightingale trained nurse, 

arrived in Australia (1868) to become the first Matron of the Sydney Infirmary. Over 

a period of seven years, she and her team of English nurses worked with the medical 

superintendents and local politicians to change the processes for the selection and 

education of nurses at the Sydney hospital. Her duties were clearly laid out prior to 
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leaving England. She had complete control of all hospital staff, with the exception of 

the medical men, was responsible for engaging suitable women to assist her nurses 

and for all ward duties carried out by them, as well as for all ward medical equipment, 

diets, cleanliness, ventilation and the smooth running of the hospital (Bowe 1961). 

The duties of probationers under the ‘Nightingale Fund’ were outlined in a document 

given to Osborne, before she departed England (refer to figure 1). Of particular note 

are the characteristics emphasised in the top left columns; these are the characteristics 

of good women.  

Duties of probationers under the “Nightingale Fund” 

7. In bandaging, making bandages, and 
rollers, lining of splints, &e. 

Sober. 
Honest. 
Truthful. 
Trustworthy. 
Punctual. 

Quiet and orderly. 
Cleanly and neat. 
Patient, cheerful, and 
kindly. 8. In making the beds of the patients, and 

removal of sheets while the patient is in bed. 

You are expected to become skilful-- 9. You are required to attend at operations. 

1. In the dressing of blisters, burns, sores, 
wounds, and in applying fomentations, 
poultices, and minor dressings. 

10. To be competent to cook gruel, 
arrowroot, egg flip, puddings, drinks, for the 
sick. 

2. In the application of leeches, externally 
and internally. 
3. In the administration of enemas for men 
and women. 

11. To understand ventilation, or keeping the 
ward fresh by night as well as by day: you 
are to be careful that great cleanliness is 
observed in all the utensils; those need for the 
secretions as well as those required for 
cooking.  

4. In the management of trusses, and 
appliances in uterine complaints. 
5. In the best method of friction to the body 
and extremities 

12. To make strict observations of the sick in 
the following particulars; -- 
     The state of secretions, expectoration, 
pulse, skin, appetite; intelligence, as delirium 
or stupor; breathing, sleep, state of wounds, 
eruptions, formation of matter, effect of diet, 
or of stimulants, and of medicines. 

6. In the management of helpless patients, 
e.g., moving, changing personal cleanliness 
of, feeding, keeping warm, (or cool), 
preventing and dressing bed sores, managing 
position of. 

13. And to learn the management of 
convalescents.  

Figure 1. Excerpt from “Method of Improving the Nursing Service of Hospitals” 
found in Brodsky (1968, p41). 
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Under Osborne, young female probationers replaced older experienced female and 

male ‘nurses’. Age and class guided the selection of suitable women for nurse 

training; twenty years of age was considered easier to train and women of a middle-

class educational and social background were selected. Nursing was to emphasise the 

middle class virtues of unselfishness and putting patient welfare before personal 

welfare. Nursing work came to be considered a temporary position prior to a 

successful marriage, with the novels of the time romanticising working as a nurse 

before securing a husband.  

 

This was a time of change for nursing. As trained nurses, Miss Osborne and her 

English colleagues insisted on being called Sister, despite much resistance within 

certain sections of the community. Women began to nurse male patients, much to the 

doctors’ initial revulsion and disapproval.  The staff dressed in lilac print, styled in the 

fashion of the day. In this period, clothes bespoke status and class, and it was illegal 

to dress above one’s class (Nelson 2001). The appearance of the nurse in uniform was 

crafted to present an image of modesty (long sleeves, hem to the ground), purity (high 

neck and cap), and cleanliness (apron). Trainee nurses lived in the nurses’ residence 

and attended lectures twice per week, as delivered by Miss Osborne. The residences 

were closely guarded, with gentleman visits limited to the downstairs parlour and 

closely supervised by the dormitory supervisor. The English sisters were responsible 

for the training and supervision of practical work in the wards. Hours of duty for 

nurses and probationers were from 6am to 8.30pm, with three hours off duty. Night 

duty was undertaken in blocks of no more than three months (Bowe 1961). The work 
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was long and hard but these nurses were training for positions that were relatively 

well regarded in the emerging bourgeoisie society.  

 

Before returning to England in 1884, Osborne established a training program for 

nurses that included practical examination in procedures such as invalid cookery, 

manual hygiene for nurses, administration of subcutaneous saline injections and 

lavage of the stomach. Probationers were examined on the dressing of several surgical 

cases and a display of practical knowledge of bandaging, splints, instruments and 

surgical appliances in common use. In these tasks, the emphasis was not simply on 

the procedure but on how the nurse worked with the patient, whether the nurse could 

justify her actions, and on the nurse’s general behavioural demeanour (Droit 1925). 

Early nursing textbooks emphasised the nurses’ habits and behaviour in the sickroom 

or ward:  

Nurses are required to be pleasant, clean and neat. No one can dispute the 
difference it will make if the Nurse be deficient in any one of these points. No 
one is at his best when ill. In any case a patient has enough to bear. Loud 
voices, rattling chatelaines and noisy boots are thoroughly un-nurselike [sic]. I 
cannot overestimate the importance of nurses cultivating those personal habits 
which will prove invaluable to them as women and Nurses to the very end of 
their lives. These trifles, which appear almost too small to mention, have 
considerable influence on the patient’s comfort, and are apt to assume an 
importance in the eyes of the invalid altogether out of proportion to the real 
significance of the occasion. (Excerpt from the 1905 Australasian Nurses 
Journal 3(6): p186). 

 

As part of the transition of nursing in Osborne’s term, there was a strong emphasis on 

class, and in particular on the idea of nursing as ‘noble work’ requiring the best of 

noble character in women such as courtesy, culture, education and refinement (Best 

1906). For admission as a probationer, young women applied to the Matron of the 

hospital and produced three approved personal references, a certificate of sound 
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bodily health from a legally qualified medical practitioner and appropriate educational 

achievement. It was the values of the middle class women that were represented as 

those of the nurse.  

 

In other words, the ‘good’ nurse was a good woman. She could ably carry out her 

duties without complaint, her wit was quick, and her demeanour was consistent with 

that of a woman of refined culture. The ‘good’ nurse lived a humble life in the nurses’ 

residence, where gentleman callers were entertained in the parlour. She restrained 

from imbibing alcohol. This mode of organising or representing nursing revolved 

around the good woman. In a feminist analysis published eighty years later, the 

‘good’ woman, God’s police, was produced in contrast to the alternative female form 

dominant in colonial Australia – as a drunken whore (Summers 1975). This was a 

moral discourse of nursing. 

 

1.2 THE PROFESSIONAL NURSE 

Following the 1910 release by the American Carnegie Foundation of the Flexner 

Report on Medical Education, the traits of occupational groups that call themselves a 

profession were widely publicised, including those of social work and nursing. 

Flexner’s thesis outlined six traits or characteristics of a profession. These included 

(1) intellectual operation with individual responsibility; (2) derive raw materials from 

science and learning; (3) work raw materials to practical and definite end; (4) possess 

an educationally communicable technique; (5) tend to self-organization; and (6) 

increasing altruistic in motivation (Flexner 1915/2000).  Whilst still advocating the 

professional spirit as selfless dedication to the community, Flexner emphasized 

science and scientific knowledge as the central organizing mode of the professions. 

 
8



Nurses around Australia identified that the occupation of nursing should be classified 

as a profession and pursued what is now known as ‘the professional project’ (Larson 

1977).  

 

The Australian Trained Nurses Association (ATNA) was a self-organised group of 

nurses who had established nursing as an intellectual operation by requiring 

examination on theory prior to registration. Programs of study were developed from a 

basis in anatomy and physiology alongside moral behaviours that demonstrated 

altruistic intent. These programs were eventually accredited by state regulatory 

authorities. From the ATNA’s perspective, the occupation of nursing met the 

characteristics for a profession as outlined by Flexner (1910).  

 

Early in the 20th century, nurses worked with politicians and their medical colleagues 

to establish state regulation of nursing. State registration for general trained nurses 

was adopted by Queensland in 1912, South Australia in 1920, Western Australia in 

1921, Victoria in 1923, New South Wales in 1924, and in Tasmania in 1927. By 

1933, the first ordinance covering all territories in Australia was proclaimed (Bowe 

1961). The title of ‘nurse’ was henceforth protected and employment as a nurse 

required a period of training that was approved by state legislation.  

 

In the early 20th century, examination of nursing knowledge was considered the 

purview of the ATNA. As with the training curriculum, the ATNA prescribed what 

should be examined. The examination tested knowledge of topics such as poisons 

dosages and effects, care of equipment, general symptoms in disease, hygiene, wound 

healing, prevention of complications such as bedsores, invalid cookery, and anatomy 

 
9



and physiology (ATNA 1906). By the time all states and territories had regulated 

nurses, the state-based examination emerged. As in the UK (Davies 1978), a state 

examination was considered less disruptive of hospital control of its work than 

monitoring of the training syllabus or power to inspect nursing schools. The state-

based examination was subject to continual review by nurses in teaching posts, and 

later by nurses in research posts. For example, educational researchers in NSW 

developed a new state examination, including multiple-choice questions and patient 

case studies (White et al 1976). Nursing scientific theory and knowledge was highly 

valued in this period. 

 

Science and technology increasingly became the tools of the professions in the post-

war years. The theory required for a nurse probationer increased. Over a 25 year 

period, the practical nursing textbook grew from 598 A5-sized pages (Doherty, Sirl & 

Ring 1953) to 2060 A4-sized pages (Henderson & Nite 1978). By the middle of the 

20th century, the future role of the professional nurse was predicted to be a skilled 

technician (Brown 1948); the need for specialisation to meet the demands associated 

with increases in scientific knowledge and associated technology was considered to 

be inevitable (Bridgman 1953).  

 

There was also a steady increase in the number of assessment technologies to measure 

scientific knowledge or technical know-how in the mid to latter 20th century. There 

was a significant rise in the production of performance checklists and procedure 

(instructional) manuals and of books about these processes. A report from the Sister-

in-charge, validated by the Matron, was replaced by a set of evaluations measured by 

specifically designed instruments. The purpose of these evaluations was to provide 
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feedback to the instructor and student; they informed revision of instructional 

procedures to achieve clearly stated objectives (Adderley & Brock 1977).  

 

Assessment of nurses became a more formal process. Nursing represented itself as 

integrating scientific knowledge with technical competence in the practices of 

protocol lists. For example, the clinical conference protocol developed in 1977 

continues to be used in some nursing education programs today (refer to figure 2).  

 

Clinical protocol behaviours 

1. Discuss the client’s diagnosis explaining pathophysiology and 
symptomatology. 

2. Describe the client’s needs as related to pathophysiology. 

3. Describe the client’s needs as related to psychosocial factors. 

4. Discuss medical therapy and explain rationale for same. 

5. Identify priority needs. 

6. Describe plan of nursing interventions. 

7. Explain the rationale for the interventions. 

8. Discuss effectiveness and/or expected outcomes of interventions. 

Figure 2 Clinical Protocol Behaviours, from Adderley & Brock (1977): p360. 

 

Over time, the training period for nurses increased from two to four years. As noted 

earlier, the hospital examination was replaced by a state examination, a significant 

centralising process. Clinical practice assessment extended from the Sister’s report, to 

include assessment of specific procedures (White et al 1976) such as aseptic dressing 

change, bandaging, and medication administration. The nursing process, grounded in 

the scientific method, was highly valued in clinical assessment (White et al 1976). 

Technical know-how or scientific knowledge defined nursing as a scientific 

profession. In this period there was a marked proliferation of procedure manuals in 

 
11



the hospital wards and community health units. These manuals were developed to 

assist nurses to undertake highly technical procedures and, by doing so, overtly 

privileged the science of nursing. 

 

However, in the 20th century, the ‘professional nurse’ also retained the part of a ‘good 

woman’ discourse. The professional nurse continued to be represented as a pillar of 

society, with many trainees living in on-site residences until the 1980s. Nurses’ 

residences continued to be policed with curfews, limited late passes, and men in 

restricted areas. The professional nurse undertook state-endorsed study in the sciences 

of anatomy and physiology, microbiology, and technical know-how such as 

intravenous therapies. While the moral theme of ‘being good’ was still present, the 

emphasis in how nurses represented and organised themselves shifted to privilege 

scientific theory and technical know-how. This was a professional discourse of 

nursing. 

 

1.3 THE COMPETENT NURSE 

During the latter part of the 20th century, competence and competency standards 

emerged as the mode of organising or representing nursing. In this section I provide 

an overview of this period, which I will examine in-depth in the following chapters. A 

national competency movement developed, driven to a large extent by a Federal 

Government that was concerned about an impending skills shortage.  National and 

international nursing organisations were investigating competence as a framework for 

categorising nursing work. In the private sector, classification and standardisation 

improved profit margins and these processes were soon adopted by publicly funded 
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service industries such as health. Health services were classified and standardised and 

a national program of accreditation and auditing was introduced.  

 

The Royal Australian Nursing Federation (RANF), the largest professional nursing 

group in Australia, actively worked to advance classification and standardisation of 

nursing, through the publication of the RANF Standards for Nursing Practice (1983), 

RANF Standards for Nursing Divisions (1983), RANF Nursing Standards for Patient 

Care (1985), and RANF Nursing Quality Assurance (1985).  Soon after, nurses 

working in state and territory regulatory authorities came together to develop a 

national standard for the registered and enrolled nurse. To do this, they adopted 

‘competence’ as a framework. Since the publication of the first list of nationally 

agreed competencies in 1988, these competency standards have been used to develop 

nursing education programs, assess nursing students’ and newly qualified nurses’ 

clinical performance, assess the practices of nurses who are under investigation for 

negligent or substandard practice, and for self-monitoring by nurses through the 

regulatory authorities.  

 

During the same period of time that nurse leaders were contemplating competence as 

an organising framework, they and others were advancing an agenda to move nursing 

education from the health sector to the higher education sector. Nurses were lobbying 

government at all levels to cease hospital-based programs and transfer nursing 

education into universities. The transfer began in 1985 and was completed by 1994, 

with nursing education substantially provided in the Colleges of Advanced Education 

across Australia.  
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Today, nursing education programs that prepare registered nurses, enrolled nurses, 

nurse practitioners and midwives are reviewed and approved by regulatory 

authorities. Educational institutions are required to demonstrate how the program of 

study prepares the students to be competent according to the regulatory standards. 

Within these programs, competencies are used to teach and assess a range of clinical 

skills from teeth brushing to removing a wound drain.  Classroom theory is targeted at 

competencies related to law, ethics, professional practice, the nursing process and 

communication. On graduation from their programs of study, newly qualified nurses 

are subjected to further competency assessments. Assessments include medication 

administration, aseptic dressing technique, manual handling, cardio-pulmonary 

resuscitation, central line dressing technique, tracheostomy change technique, and the 

list goes on. Nurse educators in the hospitals and community agencies produce these 

competency lists for information and assessment of newly qualified nurses. 

 

For nurses who may be under-performing, standards are used to provide feedback on 

their competence and identify areas for improvement. Teachers and managers use the 

competencies to provide feedback to under-performing nurses. If performance doesn’t 

improve, the competencies are used to provide a fail grade for nursing students, with 

no progression in the course. The standards are used to provide evidence to the 

regulatory authority of the need for a review and possible disciplinary action of a 

nurse licensed by the authority. More recently, the national competency standards 

have been promoted as a tool for self-reflection and collection of evidence to support 

claims of competence against each competency standard. In Australia, re-issuing of 

the license to practice is now dependent upon self-claims of competence and a 

random audit of a sample of nurses each year. 
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Specialist nursing organizations also use competence to credential nurses. 

Competency standards have been created for specialist practice and credentials in the 

specialty areas of critical care, paediatric, neonatal and mental health nursing, with 

many other specialty groups developing competency standards. These competency 

standards are often used to assess graduates of post-graduate specialty nursing 

practice programmes offered by universities.  

 

In the 21st century, researchers and academics are constantly developing and revising 

instruments to measure competence. There were 3033 publications on the topic of 

competence in the Cumulative Index of Nursing and Allied Health Literature 

(CINAHL) database in 2007. In the same year, a team of academics and researchers 

based at the University of Wollongong received a $205,150 Carrick Competitive 

Grant to develop an undergraduate nursing competency assessment tool for use across 

Australian universities. The interest in developing an assessment technology that can 

be used to compare nurses across jurisdictions extends beyond Australia. As will be 

shown in Chapter Two, researchers internationally are working to identify an 

assessment technology that is both reliable and valid across a range of practice 

settings.  

 

Interest now extends beyond the profession itself. Consumers of nursing service are 

increasingly interested in nursing competence. They are encouraged to file their 

complaints about nursing service to employing organizations and state or territory 

ombudsmen appointed to manage health complaints. Investigating officers consult 

various competency standards and competency lists to make judgements about the 
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nursing service delivered. As will be shown in Chapters Four and Five, the Australian 

government used the competency standards to address the national skilled workforce 

shortage. Training and nursing practice in other countries is compared to Australia, 

with nurses from other countries assessed for competence against the competency 

standards before being approved for immigration into Australia.  

 

Although not as apparent in Australia, private health care organizations in the United 

States of America use the competence of nursing staff, based on credentials acquired, 

to promote their services in a competitive health delivery environment. Industrial 

nursing unions are also interested in competence and competency standards to 

advance claims for increased rewards based upon more complex work or higher order 

competencies.  

 

Competence and competency standards have become ubiquitous across many 

professions. Many people, groups, and organizations use competence and competency 

standards to achieve their goals. The discourse of nursing continues to incorporate the 

moral and professional modes of organising and representing itself. However, in the 

last twenty years the competent nurse has emerged as a new, and primary, way of 

representing and organising the occupation of nursing.  

 

Through this review of nursing and how it has represented itself, I note that there is 

one discourse that dominates in particular eras. The good nurse emerges in concert 

with the good woman in early colonial Australia. This discourse is becomes 

accompanied by another, grounded in science and technology. The professional 

discourse provided a new way of representing nursing as requiring scientific 
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knowledge and technical expertise. More recently, the competent nurse emerged. As 

another representation, it implies a particular set of practices and behaviours, 

providing a third discourse for organising nurses and nursing work. My interest is in 

this third representation, the competent nurse. How has what we have come to count 

as competence become settled? 

 

1.4 THIS RESEARCH STUDY 

When it was first introduced as an organising framework for nursing, competence and 

competency assessment were plagued with controversy. Today they are uncritically 

accepted, with a concomitant enormous investment of human and financial resources 

in the development of assessment technologies. I came to be interested in competence 

and competency assessment through my work as an academic nurse, responsible for 

multiple assessments of student work and preparing reports of competence for the 

local regulatory authority.  Through my work with the Nurses Board of the ACT, as a 

member of the Board (1991-1993) and later as the Executive Officer (2001), I was 

directly involved in regulating nurses using technologies of competency assessment.  

 

Through my academic and regulatory work, I recognised that competence is accepted 

and ubiquitous in today’s healthcare environment. However, I saw that the specific 

practices associated with how what comes to count as competence were not 

unproblematic. How what gets included in competency lists or standards and what 

gets left out is not addressed in the literature. What those nurses and researchers who 

gathered around tables, desks and computers counted as competence is finalised in the 

lists of competencies, but how they are settled, including the emotions, the debates, 

and the negotiations are not evident. This is the work of ‘making competence’ and 
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this work has implications for the nursing profession. Therefore, how competence is 

settled in the boardroom, and elsewhere, requires investigation.  

 

When competency assessment technologies are used in the field to assess 

competence, how what gets counted as competence and what is left out is assumed. 

The clinical practice setting is a busy place, with many people such as nurses, doctors, 

pharmacists, physiotherapists, cleaners, patients, and visitors and objects such as 

desks, beds, chairs, medication trolleys, computers, IV poles, oxygen tubing, pillows, 

call bells, wheelchairs, and dressing trolleys. How the assessors group the different 

pieces together, which actions constitute competence and which do not, is not clearly 

established in the nursing literature. How the assessor decides what pieces of these 

busy scenarios are counted in the competency assessment is assumed to be 

straightforward. But these decisions about what is counted and what is left out are not 

explored in the current competency literature with its bent towards the pursuit of one 

best instrument to measure competence. In this thesis, I propose that investigating 

how competence is settled both in the meeting room and in the field may increase our 

understanding of how competence came to be the latest way that nursing represents 

and organises itself.  And further than this, the implications that this representation 

has for the profession of nursing, as well as the individual nurses who are subjected to 

the emergent regimes of competence, can be acknowledged.  

 

In the next chapter, I review the nursing literature on competence and competency 

assessment (Chapter Two). In this thesis, I explore the theory of competence and the 

practice of competency assessment as a single package in order to determine how 

what comes to count as competence is settled. I selected an interpretive research 

 
18



approach grounded in social science methodology to explore my area of interest 

(Chapter Three). I show how the original list of national competency standards took 

the form that it did by reviewing the minutes of the meetings held by the steering 

committee responsible to develop the standards and interviewing senior nurses who 

were involved in these meetings (Chapter Four). I describe how competence and the 

national competency standards remained robust despite a controversial debate about 

the value of competence in the nursing and professional literature during the last 

decade of the 20th century (Chapter Five). I show what counts as competence for 

newly qualified nurses in one health service in one jurisdiction in Australia (Chapters 

Six, Seven and Eight). Finally, I use the evidence from this research to reflect on the 

dominant discourse of a singular competence and argue that standardisation, 

continuity, and stability do not mean equivalency in an ontological sense (Chapter 

Nine).   
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Chapter Two 

The rise of nursing competence 

 

Nursing competence emerged as an important organising concept near the end of the 

20th century. In this chapter, I focus on the rapid adoption of nursing competence in 

multiple social worlds, drawing out scientific assumptions about reality and 

technology in health care. The aim of this chapter is to situate my research within the 

current trends in the nursing literature related to nursing competence and competency 

assessment theory and practice. I review the nursing literature and provide a critique 

of current approaches to competence and competency assessment. Using examples of 

sociological studies into established scientific concepts in health, I argue that it is time 

for a new line of inquiry into competence and competency assessment, informed by 

sociological theory. Using this approach, I shape the questions required to explore and 

describe how what comes to count as competence is settled.  

 

2.1 NURSING COMPETENCE  

Competence and competency are not ‘new’ words in relation to nursing. In 1906, 

Miss Best of the Children’s Hospital in Brisbane spoke of the nurse launched forth 

from the hospital with the doors of her training school closed upon her, and who has 

gained her ‘certificate of competency’ (Best 1906). Today, competence is defined in 

the Macquarie dictionary (2006) as “the quality of being competent; adequacy; due 

qualification or capacity” (Atkinson & Moore 2006, p.248). In this dictionary, 

competency is included as an extension of competence; it is not defined separately. 

Competence over the last 100 years has been consistently defined in relation to a 

qualification or capacity.  
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In a recently published concept analysis of competency in nursing, Tilley (2008) 

concluded that competence and competency are not clearly defined in the nursing 

literature and that a lack of a clear definition has impeded progress towards 

assessment of effective practices. The lack of a clear, operational definition of 

competence that can be assessed across different settings presents a paradox for the 

nursing profession: the lack of a clear definition allows the concept to be employed 

across many social worlds but at the same time poses a problem for the development 

of reliable and valid assessment technologies. 

 

In Australia, competence emerged at a time when the country’s international 

economic position was at risk. Politically, a skilled and competent workforce was 

identified as essential to maintaining, and advancing, Australia’s economic position in 

a global marketplace (Hawke 1991). Competence and competency assessment 

became, and continue to provide, the organising framework for training in the 

vocational education sector, with a focus on skilled labour. Although widespread 

uptake of competence occurred in the vocational education sector, professional 

leaders were resistant to the classification of professional practice into a set of 

competencies. A debate on the merits of competence as an organising framework for 

professional practice was contested by the tertiary education sector, located in 

colleges of advanced education and universities. The competence debate particularly 

engaged professionals in the publicly funded sectors of education and health.  To 

inform the debate, competence for the Australian professions was defined as: 

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

competence and competency assessment were advanced through federal government 

policy, the place for nursing education was being debated. All nurses were educated 

exclusively in hospitals until the early 1970s, when the first trials of tertiary nursing 

education (entry to practice) were underway in Sydney (Harte 1976), Melbourne 

(Slater 1977), and Perth (Martin 1975). Eventually, the education of the second level 

of nurse, known in Australia as the Enrolled Nurse, was moved to the vocational 

education sector, where competence and competency assessment were used in 

curriculum design. This educational program was skills focused and was delivered 

over twelve to 18 months. The education of the Registered Nurse was placed in the 

tertiary education sector, where competence and competency assessment were not 

well developed.  

 

As will be seen in Chapter Four, despite significant opposition from the tertiary 

education sector, nursing leaders made a contentious decision to adopt the 

competence framework for the regulation of both Enrolled and Registered Nurses. 

The use of competence and competency assessment by the Australian nursing 

community has rapidly increased since 1988 (Chiarella et al 2008). The resistance to 

competence and competency assessment was silenced during the 1990s, becoming 

non-existent in the more recent nursing literature. 

 

2.1.1 The value of competence 

During the last two decades of the 20th century, the notion of competence became 

increasingly accepted within the nursing community. Cheek, Gibson and Gilbertson 
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(1995) argued that competence is promoted in Australian nursing to address two 

political agendas: workforce reform and professional reform. Workforce reform 

brings together government, employers and unions to attain improved productivity 

and efficiency whereby professional reform provides nurses with a means to maintain 

integrity and control of their work. The discourse of competence and competency 

assessment was aligned with both of these reform movements. 

 

However, as Cheek and colleagues (1995) point out, there is an essential, and 

unresolved, struggle for competence as a defining concept between these two reform 

agendas. The workforce reform agenda, as part of a much larger economic reform 

agenda, has the potential to dismantle existing professions and create a much freer 

movement of labour. This would directly challenge nurses’ autonomy and control 

over nursing work. In a related study of professional guild power, Krause (1996) 

shows how economic reform has directly challenged the autonomy of professionals in 

general. At once, the nursing profession is presented with a paradox, it needs to align 

with government to maintain professional standing in the community through 

statutory regulation and it needs to defend professional autonomy, including the 

control of nursing work, from government economic reforms to social policy. The 

decision to adopt competence as an organising framework in Australian nursing was 

controversial and hotly debated in the 1990s (Alspach 1991; Ashworth & Morrison 

1991; Cheek et al 1995; Chambers 1998; McAllister 1998; Milligan 1998; Chapman 

1999).  Its ubiquity as a working concept in 2008 belies this contentious introduction 

less than 20 years ago. 
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The concept of competence in nursing continues to be valued with competence and 

competency assessment now developed for specialty nursing practice such as critical 

care and perioperative nursing (Chiarella et al 2008) as well as other health 

disciplines. Health professions such as dietetics (Hughes 2003), physiotherapy 

(Hadfield et al 2007) and pharmacy (Kvancz 2006) are also employing the concept of 

‘competence’ in their regulation of health professionals.  

  

My review of the international nursing literature at the height of the Australian 

competence debate reveals that there was a dominant belief that competence would 

assist in a range of difficult problems. The list in Table 1 shows that the different 

social worlds of management, regulation, education, and research became interested 

in competence as an organising framework to address their unique concerns.  

 

Competence became valued by this range of social groups as a ‘key’ to solving many 

nursing workforce problems. The discourse that dominates the nursing literature 

indicates that competence is considered a useful concept to assist with difficult 

practical problems in the administration of nursing services, the regulation and 

education of nurses, and the research of nursing educational approaches. In this way, 

competence assumes a reality; as a shared concept it assumes a natural quality usually 

reserved for concepts such as water, light and sound. As seen in Table 1, competence 

is easily transferable across the government, management, regulatory, education, and 

research communities. The meaning of competence is taken-for-granted in each of 

these communities and competence is used across communities as if it was a real and 

tangible thing.    
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Table 1. Problems that could be addressed by competence  

Problem/ issue Authors Social world 

Increase labour market 
efficiency and equity 

Gonczi, Hager & Oliver 1990 Government/ 
management 

Support periodic staff evaluation 
for retention, promotion or merit 
pay 

Wandelt & Slater 1975  
Alspach 1992 
Schneider 1979 
Gonczi, Hager & Oliver 1990 

Relate quality of performance to 
quality of care 

Wandelt & Slater 1975  
Williams 1998 

Management 

 

Establish public accountability McAllister 1998 
Gray 1982 

Prevent role erosion Cameron 1989 

Provide a basis for the 
professional accreditation of 
college courses 

Cameron 1989 

Regulation 

 

Identify areas for learning and 
professional development 

Wandelt & Slater 1975 
Schneider 1979 
Alspach 1992 
Girot 1993 
Schwirian 1978 
Cameron 1989 
Percival, Anderson & Lawson 
1994 
McMillan, Bujack & Little 1995 
McAllister 1998 

Education 

Provide a basis for researching 
different approaches to nursing 
education 

Wandelt & Slater 1975 
Schwirian 1978  
Fitzpatrick, While & Roberts 
1994 
Dozier 1999 

Research 

 

As a real and tangible thing, Aristotelian logic leads researchers to conclude that 

competence is measurable. Yet, finding a reliable and objective measure of 

competence remains elusive. While competence has become a taken-for-granted 

concept in the health related professions, what comes to count as competence is not 
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agreed. As will be seen in the next section, a range of assessment instruments have 

been developed to measure competence. However, each of these tools draws upon a 

different operational definition of competence.   

 

2.1.2 Measurement and operational definition of competence 

In this section, I review the instruments that have been developed to measure nurse 

competence. There has been a diverse range of instruments developed in the last thirty 

years. The design of each these instruments is informed by specific definitions of 

competence. When these instruments were analysed for this review, three definitions 

of competence emerged. These definitions are listed in Table 2. In this review of 

measurement instruments, competence was generally conceived in one of three ways: 

as the performance of a specific activity, as the capacity of the person to take action, 

or as making decisions.  

 

Competence, when defined as a performance of a specified activity, is also known as 

operational competence  (Eraut 1998) or performance (Fitzpatrick, While, and 

Roberts 1994; While 1994). As a performance of an activity, competence is assessed 

on the person’s behaviours, how the body is used to ‘do’ nursing work. Competence 

is concluded as an ‘either/or’ judgement; the performance is mastered or it is not. 

Colloquially, nurses know this form of competence as ‘skills’, and skills continues to 

be highly valued in the clinical nursing environment which is dominated by medical 

technologies that require physical dexterity. 
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Table 2. Instruments to measure competence  

Instrument Authors Competence defined 

Task completion  Dunn 1970  

Slater Competencies  Wandelt & Slater 1975 

Six-Dimension Scale of 
Nursing Performance  

Schwirian 1978 

Behavioural observation 
of skills lists 

Cleary 1984 
Cottrell et al 1986 
deBack & Mentowski 1986 
Pavlish 1987 
Hawley & Lee 1991 
Marquise & Worth 1992 
Krichbaum et al 1994 
Fitzpatrick et al 1997 
Bjork 1999 
Johnson et al 2001 

King’s Nurse 
Performance Scale 

Fitzpatrick, While & Roberts 1997

Competence is the 
performance of a 
specified activity. 

Written (pencil and 
paper) examination 

Long 1976 
Schneider 1979 

Case conference Adderley & Brock 1977 

Surveys/ questionnaire Meretoja, Isoaho & Leino-Kilpi 
2004 
Edwards 2006 
Lofmark, Smide & Wikblad 2006 

Competence is the 
capacity of the 
person to take action. 

Critical incident 
technique  

Sims 1976 
Arvidsson & Fridlund 2005  

Simulations Schneider 1979 
Sweeney, O’Malley, & Freeman 
1982 
Ross et al 1988 
Mason et al 2005 

Competency Standards ANRAC Nursing Competencies 
Project 1988 
Butler 1990 
Dunn et al 2000 

Competence is 
making decisions. 
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Competence, when defined as the capacity of the person to take action, is also known 

as capability (Eraut 1998; Brown 2000; Fitzpatrick, While, and Roberts 1994; While 

1994). Capability is about how the person is prepared to take action; it is often about 

potential as the situation has not yet presented itself. Colloquially, this aspect of 

competence is known as ‘knowledge’; it is the knowledge that is required to be 

registered as a nurse. Competence, as the capacity of the person to take action, 

underpins contemporary nursing education, whereby knowledge and critical analysis 

are privileged (Clare 1993).  

 

To date, the development of instruments to measure competence have been chiefly 

founded upon operational performance, assessed by observing a nurse’s behaviours 

during specific activities, such as a bed bath or a dressing change, or founded upon 

capacity for performance, assessed by academic methods such as written 

examinations, essays, and formal presentations. These two definitions continue today 

(Calman et al 2002).  

 

But for some researchers, these two conceptions of competence are considered to be 

insufficient to describe how registered nurses work in practice. For example, 

following a systematic review of competence and competence assessment, Redfern 

and colleagues (2002) combined the ability to perform (operational competence) and 

the psychological construct (capability) to form a revised definition of competence, 

where psychological construct is inferred from the decisions made in a given 

situation. In this group, simulations and critical incident technique as well as 

competency standards were used to measure competence, where competence is taken 

to be making decisions. This third approach examines decisions that are made and can 
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be combined with observing action and assessing knowledge and is most consistent 

with the professional definition promoted in Australia (Preston & Walker 1993).  

 

The dominant assessment technology used in Australia at the time of this research 

was the ANCI Competency Standards for the Registered Nurse (2000) (Appendix 1). 

This instrument was originally developed in 1988 and first published in 1990, as the 

ANRAC Competencies for the Registered Nurse. In this model, competence is defined 

as a combination of skills, knowledge and attitude. In particular, a reflective attitude 

to practice is advocated. This approach is consistent with the critically acclaimed 

work by Benner (1984), Novice to Expert, which was available at the time of the 

development of the Australian nurse competency standards.  

 

Benner (1984) advanced the idea that practice can be extended through critical 

reflection on that practice. In Novice to Expert, Benner (1984) showed how nurses 

develop practice knowledge and expertise. In this view of competence, nurses learn 

through work, where “practitioners can grow and develop in and through their 

practice” (Jarvis 1992, p180). Competence is a continual process of development and 

deeper (intuitive) understanding (Goding 1997; Benner 1984). This intuitive 

understanding appears to be directly related to a reflective capacity, also known as 

‘insight’.  

 

In a large Australian study of continued competence, experienced nurses frequently 

referred to ‘insight’ as the individual’s ability to be accurately aware of his/her own 

expertise or limitations (Pearson et al 2002a). Competent nurses could self-correct in 

the moment, making adjustments to their practice to achieve expected outcomes. This 
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explicit acknowledgement of the quality of insight is consistent with ‘attitude’ as 

defined by Preston and Walker (1993) and is unique to definitions within this third 

category of competence.  

 

Reflection on practice has resulted in the recent emergence of the professional 

portfolio. The portfolio is a collection of examples of the nurse’s work that can be 

presented as evidence of competence (McCready 2007). The preparation of the 

portfolio requires the nurse to reflect upon practice in order to decide what pieces to 

include in the portfolio (Byrne et al 2007). The portfolio is usually prepared against 

some type of competency standards. Frequent reflections on one’s competence, using 

competency standards, may increase perceptions of competence in newly qualified 

nurses (Hengstberger-Sims et al 2008). However, the reflective process associated 

with the portfolio approach has been soundly criticized on the grounds that it 

privileges the ‘attribute’ element of nursing competence over knowledge, shifts the 

onus for professional development from the industry to the individual, and concedes 

responsibility for skill assessment by the regulatory authorities to industry control, 

leaving employers free to determine what skills are required (Nelson & Purkis 2004). 

Thus it can be seen that the portfolio approach shifts the balance between workforce 

reform and professional reform toward employers and government, reducing nurses’ 

control of nursing work.  

 

The three operational definitions of competence presented here were dominant in the 

literature. However, more recently alternative concepts of competence have emerged. 

Although these concepts have not yet been tested through research, they provide 

important alternative discourses on competence and competency assessment.  
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2.1.3 Competence and communities of practice 

In the last ten years, some researchers have been working with competence as a 

concept that is much broader than a combination of knowledge, skills and attitude. 

Competence has been explored as a concept that is shaped in response to the social 

communities within which individuals work and live. Rather than a static, real and 

measurable concept, competence within the broader social framework of 

‘communities of practice’ possesses a relative quality in relation to life experience 

and the communities within which the individual lives and works.  

 

Not only has the ways that competence is defined shifted, the focus on the individual 

has also extended competence to incorporate ‘learning as becoming’ within a 

community of practice. Eraut (1998) argues that working in communities or groups 

influences the individual’s capacity to transform personal practice over time, creating 

knowledge through personal practice as well as through learning from others. Eraut’s 

work shares some commonalities with Communities of Practice theory, a social 

theory of learning (Wenger 1998). Communities of Practice theory is gaining 

popularity in clinical nursing education (Ranse & Grealish 2007; Andrew, Tolson & 

Ferguson 2008). In Communities of Practice theory, competence is related to 

engaging with a community of peers, undertaking the same work. Communities of 

Practice theory addresses initiative and knowing, accountability, and tools or artifacts 

that support competence such as discourses, objects, and practices (Wenger 1998). 

Through a focus on communities, this theoretical approach shifts competence from 

the individual to include the individual’s relationship with, and responses to, the 

community. 
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This extension of competence in relation to communities of practice is supported by 

research into continuing competence. Actual and potentially unsafe practice involved 

nurses who were seen as unable to make the adjustments necessary to update their 

knowledge and skills, participate actively in professional development, and accurately 

determine their own ability in relation to their peers (Pearson et al 2002a). Self-

correction is dependent upon feedback, using indicators from the situation, past self-

reflection and/or peer comment (Fereday & Muir-Cochrane 2006). Differentiating 

insight as a competency, expressed as a different concept than attitude, might be more 

fully explored through observations of the actual practice of assessment within a 

community of practice.  

 

Arbon (1995) argued that the use of exemplars to support the development and 

assessment of competence can misrepresent the richness of the nurses’ experiences. 

He argues that exemplars are not isolated stories from the field of practice but 

experiences to be understood within the wider context of the nurses’ lived world 

(Arbon 1995). In discussing professional practice more generally, Barnett (1994) 

suggests that all kinds of knowing can assist in understanding our world better, and he 

defines competence as ‘life world becoming’. ‘Becoming’ captures the idea that 

competence is never fully achieved but is a work-in-progress. This view of 

competence is consistent with a professional commitment to lifelong learning and is 

slowly becoming incorporated into nursing discourse (Khomeiran et al 2006). The 

idea of ‘competence enhancement’ (Arvidsson & Firidlund 2005) is congruent with 

competence as life world becoming. 
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This shift from competence as a concept that is real and tangible, and therefore 

measurable, to a concept that is relational is significant. The change in definitions 

from static nouns to process verbs in more recent analyses of competence raises 

questions about the sufficiency of contemporary measurements of competence in 

nursing. Through this shift, the limitations of measurement instruments, in terms of 

what is not counted, is raised.  

 

The different definitions of competence have resulted in a diverse range of assessment 

instruments to measure competence. And yet, none of these instruments have received 

widespread support indicating that individually no one instrument can adequately 

measure competence and illustrating the continued contested nature of competence 

within the profession. Combining instruments to assess competence is a common 

approach used to address concerns about definition. The practice of assessing 

competence is explored in the next section.  

 

2.2 THE PRACTICE OF ASSESSING COMPETENCE 

Typically in undergraduate nursing education, competence assessment includes a 

series of knowledge examinations, essays, debates, presentations as well as technical 

assessments in a simulated laboratory. In the classroom, academic judgment is used to 

grade student submissions. In the clinical setting, judgment is also exercised by field 

mentors or academic staff to assess competence using the ANCI Competency 

Standards. The multiple assessments, particularly in the field, take time and resources 

to administer, contributing to higher costs in course delivery for nursing programs 

offered by the university sector.  
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Competence assessment for Registered Nurses continues after graduation from a 

nursing course. There are assessments for technical procedures that are unique to 

different practice contexts, testing of knowledge related to complex treatments for 

diseases, mathematical calculations, and annual credentialing for skills such as cardio-

pulmonary resuscitation, manual handling (lifting), and advanced life support. The 

costs associated with these competency assessment programs are considerable for 

health service organisations with many assessments repeated annually. This cost is 

substantial when over 50% of the staff employed in the health industry is nursing 

staff. Costs include salaries for staff doing the assessments, as well as staff being 

assessed, backfill of salaries for staff who are off-line for assessment in a simulated 

laboratory or classroom, disposable equipment for testing in the laboratory, and 

development, production and review of self-directed learning packages (Ready 1994). 

Competency assessment has become an expensive business and, as such, further 

investigation into the practice of competency assessment is merited.  

 

The experience of students and newly qualified nurses who are being assessed 

indicate that, for them, competence is a performance; it is developed for an audience 

with a particular set of expectations of what constitutes competence. In looking at the 

literature on the competence assessment of students, I found that students work to be 

perceived by others as competent, adjusting their performance to address the practices 

of assessment. For example, when competence is expressed as a list of skills, students 

focus on getting the skills ‘signed off’ to demonstrate that they are competent (Dolan 

2003; Grealish & Trevitt 2005). Students also work to become who and what they 

believe the clinical teacher/ staff want them to be, even when it is not consistent with 

their own beliefs and values (Chapman & Orb 2001; Calman et al 2002).  This 

 
34



evidence suggests that the practice of competence assessment is more about appearing 

to be competent; competence is a performance for particular audiences. The students, 

who live with regular assessment, invent ways to perform ‘competence’ in response to 

those audiences.  

 

When they arrive in the workplace, newly qualified nurses, who have undertaken a 

diverse range of assessments and performed competence for particular audiences as 

students, report feeling that they are not competent when they arrive in the workplace 

(Gerrish 2000; Hinds & Harley 2001; Piggott 2001). There is a new audience, with 

new expectations of performance. The newly qualified nurse is confronted by 

multiple expectations about competence from managers, educators and new peers and 

these expectations need to be negotiated (Roberts & Farrell 2003).  For newly 

qualified nurses, competence was ‘produced’ through various assessment 

technologies as part of their undergraduate education and then it was re-‘produced’ 

into an academic transcript and a report of competence for the regulatory authority 

before they entered the workforce. But when they arrive in the workplace, newly 

qualified nurses are re-classified and often submitted to an intensive period of 

competency assessment.  

 

2.2.1 The instruments of competency assessment 

In reviewing the practices of competency assessment, I became aware of the 

dominance of discussions on instrument development and validation. Underlying 

these discussions was a shared assumption that competence was a real and tangible 

thing that could be measured with the right technology. The scientific merit of the 

assessment instrument is increasingly addressed in recent times (Meretoja & Leino 

 
35



Kilpi 2001; Norman et al 2002; Meretoja et al 2004; Fisher, Marshall & Kendrick 

2005; O’Connor 2006). This focus on the instrument’s validity and reliability reflect 

the modern paradigm, where scientific knowledge is valued (Cribb 2001), and 

associated scientific research that increases our ability to predict and control is valued 

(Cody 1995).  

 

In describing assessment technologies, the specific practices of assessment were 

assumed and are rarely addressed by authors. Often the difficulties associated with 

assessment were attributed to the assessor, where the ‘problem’ of inter-rater 

reliability between assessors is considered to be significant (Maynard 1994; 

Chambers 1998; Fisher & Parolin 2000; Hader et al 1999; Oldmeadow 1996; May et 

al 1999; Calman et al 2002; McGrath et al 2006). One author calls for a shift from 

validity and reliability to the criteria of credibility, confirmability, auditability and 

fittingness (Goding 1997) but later instrument developers do not address this theme. 

McGrath and colleagues (2006) suggest that as situations become more real or 

context-specific, the judgement of competence is likely to be valued but the likelihood 

of inter-rater reliability across assessors and geographic sites will decrease.  

 

Contrary to objective and scientific approaches, where inter-rater reliability is seen as 

a ‘problem’, there is a continued interest in interpretive assessment methods 

(Chamber 1998; Benner 1984; Goding 1997; Butler 1990; Percival et al 1994). In 

these methods, the key ingredient to assessment is the assessor rather than the 

assessment instrument. In the interpretive approach, the experience and expertise of 

the assessor is highly valued in making judgements on the practice of another person 
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(Butler 1990). Both approaches assume that competence is a real and tangible thing 

that can be measured or described.  

 

For both objective and interpretive approaches, competency assessment appears to be 

intertwined with what is called a ‘normalising’ judgement. Normalising judgement is 

defined as “the process through which a norm is established against which individuals 

are measured, differentiated, and judged” (Gibson 2001, p.113). Normalising 

judgement makes it possible to qualify, classify, measure and compare the gaps 

between individuals to produce the concept of normal (Gibson 2001). When 

professional nurses are exposed to the practices of competence assessment, they are 

most likely experiencing normalising judgement and adjust their performance to meet 

those expectations.  

 

I propose that the process of assessing competence is significantly complex; it is 

clearly an engagement of people, objects and symbols, including language, in varied 

and changing combinations. And yet, there is a paucity of research studies that 

describe the practice of assessment. What actually happens when a newly qualified 

nurse is being assessed using operational/ behavioural, capacity/ knowledge, or ANCI 

Competency Standards is not described in the research to date. Who is present and 

what instruments are used to assess competence are assumed in the studies I 

reviewed; but how these instruments are used and how decisions about competence 

are made in the field are questions that have yet to be asked.   
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2.2.2 Building assessment technologies 

From my review of the nursing literature, I conclude that the diverse range of 

instruments to measure competence is founded primarily on three definitions of 

competence: the performance of a specified activity, the capacity of the person to take 

action, and making decisions. The different assessment instruments and definitions 

contribute to confusion about the meaning of competence in everyday use (McAllister 

1998; Cowan, Norman, & Coopamah 2005). To address all three aspects of 

competence, multiple and diverse instruments are used to assess competence in pre-

service as well as in-service stages of a professional career. The assumption 

underpinning these instruments is that they are scientifically derived, objectively 

measuring competence, however it is defined. The methodologies used by nurses to 

create assessment instruments are reviewed in this section. A review of the processes 

of instrument development in nursing and other health professions reveals how 

designers work the social and political influences with ‘science’ to shape these 

instruments. 

 

The dominant assessment technology used in Australia at the time of this research 

was the ANCI Competency Standards for the Registered Nurse (2000). This 

instrument was originally developed in 1988 and first published in 1990, as the 

ANRAC Competencies for the Registered Nurse. The original instrument was 

developed in two stages. In the first stage, nurse leaders who worked in the area of 

nurse regulation collaborated to develop a list of competencies. This list was then 

approved by all of the state and territory nurse regulatory authorities at the 1988 

Australasian Nurse Regulatory Authorities Conference (ANRAC) in Brisbane. In the 

second stage, a research team from the University of Queensland worked with a 
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committee of state and territory regulatory authority representatives to refine the 

competencies and develop assessment technologies. The research included a literature 

review, observational study of nurses in practice at over twenty different sites across 

Australia, and document analysis of assessment instruments used in those twenty sites 

(Butler 1990).  

 

Other teams used a similar two-stage process to develop competencies, such as the 

King’s Performance Scale (Fitzpatrick et al 1996) in the United Kingdom and 

competencies for the Australian critical care nurse (Dunn et al 2000). This type of 

research and development is resource intensive and requires significant financial 

support. Each of these three projects (Butler 1990, Fitzpatrick et al 1996, and Dunn et 

al 2000) was monitored and ratified by a project management team of nurses. Whilst 

Benner (1982, 1984) advocates this model of interpretive ethnographic method with 

expert consensus as validation, within the processes of achieving consensus, the 

debates and deliberations, are rendered invisible in the final account or list. Although 

valued within the research community, this methodological approach takes several 

years to complete and is resource intensive, making it less accessible to many nursing 

groups. Therefore, other less expensive alternatives are more commonly used to 

develop competency assessment instruments. 

 

The most common and least expensive approach to the development of instruments is 

the expert panel, usually clinicians or nurse educators, which develops the instrument 

to be used (Dunn 1970; Cleary 1984; Cottrell et al 1986; Krichbaum et al 1994; 

Hader, Sorensen, Edelson, Bliss-Holtz 1999). In this approach, experts meet around a 

table and brainstorm, discuss and debate the merits of particular aspects of practice. 
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As with the first stage of the ANRAC Competencies development (ANRAC 1988), the 

final list is a summary that reflects a series of compromises and negotiations; some 

aspects of practice do not get included on the list – they are not counted.  

 

The survey method has been used by Johnson and colleagues (2001) to develop an 

instrument to measure level of skill for nurses. To develop this instrument, a survey 

sample of registered nurses drawn from the New South Wales Nurses Registration 

Board database was used. The responses from 4442 nurses (38% response rate) were 

collated and analysed by the research team of clinical and management nurses to 

produce the final list of 105 skills in 13 domains. In another example, Mason and 

colleagues (2005) used the survey method for developing competency assessment 

instruments to develop an Objective Standardised Clinical Evaluation (OSCE) for 

Emergency Nurse Practitioners. In both of these cases, the findings of the surveys are 

interpreted and judged by a panel of nurses. Again, one can imagine the debates and 

negotiations that occurred around the meeting table about which skills should be 

included and which excluded in the final list.  

 

O’Connor and colleagues (1999) used the Delphi method to develop an instrument to 

measure competency based performance indicators for newly qualified nurses. In this 

method, respondents were identified as expert nurses; they were clinical leaders in 

their respective fields. The respondents were asked to react to previously prepared 

material, in this case an initial list of ten key characteristics developed by the project 

team. The revised list was then circulated firstly to senior nurses in management and 

then to newly qualified nurses for their responses. The project team collated and 

analysed responses to develop the final list for validation. In analysing the responses 
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from the different sample groups, the research team negotiated between themselves 

which characteristics were included and which were excluded. Again, there would 

have been debate and discussion to achieve consensus among the research team as the 

list of characteristics was finalised.  

 

A method used by dieticians, the functional analysis method (Ash & Philips 2000), is 

also interesting. In this method, a group of clinical experts develop the competencies 

by considering the activities or functions that dieticians perform. The list of 

competencies is then validated through 25 critical incident interviews with newly 

qualified dieticians. Concurrently, the list is shared and discussed in workshops with 

stakeholders including dieticians, academics, union representatives, and regulatory 

authorities. Again, in this method, the data is collated and analysed by the project 

team. The final list would again be a series of negotiations to develop the original list, 

at the different stakeholder meetings, and during the negotiation of the list derived 

from the two data sets.  

 

What remains in the lists that constitute assessment technologies and what gets left 

out of the list are informed by individual and group values. These instruments are 

created by groups of nurses, each with valid vested interests in how the instrument 

can be used to help them to do their work. Rather than simply a technical decision, 

these decisions have a moral component. In each case, the final instruments represent 

a series of negotiations, with winners and losers. Rather than technical instruments to 

measure competence as a real and tangible thing, these competence assessment 

technologies have a moral and social component. They are open to negotiations and 

argument, where moral positions are asserted and there are winners and losers.   
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More recently, two new approaches to competencies development have emerged. In 

these models, the numbers of places for negotiation are increased to accommodate 

multiple views and values. The first is the mixed methodology, involving a series of 

up to ten stages, used by Meretoja and colleagues (2004). During the development of 

the instrument, a wide number of different nurses were consulted at each stage. 

However, during the data collection process, the research team met regularly. At these 

meetings the team would have debated and negotiated which competencies were 

included and which were excluded from the list at each stage of the project. The 

research team, and their individual and group values, would decide the final 

instrument.  

 

A second approach emerging in the recent literature is the development of 

competencies by those nurses to whom the measure will apply, facilitated by an 

experienced facilitator. In an example of this approach, practice development and 

action research are brought together to develop competencies for Admiral nurses. 

Admiral nurses work with carers of those diagnosed with dementia, living in the 

community (Dewing & Traynor 2005). The advocates of this method claim much 

promise as, unlike other methods, those clinicians whose practice is being assessed 

are involved in decisions about what is included or excluded in the final list. This is a 

significant shift from earlier methods, where a group relatively distant from the 

practices of the nurses themselves judge what constitutes the final list.  

 

In each of these approaches to the development of a competence assessment 

instrument, there was a team of professionals working together to make decisions 
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about what gets into the final instrument what is left out. In most cases, nurses far 

removed from the practice settings participate in these negotiations and decisions. 

They are often clinical experts, many in management, education or research roles. 

This is a top-down approach to instrument development, whereby the interests of 

managers, regulators, educators and researchers are promoted over those of the 

clinicians for whom the instrument will be used. The one exception was the 

development of competencies for Admiral nurses, whereby the Admiral nurses 

themselves were at the table, negotiating the inclusions and exclusions of the final 

assessment instrument, with the facilitation of an expert nurse. To date, who is around 

the table, and what their values and vested interests in the outcome might be, has been 

assumed. It has not been addressed. I argue that this is an important area for 

investigation.  

 

In each case of instrument development, people come to the table with their own 

beliefs, values and understandings about how the world is and should be. Their 

political and social interests would be revealed in the conversations and debates 

around the meeting table. In the literature, I noted that the researchers described the 

various processes through which the assessment technologies were built, so that other 

researchers could judge them. The language used reveals a sense of egalitarianism 

that is not supported with evidence. For example, the term ‘consensus’ is used where 

‘compromise’ may well have existed. The processes are simply described as a series 

of steps, glossing over the debates, compromises and negotiations that would have 

occurred. This important negotiation work is taken-for-granted; it is invisible in the 

final reports.  
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In my review of the literature, the ways that assessment technologies were built were 

not critically analysed for possible political and social as well as scientific influences. 

I argue that the social and political influences at work in the development of 

competency assessment technologies may contribute to an understanding of what has 

come to count as competence and how competence has become a taken-for-granted 

concept across the many social worlds of nursing. 

 

2.2.3 Limitations of current approaches to competency assessment 

In the nursing literature, competence is consistently conceptualised as if it is an 

object, and as such it is assumed to be measurable using scientifically developed and 

validated instruments. But there was confusion in the use of the term ‘competence’ 

and this confusion is attributed to the different definitions of competence (McAllister 

1998) and lack of clear language around competence (Ashworth, Gerrish, Hargreaves 

& McManus 1999).  

 

The assessment of competence using assessment technologies or instruments reflects 

a paradox that confronts nursing, the increasing demand for nurses to possess 

technical competence as well as caring qualities (Mcilfatrick 2004). How a single 

instrument can address both continues to challenge researchers (Cowan et al 2005). It 

seems that the proliferation of a multitude of assessment technologies, and the 

associated expenses with developing and administering these technologies, leads to a 

desire for a single, simple to use, technology. The logical conclusion is that once 

competence can be clearly defined, a single ‘best’ instrument can be developed to 

measure it.  
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Again, this conclusion is drawn from what is known as the ‘modern’ paradigm view, 

grounded in the assumptions of science and logico-positivism (Cribb 2001; Cody 

1995). In the modern paradigm, competence is real and can eventually be fully 

described through continued research with objective and scientific instruments. The 

work of developing scientific assessment technologies is time-consuming and 

expensive, as are the practices of competency assessment once the instrument has 

been finalised. 

 

But when the processes of instrument development are analysed, the final instruments 

are not simple measurements; they are representations of discussions, debates, 

arguments and compromises. The development of competency assessment 

technologies is informed by the beliefs and values of those nurses who sit around a 

table. What is important to the group will get ‘in’ and what is not important will be 

left ‘out’. These decisions are social; they have moral and political relevance. I argue 

that the version of competence as real is flawed; competence does not occupy space 

nor does it have Euclidian dimensions. Competence is not a physical concept; it is not 

a solid or a wave. Competence is an abstract concept and therefore it should be 

investigated with a new social science lens. 

 

This thesis differs from the work reported in the nursing literature to date; the work 

focused on discovering the ‘right’ tool to capture the pre-existing reality of 

competence. My aim is to show how definitions of competence and the tools and 

practices of assessing competency are co-emergent phenomena. This thesis 

investigates the fabrication or manufacture of competence and related competency 

assessment technologies. Rather than assuming the existence of a ‘settled’ 
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competence that merely has to be assessed, I took as my research task the exploration 

of how what comes to count as competence is settled.  

 

In order to explore how what has come to count as competence in nursing is settled, I 

reviewed sociological studies of other health technologies. Like competency 

assessment technologies, examples of other health technologies illustrate that what 

appears on the surface to be unproblematic is quite contentious. In the following 

section, I argue that constructivist social science research approaches may address 

how competence came to be ubiquitous. 

 

2.3 SOCIOLOGICAL APPROACHES TO HEALTH CONCEPTS 

I have argued that competence is not a real and tangible thing. It is not a naturally and 

pre-existing phenomenon waiting to be assessed and measured. Rather, it is a socially 

constructed phenomenon. In order to better understand competence as socially 

constructed, in this section I review the ways that social science theorists explore 

other concepts and systems in the health literature. In this section, I provide an 

overview of symbolic interactionism as a framework for investigating health matters, 

and specifically those research frameworks informed by science, technology and 

society (STS) theories. I aim to set the scene for an alternative, social science 

investigation of competence and competency assessment in nursing.  

 

2.3.1 Symbolic interactionism 

Symbolic interactionism emerged during the 1920s in the University of Chicago as an 

alternative to structural functionalism (Bessant & Watts 2002). The ontological basis 

is that social reality is not an objective or external fact, in the way that the natural 
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world can be regarded. Rather, people give meaning to objects and events and agree 

about the meanings of these things. Unlike pre-existing physical realities, social 

realities are assumed to be the consequence of people’s interactions, agreements and 

interpretive rules. Symbolic techniques, usually grounded in language, assist in 

communication and interactions. In this theoretical approach, social encounters 

involve and require constant interpretation, which helps people to determine what is 

happening around them (Bessant & Watts 2002).  

 

STS theories, drawn from the school of symbolic interactionism, are being 

increasingly used to expand our understanding of complex issues in health care.  

“STS is the study of science and technology in a social context” (Law 2004, p.12). 

STS studies over a period of thirty years have led to a “series of strong and counter-

intuitive claims about the character of science” (Law 2004, p.13). A review of 

selected STS studies in the health field illustrates the ways that sociological study can 

inform understanding of health issues such as the politics of technology in the health 

context (Clarke & Montini 1993), scientific advancement of complex health concepts 

such as gene technology (Fujimura 1996) and the different physical presentations of 

the theoretical concept of atherosclerosis (Mol 2002). These theorists’ contributions to 

understanding health and science concepts provide a fresh research agenda for nursing 

competence.  

 

2.3.2 The politics of three small pills 

Scientific technology can be used to achieve social and political ends in health care. 

To illustrate the politics of technologies, I present the case study of one scientific 

technology, the oral abortifacient drug RU486 (Clarke & Montini 1993). This drug 
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appears to be a simple, scientific technology produced by a large international 

pharmaceutical company, in the form of three 200mg pills of mifepristone, a synthetic 

anti-progesterone believed to block the progesterone receptors in the uterine lining.  

 

However, Clarke and Montini (1993), show that the anti-abortion drug RU486 

emerged from the interests of multiple groups. Groups such as reproductive and other 

scientists; family planning, population control, and abortion provider organizations; 

pharmaceutical companies, medical groups, anti-abortion groups, pro-choice groups, 

women’s health movements organizations, politicians, and women users and 

consumers of RU486 were participants in the development and use of this technology.  

 

Using methods drawn from symbolic interactionism, Clarke and Montini (1993) 

revealed the various ways that different groups use RU486. It was varyingly 

constructed as over 17 different things ranging from a weapon with which to fight the 

Food and Drug Administration (FDA), a political strategy to become the governor of 

California, a means of mobilising women to fight for birth control, a means of ‘doing 

science’ for clinicians, and a means of intentionally inducing a miscarriage. From this 

research, it was evident that an apparently simple technology, the drug RU486, 

carried social and political, as well as clinical action, and as such there were multiple 

constructions of what initially appeared to be a simple scientific technology.  

 

Like these three pills, the ANCI Competency Standards is a scientific technology, 

arising from research in health contexts. Although not a multinational pharmaceutical 

company, a nationally recognised body in the business of nursing regulation did 

produce the ANCI Competency Standards. Like RU486, the ANCI Competency 
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Standards has many stakeholders with an interest in how, when and for what purpose 

the technology is used. This approach to the ANCI Competency Standards would 

provide insight into the political and social actions of this seemingly benign 

technology. 

 

2.3.3 Gene technology in cancer research 

Like the concept of competence, the gene is a well accepted, even taken-for-granted, 

concept in the 21st century. The discovery of the gene, and new scientific 

understandings of the disease cancer are considered some of the greatest scientific 

outcomes of the 20th century. But rather than the discovery of the gene, as a real and 

tangible concept, Fujimura (1996) shows how the concept of gene was implicitly 

dependent upon the laboratory technology that was available for research; she shows 

how what happened in laboratories across the United States of America and the 

developed world produced the concept of ‘gene’.  

 

To do this, Fujimura (1996) undertook sociological research into scientific change 

and continuity in the activities of different people and organisations that were 

collectively involved in creating and stabilising scientific representations. In this 

work, her case study is proto-oncogene theory and standardised laboratory 

technologies used in scientific research related to genes. Fujimura (1996) assumes 

that actors, such as scientists, administrators, cancer doctors, and the National Cancer 

Institute attempt to interest others in their concerns, objectives and ways of doing 

things. “For this to happen, social worlds or communities develop shared languages, 

ways of communicating with each other” (Fujimura 1996, p.12). She further assumes 

that established truth in a particular situation is a resolution of negotiations or 
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conflicts among several or many different perspectives and that this ‘truth’ can 

sometimes take the form of a hierarchy, with a clear winner. Truth can also present in 

the form of compromise or pastiches. Sometimes, there is no resolution, with different 

approaches co-existing with different amounts and sets of resources.  

 

In a genealogy of the ‘gene’ from 1920 to 1978, Fujimura shows how the gene 

emerges from an unknown ‘factor’ that is pursued by the scientific community; it is 

the ‘holy grail’ of scientific cancer research. Over this period of time, she notes that 

the search for this factor takes different forms in conjunction with the skills and tools 

developed by scientists. From this data, Fujimura concludes that: 

…what we come to know as ‘nature’ is accomplished through 
historical processes that are not to be taken for granted as the only 
ways in which nature could be produced. However, once nature is 
produced in particular forms, these are then assumed to be the only 
forms in which nature could exist (Fujimura 1996, p.66-67). 

 

Fujimura (1996) shows how, over time, researcher rhetoric about the potential of new 

technologies in terms of solutions and new applications was used to enrol allies 

among other researchers and funding bodies. To advance their work, scientists had to 

develop tools to gather data about DNA. The development of tools and techniques are 

marketable research commodities. In standardising a particular tool, Fujimura (1996) 

identifies quests by scientists for positions, research funds, laboratories and students. 

Standard tools are identified as relatively stable ways of acting that translate the 

messy work of biology into codes that can be understood in other laboratories and 

domains. Standard tools reduce the parameters by which ‘nature’ is described and so 

reduce uncertainties of action at the lab bench. Manuals provide carefully worked out 

protocols for cloning so that the work can be extended beyond a small group of 

leading edge laboratories. The rise of computers in the management of accumulated 
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information accelerated the work and was an important resource in DNA research, 

through distributed coordination of scientific work. The standardised tools that win 

are those that secure the commitments of manufacturers and suppliers. Through this 

analysis, Fujimura (1996) demonstrates that power and authority are not in the hands 

of a few scientists but are distributed among different actors, objects and social 

worlds. 

 

Fujimura (1996) concludes that while standardisation has hegemonic effects, the 

uniformity of these effects on all parties is questionable. The standardised tools 

developed to research DNA have circumscribed the ‘job’ for the ‘tools’; biology now 

looks for genes to define phenotype. Many scientists used these tools and methods to 

structure theory; theory is therefore a collective work. Proto-oncogene researchers 

created working relationships with researchers in other fields, constructing 

equivalencies between previously non-equivalent units of analysis such as between 

genes controlling cancer and genes controlling normal growth and development. Why 

oncogene research succeeded when other tracks of cancer research failed is attributed 

to the power and authority of what Fujimura (1996) calls the ‘theory-methods 

package’.  

 

As the researchers used standardised tools in a range of laboratories over different 

times, theory was crafted and recrafted. Proto-oncogene theory alone cannot account 

for the growth in oncogene research, and the technologies cannot explain the 

oncogene revolution. Instead, the commitments by researchers and the American 

National Cancer Institute, combined with timing and a lot of hard work, produced a 

bandwagon of new commitments. The development and maintenance of research 
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work and the package of laboratory conventions associated with it, gave form to a 

modified each other over time. The package of theory-method, the combination of 

abstract proto-oncogene theory and the specific standard technologies, generated 

doable problems and Fujimura (1996) argues that the theory-method package 

accounted for the phenomenal growth of proto-oncogene research.  

 

Fujimura (1996) takes her research to the biology laboratory where she observes 

scientists at work. She focuses on practices and work, rather than discussing the 

persons and personal decisions of the people. She attributes this decision to the 

reduced visibility of practices and work when personalities take centre stage. 

Fujimura (1996) observed scientists taking actions to work around the contingencies 

and roadblocks, and take advantage of opportunities. She concludes that rather than 

being cognitive structures constituted of logical next steps, scientific problems are a 

complex set of local and global conditions that are negotiated with each next step. 

Scientific research as a linear progression trajectory from problem design to final 

output is only in post-hoc renderings.  

 

Fujimura’s (1996) study of what actually happens in the laboratory revealed the ways 

that the practices of science, or the method, crafted and re-crafted the theory of 

science. Given the close relationship between assessment technologies and 

operational definitions of competence, this social science research approach may 

provide new insights into how competency assessment practices and technologies are 

related to the theory of competence. 
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2.3.4 A study of atherosclerosis 

A final example of social science research approaches in health care is a study of the 

disease called atherosclerosis. Like competence, atherosclerosis is a well-defined 

concept, described in medical, nursing and other textbooks and in hundreds of 

published research articles. But when studied using an ethnographic approach, 

atherosclerosis changes; rather than one atherosclerosis, Mol (2002) shows the 

audience how atherosclerosis is defined differently when it is represented in different 

parts of the hospital.  

 

Mol (2002) looks at the day-to-day diagnosis and treatment of atherosclerosis across a 

range of localities within the hospital. In each locality, a slightly different 

atherosclerosis is being discussed, measured, observed, or cut up. In the doctor’s 

office, atherosclerosis is a patient stating the she feels pain when she walks, whereas 

in the medical laboratory, atherosclerosis is a slice of artery, set onto a glass slide with 

reagent and observed under a microscope. In the clinic, atherosclerosis is no sounds 

on the Doppler examination. Atherosclerosis is multiple. The disease is made to 

cohere through a range of tactics, including correlational studies that make comparing 

different atherosclerosis possible, transportation of forms and files, making images, 

holding case conferences, and conducting doctor-patient conversations.  

 

To do this research, Mol chooses to refrain from understanding objects as the central 

focus of different perspectives and to understand them as things manipulated in 

practice, foregrounding the practices in which objects are handled. Her research is 

guided by the question of how objects are handled in practice. When the objects are 

not handled the same way from one site to another, she shows how these complex 
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relations between objects are done. To do this, Mol steers clear of the ‘meaning’ of 

atherosclerosis arguing that when the realm of meaning is entered, the body’s physical 

reality is left out and the enactment of atherosclerosis is hidden.   

 

The differences in atherosclerosis are potential conflicts that are managed through the 

distribution of atherosclerosis. It is the patient’s itinerary, the passage through 

diagnosis and treatment from one site to another, where atherosclerosis is enacted 

differently. Rather than fragmentation, there is a flow that enacts atherosclerosis, held 

together through forms, appointments, and case notes so that the patient moves from 

one site to another.  

 

Atherosclerosis is also distributed across patients, with different invasive treatments 

of atherosclerosis accepted, with no single one proclaimed to be the best. These 

techniques co-exist. For example, the medical intervention called percutaneous 

transluminal angioplasty (PTA) is judged as good in the context of a specific patient 

rather than in general. This is noted by Mol (2002) in the type of question asked by 

doctors. Rather than the question, “Is PTA good in general?” the mundane daily 

question is asked, “Is PTA good for this specific patient?” In another example, 

distribution is over conditions of possibility.  Mol (2002) shows that surgical 

treatments can scrape away, push aside or circumvent atherosclerosis as vessel 

encroachment. But if a safe drug was available that intervenes in the blood clotting 

mechanism, the conditions of possibility would alter. If there was such a drug, the 

object atherosclerosis may have completely altered.  
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Mol (2002) calls the term ‘atherosclerosis’ a coordinating term used by scientists and 

doctors to talk to one another. The informants in Mol’s (2002) study used words such 

as claudication, stenosis, vascular disease, plaque formation, macrovascular 

complication, in their localities but used atherosclerosis when they meet with each 

other. This prevents distribution from becoming a pluralising of the disease into 

separate and unrelated objects.  

 

Mol’s (2002) research shifts atherosclerosis from a diagnosis to a coordination term to 

permit people from different disciplines such as science and medicine to talk to one 

another. This research resonates with the emerging definitions of competence in the 

nursing literature. It may be that rather than a single object, viewed from multiple 

perspectives, competence is a coordinating term, bringing together the multiple and 

different practices of competency assessment used in classrooms, nursing 

laboratories, hospital wards, nursing homes, community health clinics, and people’s 

homes. This type of research could provide new insights into the theory of 

competence and the practice of competency assessment.  

 

2.3.5 STS as a framework for studying competence and competency assessment 

Like other concepts and technologies in health, scientific research and development in 

the area of competence and competence assessment technologies may be influenced 

by, and influence, society and social practices. A research study framed by theories 

from the discipline of science, technology and society (STS) may provide insight into 

the ways that competence and competency assessment both shape and are shaped by 

the social and political agendas of various social worlds. Such insight may shift the 

focus from getting the ‘right’ or ‘best’ assessment technology to deeper understanding 
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of how assessment technology is used to achieve social and political agendas related 

to nursing and nursing work. 

 

2.4 RESEARCH INTO COMPETENCE AND COMPETENCY ASSESSMENT 

In this section I brought together my reviews of the nursing literature in the area of 

competence and the sociology literature in the area of health technologies and 

theoretical development. Through this review, the need for further research into 

competence and competency assessment using sociological methodologies is 

established.  

 

In the nursing literature, competence is promoted as a ‘key’ to solve workforce related 

problems in the administration of nursing services, regulation and education of nurses 

and research into nursing educational approaches. Competence has also been 

promoted as a way of advancing the professional nature of nursing practice and 

preventing erosion of the registered nurse role. In order to advance these social and 

political interests, competency assessment technologies have been developed to assess 

competence. Their creators present these technologies as scientifically derived 

instruments with demonstrated validity and reliability. But the social science theories 

from the school of symbolic interactionism suggest that science is infused with social 

and political influence. In order to reveal possible social and political interests 

involved in the science of instrument development, social science research methods 

can be employed. An analysis of the development and subsequent circulation of the 

ANCI Competency Standards is now needed to increase the awareness of users of this 

and other assessment technologies to the social and political aspects of their work.  
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Current assessment technologies for competence imply that competence is pre-

determined, natural and real; it has a form that can be assessed once the ‘right’ tool is 

found. In my review of the literature, I found that the debate about the usefulness of 

competence as an organising framework for nursing has been replaced by a race to 

develop the ‘right’ technology to measure competence. The focus on the definition of 

competence and the development of the ‘right’ assessment technology ignores the 

realities of the practice of assessment. What actually happens during competency 

assessment is not addressed in the nursing literature. Who is present, what instruments 

are used, how the instruments are used, how the decision of competent or not 

competent is made and shared with the individual being assessed is not established in 

the literature to date.  

 

In the review of the nursing literature, how the final lists of competencies are 

negotiated remains hidden in the published assessment instruments. The social and 

political, as well as scientific influences that were debated, discussed and negotiated 

by groups of nurses around meeting tables are embedded in the final version of 

assessment technologies. How these competency standards came to be so rapidly 

adopted by the Australian nursing community, with so many nurses jumping on the 

‘competence bandwagon’ now needs to be asked.  

 

Further, following Clarke and Montini (1993), Fujimura (1996) and Mol (2002), how 

competence-competency assessment is shaped by focusing on the practice of 

competency assessment in the places that the practices are done demands addressing. 

Approaching competence-competency assessment as a theory-methods package may 

provide new insights into competence. Such work has implications for the resource 
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intensive work related to the design and use of competency assessment technologies, 

with a possible outcome of more efficient use of resources for the assessment of 

competence.  

 

Rather than examine competence in the positivist paradigm that is so dominant in the 

health industry, examination of competence requires in-depth analysis with a post-

modern lens.  In the face of a lack of clear definition of competence, there is a 

growing industry developing around competency assessment instruments founded on 

the assumption that competence has a stable form that is real and measurable.  The 

generation of these assessment instruments is big business, with continued 

disagreement about what the ‘best’ assessment technology should look like. Further, 

the costs of actually assessing nurse performance with these instruments is time 

consuming and is hidden in the spiralling expenses of contemporary health care.  

 

Rather than focus on definitions of competence and the instruments to measure 

competence, I choose to focus on how competence is settled: who is involved, what 

they do and say, what is used to settle competence, and where competence is done.  In 

order to do this, I have adopted a research approach drawn from the symbolic 

interactionist paradigm, with a research framework drawn from theories in the 

discipline of science, technology and society (STS).  My approach to this study of 

competence is described in the following chapter.  
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Chapter Three 

Research methods 

 

As demonstrated in the last chapter, it is timely to (re)consider competence in nursing 

through a social science lens. The positivist science lens that currently dominates the 

nursing literature works to reduce the complexities of technological development and 

application into one smooth narrative of science, with a focus on validity and 

reliability. The assumption that competence is real and predetermined, and therefore 

measurable, is not contested in the literature on instrument development. The 

meetings of clinical experts, researchers, and managers who work in groups to 

develop measurement instruments are removed from the day-to-day practice of 

nursing work. The discussions, debates, negotiations and sometimes compromises 

that are necessary to arrive at a final list of competencies are hidden in two ways: by 

the term ‘consensus’, used by researchers in their publications on instrument 

development, and in the final competence instrument that represents a single smooth 

discourse of competence. How these final instruments are used, by whom, where, 

when and with what outcome is not addressed in the literature published to date. This 

is the area of interest to address the aim of this thesis: to explore how what has come 

to count as competence is settled.  

 

In this chapter, I discuss the research methods used to conduct the study. A qualitative 

approach was adopted for the study, where the researcher studies “things in their 

natural settings, attempting to make sense of, or to interpret phenomena in terms of 

the meanings people bring to them” (Denzin & Lincoln 2000a, p.3). I have treated 

competence in nursing in Australia in the period 1986 to 2005 as a case study for this 
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research. The case study approach aims to achieve an in-depth understanding of the 

complexities of the social worlds in which, and through which, competence has been 

stabilised and is sustained as both a measurable object and a measure of the 

professionalism of nursing.  

 
Three integrated and generic activities define such a qualitative research process: (1) 

the situated researcher with her own specific history and ways of seeing the world 

with (2) a set of ideas, a framework that specifies a set of questions that she then (3) 

examines in specific ways (Denzin & Lincoln 2000a). This chapter begins with the 

specific research strategies and methods used. It then outlines the research framework, 

identifying the major paradigms and interpretive perspectives applied in the design of 

the study. Finally, I describe my own positioning as researcher and reflect on my 

location within the research as a multi-layered and situated actor. 

 

3.1 RESEARCH STRATEGIES 

Through this research, I was interested in the negotiations that occurred to create and 

sustain competence as a way of representing nurses. I aimed to explore how what has 

come to count as competence is settled.  Three sub-questions were developed to 

address the aim: 

1. How did the ANRAC Competencies for the Registered Nurse (1990) come to take 

the specific form that they did? 

2. How did the ANCI Competency Standards (1994) become embedded across the 

many social worlds of nursing and remain robust? 

3. How are the ANCI Competency Standards 3e (2000) enacted at the local level of 

everyday nursing practice, particularly for the newly qualified nurse? 
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In order to get a rich, complex and multi-perspectival description of the case study of 

competence, multiple data sources were crucial. The use of multiple data sources is 

known as data triangulation (Kermode & Roberts 2006). Triangulation is an 

alternative to validation – it adds rigour, breadth, complexity, richness and depth to 

any inquiry (Denzin & Lincoln 2000b). Triangulation can enhance interpretation of 

the information and provide a more comprehensive and enriched understanding of the 

phenomenon under investigation. Whilst methodological triangulation may also 

produce inconsistencies or conflicting findings, divergent results were valued in this 

study as they can lead to increasingly complex and contextualised explanations that 

expand our understanding of the phenomenon under investigation.  

 

To develop an in-depth case study of competence, I purposively collected data from 

different times (historical literature), from different sources (minutes of meetings and 

interviews with participants in meetings), from different places (three health services), 

and from a variety of people. In regard to the people, I collected data from different 

nurses who assess competence (e.g. Clinical Development Nurses and RN 

preceptors), and in different ways, using individual and group interviews. I also 

interviewed senior nurses who participated in the development and dissemination of 

the competency standards. A range of empirical materials were collected and analysed 

for the study. Each of the sources of material was selected to make aspects of 

competence and competency assessment visible, and therefore open for investigation. 

How each source informed the study is outlined following Table 3.  
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Table 3. Research strategies 
 

Question 1. How did the ANRAC Competencies 
for the Registered Nurse (1990) come to 
take the specific form that they did? 

2. How did the ANCI Competency 
Standards become embedded across 
the many social worlds of nursing 
and remain robust? 

3. How are the ANCI Competency Standards 
enacted at the local level of everyday nursing 
practice, particularly for the newly qualified 
nurse? 

Data 
collected 

Samples of Australian nursing literature 
from 1900 to 1980 
Nursing literature 1975-1990 
Government publications 1975-1990 
Minutes of ANRAC meetings 1968-
1990 
Minutes of ANRAC Competencies 
Steering Committee meetings 1988-
1990 
ANRAC Competency Standards for the 
Beginning Registered Nurse 1988  
ANRAC Competency Standards for the 
Beginning Registered Nurse 1990  
Senior Nurse Interviews (n=5) 
 

Literature review 1990-2000 
Government publications 1990-2000 
Minutes ANRAC 1990-1992 
Minutes of ANCI 1990-2000 
Minutes of ANRAC Competencies 
Steering Committee meetings 1990-
1992 
Minutes of ANCI Competencies 
Committee meetings 1992-1994 
Senior Nurse Interviews (n=5) 
ANCI Competency Standards for the 
Registered Nurse, Editions 1, 2, 3. 
 

Field work consisting of: 
• 70 hours observation of assessment of 

newly graduated nurses (n=7); 
• Group interviews with assessors 

known as Clinical Development 
Nurses (n=18 in 5 groups); 

• Two follow-up group interviews with 
Clinical Development Nurses (n=2, 
n=2); 

• Two validation seminars (n=18, n=4); 
• Individual interviews with RN 

preceptors for final semester 
undergraduate nursing students 
(assessors) (n=7); 

• Collection of assessment instruments 
used in three field sites. 

Literature review 2000-2005 
 

 



Historical documents. Historical documents collected in this study included federal 

publications such as the National Office of Overseas Skills Recognition (NOOSR) 

series of papers related to competence and textbooks on nursing practice such as 

Nightingale’s Notes on Nursing (1859) and Driot’s Behind the Screens (1925). A full 

list of documents can be found in Appendix 2.  

 

 A convenience sample of materials available from the University of Canberra and the 

Australian National Library were collected. I read issues of the Australasian Nurses 

Journal for 1905 and 1906, searched for nursing texts published in the 1920s and 

1950s, and drew upon nursing literature that I was familiar with from my personal 

professional experience. I actively sought copies of reports and instruments related to 

competence or skill produced within Australia up to the 1986 Australian Nurse 

Regulatory Authorities Conference (ANRAC 1986), and borrowed from other 

collections through the University’s inter-library loans program. 

 

Australian and international nursing journal articles were also sampled from the 

period 1975 to 1990. This period was selected because it was a time when nursing 

leaders were debating the transfer of nursing education out of the hospitals, and 

interest in measuring the skills of nurses was being researched. Search terms on the 

Cumulated Index of Nursing and Allied Health Literature (CINAHL) database 

included ‘competence’, ‘skill’, ‘procedures’, and ‘performance’; articles and 

textbooks that focused on how to measure these dimensions were selected for review.  

 

The purpose of this review of historical documents was to make ‘competence’ 

strange. In my review, I noted the words and phrases expressed in the documents and 
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the ‘silences’ – what was not made explicit. These notes were then treated as data. By 

reviewing the nursing literature in the periods before competence became a taken-for-

granted concept, I could make the taken-for-granted nature of competence visible and 

treat it as a phenomenon for investigation. I was also able to establish the social and 

political context for nursing in the periods leading up to the widespread adoption of 

competence as an organising framework. This data informed Chapters Four and Five. 

 

Meeting minutes. Minutes of the meetings of the Australasian Nurse Regulatory 

Associations Conferences (ANRAC) from 1963 to 1992 and the Australian Nursing 

Council Inc. from 1992 to 2000 were reviewed. The review of minutes was up to and 

included those in the year 2000 as that was the date of publication of the ANCI 

Competency Standards 3e, in use at the time of my field research. Information from 

the meetings that was relevant to nursing competence, including education, practice 

experience, and other regulatory aspects was recorded in notes in a word program. 

This data informed Chapters Four and Five.   

 

Competency Standards. Two editions of the ANRAC Competency Standards for the 

Beginning Registered Nurse and three editions of the ANCI Competency Standards 

for the Registered Nurse, published during the period from 1988 to 2000 (Refer to 

Table 4) were reviewed. Changes within the documents were tracked and compared 

with meeting minutes and literature of the time. Tables of the changes were made and 

were treated as empirical data to inform later analysis. 

 

Another set of competency standards, developed through a commissioned research 

project (1994), was not adopted by the ANCI. Despite searching for a copy in the 

 
64



ANCI archives, a copy of this document could not be obtained. Although there was 

no copy of this set of standards in the documents reviewed, the discussion of the 

document (and implications for Australian nursing if published) in the ANCI minutes 

were reviewed.  The table of changes from the 1994 to the 1998 versions of the ANCI 

Competency Standards for the Registered Nurse is found in Appendix 3. This 

information contributed to the analysis of discourses around competency standards in 

Chapters Four and Five.  

Table 4: Publications of the competency standards for Registered Nurses 1988 to 
2000 

Year  Title 

1988 ANRAC (Draft) Competency Standards for the Beginning Registered 
Nurse 

1990 ANRAC Competencies for the Beginning Registered Nurse 

1994 ANCI Competency Standards for the Registered Nurse  

1998 ANCI Competency Standards for the Registered Nurse 2e 

2000 ANCI National Competency Standards for the Registered Nurse 3e 

 

Senior Nurse Interviews. To further establish the context during 1985 to 2000, 

aware that not everything would be in the published literature, I interviewed four 

senior nurse leaders who participated in the development of the first ANRAC 

Competency Standards (1985 to 1990), and two who participated in the subsequent 

editions of the competencies from 1990 to 2000 (one senior nurse interview informed 

both periods of the study). These senior nurses were identified from the minutes of the 

meetings and six who were still working in nursing were approached. Of these, five 

agreed to participate. 
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I had a collegial relationship based on working together in the past with four of the 

informants. With this in mind, the interviews were conducted in semi-formal 

environments, conducive to open conversation or by telephone. Questions to guide 

these interviews are found in Appendix 4. Handwritten notes were taken during the 

interviews. Each respondent subsequently validated the transcribed interview notes.  

 

Registered Nurse (RN) Preceptor Interviews. In this study, my focus was on how 

the ANCI Competency Standards 3e (2000) were used in the assessment of newly 

qualified nurses. In my work as a nurse academic, I was interested in the assessment 

practices of RN preceptors who assess undergraduate nursing students - the final 

assessment that qualifies the students to graduate and register as a nurse – as well as 

assessing newly qualified nurses on clinical procedures. Seven registered nurses 

volunteered to participate in the study. This data informed Chapters Six and Seven. 

Questions to guide these interviews are found in Appendix 4. Each interview lasted 

between 20 and 50 minutes. The interviews were audio-recorded using micro-tape 

technology and later transcribed by a professional service.  

 

Group interviews with Clinical Development Nurses. The nurses responsible for 

the assessment of competence in newly qualified nurses are known, in the health 

agencies used in this study, as Clinical Development Nurses (CDNs). As this group 

were routinely assessing and making judgements about newly qualified nurse 

competence, I was interested in how these nurses understood competence and 

competency assessment in their daily practice. This data informed Chapters Six, 

Seven and Eight. Five group interviews were conducted with 18 Clinical 

Development Nurses in March and June 2005. The group interview allows for a 
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multitude of perceptions on a defined area of interest (Jamieson & Williams 2003). 

Another two follow-up interviews (August and December 2005) were held to clarify 

and expand on ideas from earlier interviews. Questions to guide these interviews are 

found in Appendix 4. Each interview lasted between 40 and 60 minutes. The 

interviews were audio-recorded using micro-tape technology and later transcribed by 

a professional service.  

 

Observation. To fully investigate my thesis, how what comes to count as competence 

is settled, I needed to observe the practice of assessment in the clinical setting. The 

Clinical Development Nurses who participated in the focus groups, also gave 

permission for me to observe them working with newly qualified nurses. I recruited 

newly qualified nurses by speaking to them at a regular meeting held as part of the 

Transition to Practice Program. Observations totaling approximately 70 hours of 

competency-based assessment in the clinical workplace were undertaken. Most 

observation time was with the Clinical Development Nurse (n=3) assessment of a 

newly qualified nurse (n=7). Other observations, included as empirical materials, 

were: 

• A briefing of newly qualified nurses, regarding upcoming competency 
assessment; 

• An orientation program for nurses new to one health facility; 

• A manual handling workshop for registered and enrolled nurses conducted by 
a physiotherapist; and 

• The examination of drug calculations for a group of registered nurses, as part 
of an annual credentialing program. 

 

Observational techniques consisted of 10 to 15 minute observations followed by 

audio-taped recording of my description of what I observed. Sometimes the period of 
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observation was much longer due to the nature of the observation, recognising that in 

some cases frequent movement of the researcher would disturb the ambience of the 

phenomenon being observed. These observation records were transcribed by a 

professional transcription service. This data informed Chapters Six, Seven and Eight.  

 

Documents. As the focus of this thesis was on the practice of competence assessment, 

those documents that are used to facilitate the assessment of competence in the 

workplace were collected for review. While doing observational work in the field, I 

collected a range of instruments such as guidelines, protocols, information booklets, 

and assessment tools that are used by nurses when assessing newly qualified nurses. I 

read and re-read these, and made notes on each item. The notes were focused on how 

the document was used in the act of assessment, who used the document, where it 

went after the assessment, and what voice or tone was used in the document. What 

was said and not said in the document, particularly in terms of instructions for use, 

was also noted. This data informed Chapters Six, Seven and Eight.  

 

A timeline summarising data collection is found in Table 5.  

Table 5: Timeline for data collection 

Dates Activity 

March to September 2005 Archival data collection 

March & June 2005 Focus group interviews 

August & December 2005 Follow up focus group interviews 

June to December 2005 RN preceptor interviews 

September 2005 to January 2006 Observations of newly qualified nurse 
assessment 

April 2007 Validation seminars at two sites 
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3.1.1 Ethical considerations 

For the fieldwork component of the study, I was conscious of my ethical 

responsibilities. I was acutely aware that I was known to many of the possible 

research participants as I had been teaching nursing in this jurisdiction for fifteen 

years at the time of the study and may have taught many of them, as undergraduate or 

post-graduate students. Although I was no longer in a direct relationship with past 

students, I was aware of these past relationships in developing the study design.   

 

This study was conducted following ethics approval from the University of Canberra 

Human Ethics Committee for the complete study. The Human Ethics Committees for 

each of the health agencies employing RN preceptors, Clinical Development Nurses 

and newly qualified nurses approved the relevant interviews and ethnographic 

component of the study (Chapters 6, 7, and 8). The main areas of ethical concern 

related to informed consent, the right to privacy, and protection from harm (Fontana 

& Frey 2000) in the collection and storage of data.  

 

Beyond the ethical concerns of data collection and storage, there are also ethical 

concerns relating to the interpretation and analysis of fieldwork data. During the 

research journey, I became increasingly aware that as I show how competence is 

manifest, how practices and objects are assembled in particular ways, I am also 

casting the elements that constitute competence in nursing in particular ways. 

Interpretive methodologies, such as those adopted in this thesis, require the researcher 

to pay meticulous attention to the ethical import of the research design and processes.  
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Paying attention to the ethical import of the selected research design, I sought 

feedback from participants and others involved in the practice of competence 

assessment on my early analysis of data. I prepared seven vignettes to provide a 

consummate summary of my observations of the salient aspects of competency 

assessment. The development of vignettes helps the researcher to understand the 

differences between events and to identify contingencies (Browne 2004). The 

vignettes were circulated to three identified experts in clinical competency 

assessment, one from each agency, who had participated in the study. These reviewers 

met with me and provided feedback on the vignettes, confirming that the accounts 

were consistent with their experiences. A sample vignette is found in Appendix 5. 

These vignettes were used to construct the four case studies used in Chapters Six, 

Seven and Eight.  

 

I also held two seminars, one in each of the participating facilities in April 2007. 

Participants from the third, community-based, facility were invited to attend either 

one of the seminars. Nurses who participated in the study and those who are generally 

involved in the assessment of competence were invited. Seminar participants (venue 1 

n=18; venue 2 n=4) were invited to comment on the themes emerging from 

preliminary analysis, on how these resonated with their experiences, and on additional 

themes that they wished to add. The research supervisor took notes during the 

seminars. Through these activities, I was able to share my preliminary findings with 

the community of nurses who participated in this research. In this way, I provided 

them with an opportunity to comment on the findings for my consideration. The notes 

from these sessions were treated as data and used to inform the analysis stage of the 

research. 

 
70



 

Doing qualitative research is an art. Following the release of the findings of this 

thesis, I realise that some people may be empowered by the representational processes 

that recognise and acknowledge their contributions to the production of competence. 

However, conversely, others may metaphorically be forced ‘out of the closet’, having 

intentionally sought silence and possibly the protection of silence in relation to their 

contributions. I have worked hard to protect identities of my informants, but those 

individuals who have published in the nursing literature, and thus taken a public stand 

in the nursing community, are named in this thesis.  

 

Through the research process, I produced another discourse of competence; a 

discourse that legitimates particular social attitudes and practices (Clarke 2005). I am 

aware that some informants may reject the interpretation of this research (Miles & 

Huberman 1994). I am also aware of the risk associated with ‘turning up the volume’ 

on lesser but still present discourses, as well as silent but still present participants. I 

accept that my view is a situated view, from one jurisdiction in one country. However, 

the outcomes from this thesis will show an alternative ontological politic at work in 

the crafting of competence. Through the insight offered by this thesis, other 

possibilities for the production of the nurse in contemporary Australia are revealed. 

 

3.2 THEORETICAL RESEARCH FRAMEWORK 

The focus of this research study is on the ANRAC Competencies and then the ANCI 

Competency Standards. How the ANRAC Competencies came to exist and how they, 

and then the ANCI Competency Standards, become embedded into daily assessment 

practices of nurses provides the case study for the research. As the researcher, I am 
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interested in the changes and continuities in the activities of different people, 

organizations, and practices collectively involved in creating and stabilising 

competence. As a nurse, with experience in the practice of competence as an assessor 

and regulator, I entered the world of nursing (my world) as a researcher. In so doing, I 

adopted a reflexive stance (following Denzin & Lincoln 2000a), constantly analysing 

my own practices, beliefs and values about the phenomenon of interest, alongside 

those of the participants in the study.  

 

This research is undertaken in the philosophy of the post-modern turn. It contrasts 

with modernity, with its emphasises on the knowability of the world from a 

perspective that stands outside the particularities of the knower’s social location, 

hence universality, generalisation, simplification, permanence, stability, wholeness, 

rationality, regularity, homogeneity, and sufficiency. Post-modernity emphasises 

partialities, positionalities, complications, tenuousness, instabilities, irregularities, 

contradictions, heterogeneities, situatedness and fragmentation-complexities (Clarke 

2005). From a post-modern perspective, the researcher seeks to address complex, 

interactive, global situations while at the same time acknowledging the situatedness of 

the knower and the ungraspable nature of that world (Clarke 2005).  

 

This research study is situated in the critical-constructivist ontology. In the 

ontological tradition of critical theory, reality is virtual; it is shaped by social, 

political, cultural, economic, and gender values or arrangements that are crystallised 

over time (Lincoln & Guba 2000). In this paradigm, people both shape and are shaped 

by socio-political as well as cultural arrangements (Clare 2003). It assumes that 
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people are capable of transforming their environment and themselves. It is critical 

because it takes the taken-for-granted and shows that it could have been otherwise.  

 

Critical theory does not present a coherent, unified approach or theoretical perspective 

(Cheek, Shoebridge, Willis, & Zadornoznyj 1996; Clare 2003).  Critical theory 

encompasses multiple theories, each with its own emphasis, interpretation and 

application (Cheek et al 1996). In common, and inspired by the work of Michel 

Foucault amongst others, is “a questioning of the relationship between power and 

knowledge, and how that relationship is evident in practice” (Cheek et al 1996, 

p.162). In this thesis, I am interested in how the relationship between power and 

knowledge is evident in the practices that constitute competence through the 

development of competency assessment technology and the use of that technology in 

the field.  

 

Constructivist ontology assumes that realities can be multiple and are constructed 

locally and specifically (Charmaz 2000). A collective of representations can be 

revealed in the ways that a singular notion is practised in the local context. 

Constructivist ontology is practical in its focus, investigating relationships between 

individuals, collectives, and technologies. This focus of constructivist ontology is 

consistent with the practical nature of the research aim, to describe how what comes 

to count as competence is settled.   

 

In constructivist ontology, there is no starting with big ideas or grand narratives like 

the unfolding of enlightenment, the evolution of capitalism, or of the working out of 

gendered power dynamics. Rather, the assumption that the social researcher knows 
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the central dynamics of society is replaced by mosaics of social worlds, arenas, and 

discourses, some at quite large scales with vast audiences, but never including 

everyone (Clarke 2005). In order to map the shifts and movements between the 

various and complex mosaics, this research adopts the definition of sociology as the 

“tracing of associations” (Latour 2005, p.5). Moreover, in this research the social is 

taken to include connections not only between people and human actions and 

meanings but also between these things and other non-human materials. Social 

researchers often overlook such connections because non-human materials are not 

seen as ‘social’.  

 

Maintaining my commitment to triangulation and constructivist ontology, I have 

selected a group of compatible post-modern theories from the science, technology and 

society (STS) discipline to inform this study. As seen in Chapter Two, these theories 

provide a new lens for examining taken-for-granted scientific knowledge and 

technologies. The foundation on which I have laid this research assumes that 

scientific knowledge and technologies participate in the social world, by being shaped 

by it and simultaneously shaping it (Law 2004). Like Law (2004), I have brought 

together several theories from the STS discipline to frame this case study of 

competence. This research study is informed by the theories of American researchers 

working after the post-modern turn with constructivist approaches to science and 

technology, such as Star and Bowker (Star & Ruhleder 1996; Star & Greisemer 1989; 

Bowker & Star 2000), Fujimura (1996), Clarke (2005) and Haraway (1988). The 

theories of European researchers such as Foucault (1970/2005; 1972/2005), Latour 

(2005), Law (2004), and Mol (Mol 2002, deLaet & Mol 2000) informed my approach 

to the study, where I focused on the practices of competence assessment.  
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In STS theories, partiality and situatedness are assumed (Clarke 2005; Haraway 

1988); realities are constructed through materials and meanings (Clarke 2005; 

Haraway 1988; Latour 2005) often through the practice of classification (Bowker & 

Star 2000); negotiations and actions are analysed to reveal representation of 

instabilities and contingencies so that how things could be otherwise is possible to see 

(Clarke 2005; Latour 2005); and a focus on difference, silence, and variation is 

emphasised in method (Clarke 2005; Bowker & Star 2000; Foucault 1972/2005; 

Latour 2005).  

 

My investigation of the range of discourses on competence and competency 

assessment was informed by critical discourse analysis theory. Critical discourse 

analysis is predicated on Foucaultian analysis of power, where power circulates at 

every level of action and interaction (Clarke 2005).  Critical discourse analysis 

provides the tools to deconstruct and analyse regimes of truth. Foucault’s theory 

considered the ways in which historically and culturally located systems of power/ 

knowledge construct subjects and their worlds (Gubrium & Holstein 2000). Foucault 

analysed discourse, showing how bodies of ideas, ideologies, symbolic formations, 

working attitudes, modes of address, terms of reference, and courses of actions 

become suffused into social practices (Foucault 1972/2005).  

 

Rather than treating discourse as a simple intersection of words and things, Foucault 

argued that discourses are practices that systematically form objects (and subjects) of 

which they speak. So that what we come to know as ‘natural’ is accomplished through 

social processes that become taken-for-granted. Once nature is produced in those 
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particular forms, these are then assumed to be the only forms in which ‘nature’ could 

exist (Fujimura 1996). Discourse analysis is used in this thesis to show how 

competence came to be a taken-for-granted concept in a relatively short period of time 

at the end of the 20th century. The movement of competence from a contested concept 

to an unquestioned assumption that is real and measurable can be partially revealed 

using discourse analysis.  

 

Foucaultian theory suggests that institutions of normative coercion exist, and are 

considered legitimate, in the sense that experts discipline individuals and exercise 

forms of surveillance over daily life in ways that produce and constrain actions 

(Burchell 1996; Turner 1998; Gibson 2001). It is in daily life that the nexus of power 

and knowledge can be seen. The daily surveillance of the practice of newly qualified 

nurses through many competency assessments in the first transition to practice year 

are highly valued by nurse leaders. Through a range of competency assessments, the 

newly qualified nurse’s practices are disciplined in ways that produce ‘normal’, and 

indicate progress towards competence. The theory of normative coercion could help 

make visible how power and knowledge are related in daily competence assessment 

practices.  

 

Popkewitz and Brennan (1998) suggest that Foucault reverses the traditional belief 

that knowledge is power and looks for power in how people affect knowledge to 

intervene in social affairs. The actual practices of competency assessment, who is 

involved, how they are involved, what is said and done, and using which objects 

provide the data for this analysis. With the concept of power focused on intervention 

in social affairs, attention is given to the productive dimensions of power, such as 
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how power is worked through individual actions. Using this form of analysis helped 

me to discover how control over the practice of newly qualified nurses was exercised 

and for whose benefit existing arrangements worked.  

 

Foucault’s theory is limited in the sense that the normalising gaze as conceptualised is 

unidirectional; it is confined to relationships between two people or institutions. As 

seen in the literature review, there are many social worlds, institutions, organisations 

and individuals involved in competence and competency assessment. Foucault’s 

theory provides an inadequate framework for analysis of the multiple and complex 

relationships between this variation of concepts.  More recent theory development 

builds on Foucault’s philosophy to emphasise the multiple representations required in 

the complex and ambivalent processes involved in ordering subjects (Edwards 2003). 

To support my analysis of these complex and disordered networks of relationships, I 

draw upon actor-network theory (Latour 2005). My interest in the ways that 

competence is lived everyday, and how it came to be lived in particular ways and not 

others, can be informed by actor-network theory. This theory works to explain how 

different elements, objects, people, and practices hang together to form an apparently 

coherent whole (Latour 2005). 

 

Like other post-modern theories, actor-network theory does not start with a grand 

narrative. Actor-network theory suggests that relationships between objects, both 

human and non-human (technologies) come together as a whole to shape 

power/knowledge (Latour 2005). Technologies mirror society and “reproduce and 

embody the complex interplay of professional, technical, economic and political 

factors” (Bijker & Law 1992, p.3). In this research, I assume that technology is at 
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once heterogeneous and emergent. As with Bijker and Law (1992), I approach 

technology, the social world and the course of history as messy contingencies where 

technologies are born out of conflict and resistance.  

 

In actor-network theory, social and technological change come together, as a package, 

and if we want to understand either, we have to try and understand both (Bijker & 

Law 1992). Actor-network theory encourages the researcher to map relations that are 

simultaneously material and semiotic and to show how they come together and work 

to form a single network for certain purposes and act as a single entity. Actor 

networks are potentially precarious and in order to prevent the relations from 

dissolving, they need to be repeatedly performed. The following quotation captures 

the lens through which actor-network theory encourages the researcher to look:  

When you are guided to any construction site you are experiencing the 
troubling and exhilarating feeling that things could be different, or at least they 
could still fail – a feeling never so deep when faced with the final product, no 
matter how beautiful or impressive it may be (Latour 2005, p.89).  

 

In actor-network theory, the metaphor of connections is used to map relations. These 

connections form networks. Networks can be more intensely connected or longer. The 

researcher follows how a given element becomes strategic through the number of 

connections it commands and how it loses its importance when losing its connections. 

Rather than identifying which actions in a network have power in advance – the 

Health Department, the Nurses Board, the University – actor-network theory directs 

the attention of researchers to the change of scales, and to following how changes in 

scales including the type, number, and topography of connections are produced by the 

actors themselves. The connections are embedded into technologies and as such, an 

investigation of networks embedded in the ANRAC, and later ANCI, Competency 
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Standards was required to make the work of people involved in developing and 

reviewing the official Competency Standards visible. 

 

Through working in this paradigm, researchers have developed concepts to describe 

the development of techno-science (for this thesis I am treating the ANCI Competency 

Standards as a technology). The position taken is that nature and science are not 

causes of human scientific and technical work but a product. A fact is a consequence; 

it is produced by the actions of objects as well as people. This idea is axiomatic to the 

pragmatic approach that is dominant in Australian health care and fascinates me. I 

wanted to make visible how competence is produced in day-to-day practices of 

nurses. 

 

3.2.1 Analytical methods 

In positivist approaches to the research endeavour, scientific methods are used to 

‘discover’ assumed realities.  The aim is to determine the most robust possible 

account of reality, which is assumed to be a set of discoverable entities and processes. 

For this study, I have followed Law’s (2004) aim to broaden method to include 

methods that “respond creatively to a world that is taken to be composed of an excess 

of generative forces and relations” (Law 2004, p.9). The analytical methods used in 

this study are drawn from thirty years of STS research, drawing particularly on actor-

network theory (Law 2004; Latour 2005) and situational analysis (Clarke 2005). In 

doing the methods or techniques of this study, I am aware that while I am mapping 

the contingencies and practices of competence, I am also producing realities of 

competence and competence assessment.  
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The analysis of the various data sources was undertaken using techniques informed by 

situational analysis (Clarke 2005), classification methods (Bowker & Star 2000) and 

discourse analysis (Foucault 1970/2005; 1972/2005). These techniques were used 

interchangeably. I read and re-read collected materials, juxtaposing them to show that 

historical development of the ANCI Competency Standards 3e (2000) was not an 

inevitable path followed by nurse leaders. The intent of this analysis was to reveal that 

other forms of performance assessment were possible by tracking out those 

possibilities and turning points (Clarke 2005). “Historicizing” qualitative research, 

making the historical dimensions of the case under examination explicit, assists the 

researcher to make better sense of a contemporary situation of interest (Clarke 2005). 

This analysis is consistent with the critical intent of this research study and these 

findings informed later analysis of observational data.  

 

Initially, I identified key words and phrases in the preliminary analysis of the data. I 

discussed these findings with my supervisors and was reminded not to move too 

quickly to thematic statements. I managed the early data analysis in two parts. The 

first was focused on the minutes of ANRAC and ANCI Competency Steering 

Committee meetings, competency documents, government reports, other documents 

purported to measure nursing performance, data from senior nurse interviews, and the 

Australian nursing literature related to competence from 1985 to 2000. The second 

part focused on the data from RN preceptor interviews, CDN group interviews, 

observations of newly qualified nurse assessment, the validation seminar notes, the 

ANCI Competency Standards 3e (2000) and the Australian nursing literature related to 

competence from 2000 to 2005. For each part, I adopted the techniques of situational 
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analysis (Clarke 2005) in order to map the relations and networks of interest, and 

actor-network theory (2005) to analyse those relations and networks.  

 

Situational analysis provided the analytic tools to study the various social worlds 

authorised to produce certain kinds of representations through the many discourses of 

competence and competency assessment. Within these social worlds, differences and 

contradictions abound so that multiple and conflicting discourses can be produced on 

the same topic. “Meanings are often layered as well as multi-vocal and contingent on 

the situation” (Clarke 2005, p161). Further, some aspects of discourse never surface 

directly as texts, requiring the researcher to ask questions that focus on what is 

missing or not said, and the tracking of categories over time, where some appear and 

others disappear (Clarke 2005).  

 

I used three techniques of situational analysis as a way of ‘opening up’ the data and 

interrogating it in fresh ways (as per Clarke 2005, p.83). The first technique was to 

construct a situational map. Questions that informed the construction of the situational 

maps are found in table 6. 

 

 
81



Table 6: Questions used to inform the development of situational maps 

Data set 1 Data set 2 

Who and what are in the broader 
situation? 

Who and what are in the broader 
situation? 

Who else, besides the people at the 
meetings to develop the competencies, 
were involved? 

Who else, besides the nurse assessors and 
newly qualified nurses were involved? 

What material things were involved and 
required for the meetings to be held? 

What material things were involved and 
required for the assessments to proceed? 

What discursive constructions of nurse 
performance, safety, nurses, education 
and other phenomena were circulating? 

What discursive constructions of nurse 
performance, newly qualified nurses, 
education and other phenomena were 
circulating? 

What cultural symbols and discourses 
were evoked by the meeting situations? 

What cultural symbols and discourses 
were evoked in assessment of nurses? 

What social institutions were involved? What social institutions were involved? 

Were competence and assessment 
controversial or not? If so, to whom? 

Were competence and assessment 
controversial? If so, to whom? 

What were other controversial issues? What were other controversial issues? 

 

The constructed maps were handwritten and very messy. The maps for data set 1 were 

prepared in free form on A2 size art paper. Sample (tidied) maps are included in 

Appendix 6. I continuously returned to each map as I progressed my analysis to add, 

delete, and rearrange the words. After several weeks, when I felt the ‘messy’ 

situational map was complete, I developed an ordered situational map (see examples 

in Appendix 7). The categories were taken directly from Clarke (2005, p.97). I 

continued to work with these maps as a way of thinking about the data on my own 

terms. This method acknowledges that “all human interaction is constituted in and 

through properties and conditions of the broader situation” (Clarke 2005, p.96). The 

elements of the extensive and complex relations among the structural elements such 
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as the transfer of nursing education into the higher education sector, government 

policy, unregulated workers, the regulatory authorities, and nurses themselves is 

traced in a series of positional mapping exercises.  

 

The ‘map’ for data set 2 took a different form. I handwrote the key words and phrases 

from the interview and observational data onto 10cm square post-it notes; there were 

around 200 notes. These were then posted onto a wall where they remained for 

grouping and regrouping into relational themes; this work extended over a three-

month period. In this work, I constantly looked for associations between data from the 

multiple sources, mapping relations that were tightly held as well as those that were 

more distant. These relational themes were then constructed into a messy situational 

map, and then an ordered situational map, as per data set 1.  

 

The third technique of situation analysis is to photocopy the best version of the messy 

situational map and look for the relations among various elements (Clarke 2005). For 

each copy of the map, I focused on one element and looked for the relations between 

that element and other elements on the map and then drew a line, with a coloured pen, 

linking the two elements. For each relation, I specified the nature of that relation on 

the line. There were many maps. I continued to reflect and contemplate these 

relationships in light of my emerging understandings of the social arenas and 

interests. These mapping techniques, although developed for grounded theory 

research (Clarke 2005), are consistent with actor-network theory where the networks 

are the focus; how elements hang together is made visible (Latour 2005). 
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Through these activities, I revealed the relational power, where certain agents or 

actors speak and make representations and others are silent. In this form of analysis, 

discourses are recognised as forms of knowledge that set the “conditions of 

possibility” of knowing, acting and interacting (Clarke 2005). Ethnographic study of 

the enactment of competence, identifying what was counted and what was not 

counted, informed the analysis. From the ethnographic fieldwork which forms the 

empirical basis for Chapters Six to Eight, the uncertainties of practice and its 

specificities as against other possible ways of being were described; and then 

analysed using actor-network theory (Latour 2005), which I come back to later, in 

combination with classification theory and situational analysis.  

 

Classification theory assumes that categories are non-existent until socially 

constructed, and even then, most lay people are unaware of the multitude of 

categories that exist in the social world (Bowker & Star 2000). Categories are tied to 

the things that people do and to the worlds in which they belong; they are networked 

and as such can be analysed using actor-network theory and situational analysis. In 

large-scale systems, the multiple worlds may come into conflict and these conflicts 

are resolved in a number of ways. It must be recognised that there is no natural law 

that the best standard will win, rather the final decision is influenced by politics and 

money and other factors. Once established, standards have significant inertia and are 

difficult to change (Bowker & Star 2000). To show the tensions between 

comparability and visibility of specific practices, four methodological themes from 

classifications theory were used in the analysis of data in this study.  
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The first is the ubiquity of classifying and standardising (Bowker & Star 2000). It is 

difficult to see classifications and standards as we are schooled to ignore both. 

Concepts to understand “movements, textures and shifts that will grasp patterns 

within the ubiquitous larger phenomenon” are required (Bowker & Star 2000, p.39). 

In Chapters Four and Five, the shifts that occurred in each iteration of the competency 

standards technology was mapped and situated (using Clarke 2005) in relation to the 

nursing literature, historical documents, and data from senior nurses who were active 

in the development and implementation of the technology.  

 

The second methodological theme is to perceive classifications and standards as 

material as well as symbolic (Bowker & Star 2000). By perceiving the material nature 

of the ANCI Competency Standards 3e (2000), tools for analysing built structures, 

such as stability, durability and permeability can be used. The robust nature of the 

competency standards, in their subsequent iterations, was analysed through 

comparison of each iteration with the previous one, as well as comparison with other 

data collected such as the meeting minutes, senior nurse interviews, government and 

other professionally produced documents, and the contemporary nursing literature. 

Relations were revealed through mapping the links between elements on situational 

maps. Tighter and looser relations were also revealed, where tighter relations are 

acted out more frequently, such as the relation between the transfer of nursing 

education from the hospitals and the need for a national regulatory standard of 

competence.  

 

The third methodological theme is to view the past as indeterminate, with multiple 

times and multiple voices (Bowker & Star 2000). History is constantly revised in light 
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of the present. In order to understand the ANCI Competency Standards 3e (2000) as a 

classification system, it was important to consider the work that it was doing and the 

networks within which it was embedded. Following the relational mapping of the 

competency standards, I considered what happened when the competency standards 

were used and thought about what technologies it may be replacing. The response to 

my preliminary data analysis, collected from participants attending the two validation 

seminars, was also used in this analysis. In particular, the ways that participants used 

the competency standards to achieve specific outcomes was noted. This analysis was 

informed by my reading of the earlier historical literature, where I found the ways that 

nurses used earlier assessment technologies. What networks or social worlds the 

competency standards were embedded within, how these networks compared to 

earlier social worlds in nursing, and what was the same and different, were considered 

along the analytical journey.  

 

The fourth methodological theme is uncovering the practical politics of classifying 

and standardising (Bowker & Star 2000). Two processes are analysed: arriving at 

categories and standards and along the way arriving at what will be visible or 

invisible. Someone, somewhere, must argue over the minutiae of classifying and 

standardising. The negotiations form a basis for a practical ontology. These 

negotiations were found buried in archives, where records of meetings were kept. 

Tracking the development of the ANCI Competency Standards 3e, what was added 

and what was removed, over time, and five iterations, worked to uncover the practical 

politics of classifying and standardising nursing practice. In particular, as will be 

shown, the rejection of the alternative competency standards, which had been 
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commissioned by the ANCI in 1994, revealed a practical ontology related to the 

social and political agendas influencing the competency standards.  

 

As noted above, for the second data set derived from observation of competency 

assessment in situ, the analysis was informed by a range of related theories from the 

disciplines of science, technology and society (STS). In Chapter Six, I argue that the 

ANCI Competency Standards 3e is a technology that is at once material and semiotic, 

following the work of Haraway (1988) and the actor-network theorist, Law (2004). 

The complex set of relations between patterns of practice, knowledge and power in 

assessment practices reveal that knowledge to be partial and situated. RN preceptors 

and Clinical Development Nurses assemble these situated practices in ways that make 

a semiotic competence ‘real’ or material.  

 

The method of actor-network theory (2005) is used to focus on the materiality of the 

practices of assessment competence. Actor-network theory proposes that scientific 

knowledge and technologies are socially produced and that they are brought into 

existence as the effects of networks of heterogenous materials. The job of the 

researcher is to give an account of these networks, paying attention to their 

heterogeneity, to the human and non-human, the material and the semiotic. How do 

they come to be ordered in this particular way and not others? And how do the 

specificities of this ordering generate power effects (Law 2004). Fujimura (1996), 

although not calling herself an actor-network theorist, uses similar methods in her 

study of the proto-oncogene in cancer research. For example, the physical materials 

used in the laboratory to produce vaccines, such as rats, test tubes, bench tops, 

laboratory manuals, scalpels, microscopes and more is noticed (Fujimura 1996). How 
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the researchers moved around the laboratory is noticed. The materials used in the 

development of the vaccine are followed from the sacrifice of the rat, to the recovery 

of extracts from the blood transferred to test tubes, and then passing the test tubes 

through an assay machine which converts them into a set of figures or inscriptions. 

Once the inscription is produced, the materials used to produce the inscription are 

deleted.  

 

In the tradition of actor-network theory and Fujimura (1996), I focused on the 

practices of assessing competence, the various objects, people and architecture and 

how the newly qualified nurse and Clinical Development Nurse moved in that space. I 

then followed the Clinical Development Nurse to the offices where the assessment 

was transcribed into a computer program. Through this method, I sought to reveal the 

contingencies, the unpredictability of the solutions as well as the problems, the 

negotiations of the outcomes of various events in the broader social world and 

practices in the clinical workplace. 

 

In Chapter Seven, I map competence in the area of medication administration to show 

how multiple, partial competences co-exist and are made into a singular competence. 

For this work, I draw particularly on the work of Mol (2002). Again, I maintained the 

focus on the practices of assessment and the objects involved rather than the people 

and their views. Finally, in Chapter Eight, I argue that the final singular competence, 

produced in a Competence Report, is the result of complex and inventive craftwork 

done by the Clinical Development Nurses. I trace the different trajectories to the final 

Competence Report, to reveal the complexities in crafting ‘competencies’, 
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competency standards assemblages, and competences into a singular record of 

competence.  

 

Throughout this period of in-depth analysis, I kept notes and regularly met with the 

supervisory team. During this period, I developed my understanding of the internal 

consistency between the selected research frameworks and the methods of analysis. 

The analysis of the texts of documents, articles, textbooks, interview transcripts and 

observation transcripts to arrive at the ‘elements’ that were present (and not present) 

was informed by discourse analysis. In identifying key words and phrases, and in the 

subsequent situational mapping work, I considered what the competency standards 

were ‘doing’, who was using them to ‘do’ and what the outcome would be.  

Throughout each phase of the analysis, I maintained a focus upon who benefitted 

from the final arrangements and who did not in order to reveal the ways that power 

was produced.  

 

Mapping the links between the various elements that were revealed in my situational 

maps provided insight into the ways that competence is settled, and how it came to be 

lived in particular ways and not others. In this way, the relationships between objects 

of human and non-human (technology) nature hang together as a whole to shape 

power and knowledge (Latour 2005). This mapping revealed the messy contingencies 

where the competency standards as a technology were born out of conflict and 

resistance. These analytical methods revealed that the use of competency standards as 

a technology produces competence; technology is used to produce facts, where a fact 

is a consequence rather than natural, real and pre-determined. 
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The choice of research strategy and analytical methods were consistent with the intent 

of the research: to reveal how what has come to count as competence is settled. How 

the ANCI Competency Standards 3e came to take the form that it did, how it remained 

robust, embedded across the many social worlds of nursing, and how it is enacted in 

the everyday practice of competency assessment, particularly for the newly qualified 

nurse, is made visible through this research approach. In the next section, I discuss the 

situatedness of this research in terms of who I am as the researcher.  

 

3.3 THE RESEARCHER 

Each person brings his or her distinctive talents and weaknesses to the research 

enterprise. As the researcher engaged in this study, I am a Caucasian, Canadian 

immigrant to Australia, who has worked in Australian nursing for 25 years. Initially I 

worked as a clinical nurse. Following a brief period in middle management in a large 

tertiary hospital in Sydney Australia, I moved to Canberra in 1988 and became an 

academic at the University of Canberra in 1990, where I teach and research nursing. I 

have been active in professional bodies in nursing and cancer care. I participated in 

the regulation of nursing at two points in my career. In the period from 1991 to 1993, 

I was a member of the Nurses Board of the ACT, and represented the Board on the 

ANRAC (later ANCI) Competencies Standards Steering Committee.  During the 

second period in 2001, I was the Executive Officer of the Nurses Board of the ACT 

and represented the Board at the Australian Nursing Council (Inc) meetings. Further, 

in my academic work, I regularly use the ANCI Competency Standards 3e (2000), as 

well as other technologies, in the assessment of undergraduate nursing student 

performance in the clinical setting.  
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My personal involvement with competence and competency assessment triggered my 

interest in further investigation into the notion of competence. My personal 

experiences have informed my thinking during the planning, implementation, and 

analysis phases of the study. I am aware that my intimate knowledge of the work of 

competence in nursing is so familiar to me that there is a risk of ‘missing’ elements of 

taken-for-granted practices. I have shared my thoughts regularly with my supervisory 

team in order to maintain awareness of the influence of my experiences on the 

research processes. Conversely, my involvement with clinical education and 

assessment may have assisted the research process. Minichello, Madison, Hays and 

Parmenter (2004) suggest that insiders have greater insight into the nuances of 

informant behaviour because of their close association. It is accepted in qualitative 

research that the researcher’s personal factors will shape the interpretation of the 

empirical materials collected in the course of each study (Angrosino & Mays de Perez 

2000).  

 

Competence is a concept that exists outside of the everyday nursing arena. This study 

is focused upon the ways that competence exists in different social arenas such as 

regulation, health industry, trade unions, professional bodies, government, and tertiary 

sector within nursing – where the social arenas intersect. The context for competence 

includes temporal elements such as the nursing shortage and the transfer of nursing 

education to the university from the hospital. In my world, competence is practised 

day-to-day in universities, hospitals, community health services, and residential aged 

care facilities. There are multiple actors, both human and non-human involved with 

competence in nursing.  
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In this study, I adopted multiple roles or images such as scientist, field-worker, 

journalist, social critic, and novelist. In this sense, I see myself as a bricoleur, a maker 

of quilts, creating a pieced together set of representations that “are fitted to the 

specifics of a complex situation” (Denzin & Lincoln 2000a, p4). As a qualitative 

study, I used triangulation as a strategy. Combining multiple methodological 

practices, empirical materials, and perspectives together allows me to develop a deep 

understanding of a given situation. The product of this research is like a complex, 

reflexive collage, made up of fluid, interconnected entities and actions that connect 

the parts to the whole (Denzin & Lincoln 2000a).  

 

In this research, I was an historian of the present, and my task was to re-problematise 

competence, engaging in the activity that dismantles the taken-for-granted nature of 

competence, revealing the possibilities of a different present. My task as a researcher 

is to trace how the specificities of today’s nursing world and its ordering around 

competencies came to be. In Chapters Four and Five, I show how the ANCI 

Competency Standards (2000) came to be counted as competence, and remained 

robust despite significant challenge. In Chapters Six, Seven, and Eight, I show how 

the ANCI Competency Standards (2000) are enacted locally, in everyday assessment 

practices.   

 

 
92



Chapter Four 

The Competency Standards are settled 

 

This is the first of two chapters that map the genealogy of competence and the 

competency assessment technology, the ANCI Competency Standards for the 

Registered Nurse 3e (2000).  According to nurse academics, regulatory authorities, 

and nursing managers, competence is essential for nurses entering the workforce and 

competency assessment must be satisfactorily undertaken in order to become 

registered and practise as a nurse. Competence and competency assessment are taken-

for-granted in nursing today. Yet, a search on the Cumulative Index of Nursing and 

Allied Health Literature (CINAHL) showed that forty years ago, in 1968, there were 

no articles published where nurse (or other health professional) competence was 

explored. Competence and competency assessment have mushroomed in recent 

history as representative and organising concepts for categorising and standardising 

nurses and nursing work.  

 

In Chapter Two, I showed that there are many definitions of competence in the 

nursing literature used by nurse researchers to study competence. Researchers have 

developed many different technologies to assess competence but still have not 

developed the elusive ‘best’ assessment technology. In this chapter, I show a narrative 

history on the development of the ANRAC Competencies from 1975 to 1990. The 

ANRAC Competencies is the precursor to the technology that is the focus of this case 

study, the ANCI Competency Standards for the Registered Nurse (2000). I use the 

theoretical perspective of Actor Network Theory (ANT) (Latour 2005) to present the 

complex, intertwined relationships among nurse regulation, assessment practices, 
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material technologies, and other historical circumstances. Researchers created tools 

for assessing nurse performance but the development of tools also influenced the 

questions eventually asked and answered (in the form of concepts and theories) in 

their research. Like Clarke and Fujimura (1992), I call this multiple-directional set of 

influences and contingencies among nurse performance, assessment structures, 

material practices and technologies, concepts and theories, and historical 

circumstances “co-construction” of the right tools for the job. I argue that the co-

construction of rightness, tools and the job permeates the brief history of assessing 

competence in nursing.   In this chapter, my task is to show the work that was done to 

get competence and the ANRAC Competencies settled.  

 

The research question to guide data collection and analysis in this chapter was: “How 

did the ANRAC Competencies for the Registered Nurse (1990) come to take the 

specific form that it did?” The data collected included: 

• A review of nursing literature from 1975 to 1990; 

• Government publications selected from 1975 to 1990; 

• Minutes of ANRAC meetings from 1968 to 1990; 

• Minutes of the ANRAC Competencies Steering Committee meetings 1988 to 

1990; 

• The Royal Australian Nursing Federation Standards for Nursing Practice 

(1983); 

• The NSW Nurses Registration Board Competencies to be Developed in 

College Basic Nursing Programmes (1986); 

• The ANRAC Competencies for the Registered Nurse (1988); and 
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• The ANRAC Competency Standards for the Beginning Registered Nurse 

(1990). 

 

I also interviewed five senior nurses who participated in competency development 

during the period of 1980 to 2000 in order to learn more about the social and political 

milieu of this period. 

 

To analyse the data, I treat the ANRAC Competencies as a technology and map how 

the ANRAC Competencies became strategic through the number of connections that it 

commanded. Bowker and Star (2000) suggest that it is difficult to see classifications 

and standards as we are schooled to ignore both.  To make the connections between 

the ANRAC Competencies and the elements that contributed to their creation visible, I 

used situational analysis (Clarke 2005). I created situational maps that provided 

cartographies of collective and conflicting commitment, relations, and sites of action 

(refer to Appendices 6 and 7). Using positional maps, I plotted the positions of 

various individuals, collectives, nonhuman actants, discourses, organizations and 

others, situating them in relation to each other and the ANRAC Competencies.  

 

I found that competence and the ANRAC Competencies came to be settled primarily 

through the work of a small group of nurse leaders, who enrolled others in their vision 

for the occupation of nursing as a profession, through a specific focus on a review of 

nurse training.      
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4.1 1975 – 1985 ASSESSMENT OF NURSES AND REGULATION 

This story begins in 1975. It could begin earlier or later but it is in 1975 when nurse 

education became a national interest in Australia. A report, entitled Goals in Nursing 

Education Part 1, was published in 1974 by the Hospitals and Health Services 

Commission (source Godfrey occasional paper, dated 15 June 1984, College of 

Nursing Australia). In this report, the author, Shirley Donaghue, signalled the nursing 

profession’s intent to pursue the transfer of nursing education into the tertiary sector. 

Following the release of the Donaghue report, nursing leaders from the four nursing 

organizations, the College of Nursing, Australia, the Royal Australian Nursing 

Federation, the New South Wales College of Nursing and the Florence Nightingale 

Committee Australia, worked together to support a national series of workshops, 

focused on the Donaghue report.  

 

The arguments for tertiary-based nursing education were grounded in the rapidly 

advancing scientific and technological changes in health that were well underway by 

the 1970s. Nurse leaders adopted the notions of applied science and technology into 

the production of nursing (Humphris 1979; Martins 1980; Roberts 1980). It was 

argued that nurses of the future required scientific knowledge to provide health care 

for Australians and such scientific knowledge was developed at university. It was 

further argued that nursing research was required to improve practice and the requisite 

research skills could only be gained in the tertiary sector (Gray 1981). The nursing 

process was actively promoted as a scientific approach to nursing practice (Orlando 

1961; Humphris 1979) and nursing practice had to change from ritualised care to 

scientifically tested practice (Gray 1979). Through these published arguments, a case 

for the transfer of nursing education to the tertiary sector was actively promoted.  
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In 1975, nursing education was primarily delivered in hospitals, through Schools of 

Nursing. Nursing students were central to the hospital workforce, being paid at less 

than award rates on a sliding scale based on year of study.  As part of the workforce, 

student nurses were often members of the industrial union, known as the Royal 

Australian Nursing Federation (RANF). Hospital administrators, doctors, and nurse 

educators in consultation with the RANF and the local state or territory Nurse 

Regulatory Authority (NRA) designed the curriculum for the nursing programs. 

Curriculum matters included sites and hours of practice, theoretical inclusions, such 

as specific lecture topics, and assessment such as Sister Reports and examinations.  

The state-based curriculum was regularly reviewed by the NRA, usually in 

consultation with nurse educators from the hospital-based Schools of Nursing. When 

all requirements were met, individual nurses were registered with the state or territory 

NRA.  In this way, nursing education was localised, with each state supporting its 

own workforce requirements. 

 

But there was growing dissatisfaction with these systems. At ANRAC 1980, the 

increasing numbers of college-based entry to practice programs raised the concern 

amongst nurses that “the examination of the practical component was being 

neglected…that knowledge in itself was not sufficient and that a nurse must be able to 

apply that knowledge in the delivery of safe and effective nursing” (ANRAC 1980, 

p.23). In the state of New South Wales (NSW), the regulatory authority 

commissioned a project to review the examination and clinical evaluation processes 

used to regulate entry to practice. It was argued that a system of clinical evaluation 

should: take place while students cared for patients, be reliable and not influenced by 
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extraneous factors, inform the learner of deficiencies and with opportunity to attend 

remedial programs, and result in improved standards of patient care (White et al 

1976). A survey of assessment practices in 123 NSW Schools of Nursing found that 

the purpose of assessment varied, no set time in the curriculum was established for 

assessment, assessors were rarely prepared for the task, and over 48 different forms 

were used to assess nursing practice (White et al 1976). This variation, particularly in 

the context of nursing courses being offered in the tertiary sector in the near future, 

was increasingly unsatisfactory for the regulatory authority and the profession alike.  

 

Although there was agreement that practical assessment was an important part of a 

regulatory framework, the development of assessment technologies was expensive, 

with the NSW project costing an estimated $500,000 by 1980 (ANRAC 1980). Other 

concerns expressed by NRA representatives at the ANRAC 1980 meeting included 

the training of assessors and the time required to assess students. The matter of 

practical assessment posed a significant challenge to the nurse regulatory and 

education sectors. 

 

Nurse leaders from education and administration generally made an honorary 

contribution to NRAs through Board membership. The Boards provided vision and 

strategy for the work of the NRA, with Registrars and their staff carrying 

responsibility for operational matters. Nurses from the state and territory NRAs, both 

Board members and operational staff, met nationally on an irregular basis, until 1974. 

By 1975, there were a handful of nursing courses being offered in the tertiary 

education sector (ANRAC 1976), with academic nurses who taught in the courses 

also honorary members of NRA Boards.  
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The successful transfer of nurse education to the tertiary sector was dependent on the 

curricula being approved by the NRAs so that the graduates could be licensed to 

practise as a registered nurse. Registration of graduates was important to the higher 

education sector and those nurse leaders working within it. But, tertiary-based 

courses, with less access to hospital resources and accountable to tertiary sector 

standards, did not offer the NRA prescribed curriculum (Richardson 1972; Martin 

1975; Harte 1976; Slater 1977; Gibbons 1982; Pelletier 1985). This created a problem 

for the NRAs: How to regulate the different programs for nursing that were emerging 

in the higher education sector, ensuring that graduates of tertiary-based courses were 

able to work in hospitals? The problem was critical for both the tertiary and 

regulatory sectors, particularly in light of the accelerating international movement 

toward tertiary education for nursing.   

 

In 1976, NRAs agreed to meet second yearly, with a meeting of Registrars in alternate 

years, to share how the challenges posed by tertiary-based nursing courses were being 

addressed in each jurisdiction. These meetings became known as the Australasian 

Nurse Regulatory Authorities Conference (ANRAC). However, federalism was strong 

and state and territory NRAs resisted proposals for a national examination (ANRAC 

1976), a national approach to registration (ANRAC 1978), and national behavioural/ 

clinical competencies (ANRAC 1982). Each state/ territory authority was convinced 

that its standards were the ‘best’ and were unwilling to change – interstate rivalries 

were strong. The larger states in particular, Victoria, New South Wales and 

Queensland, were most vocal in their resistance.  
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In addition to the lack of agreement on the matter of a national standard, there were 

many cross border issues emerging. These included nurses registered in one state, 

moving to another state and not meeting the standard for registration in the new state 

(senior nurse informant 1). For nurses working in cross-border communities such as 

Albury-Wodonga crossing both NSW and Victoria, and the north coast of towns 

crossing the borders between NSW and south-eastern Queensland, registration, 

including annual licensing fees, for two states was required (senior nurse informant 

1). Further to these issues, there were increasing incidents of nurses being struck off 

the register in one state then finding work and registration in another state (senior 

nurse informant 1).  

  

While a national approach to nursing standards could not be negotiated within the 

regulatory arena, individual nurse leaders, committed to tertiary education for nursing, 

took their concerns outside the regulatory world to their professional organizations. 

By 1980, the organization with the largest nurse membership in Australia, the RANF, 

began regularly featuring news, letters, and articles advocating the transfer of nursing 

education in their journal, The Australian Nurses Journal (Woodruff 1980; Watson 

1982; Lawrence 1983; Hart 1985). For example, one article described the challenges 

of changing patterns of assessment for diploma schools of nursing, and raised the 

issue of documentation of student clinical performance (Wood 1980). Through this 

and other related publications, the interests of the tertiary, regulatory and now the 

professional worlds were aligned.  

 

But there was resistance to the transfer of nursing education. This resistance was 

greatest from nurses educated in the hospital system (Dowdall 1979) and the general 
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public. These nurses represented the membership of the RANF and their support was 

crucial for the transfer. Nurse leaders, recognising that RANF members were hospital-

trained nurses, and that this group would be most threatened by a change to tertiary-

based education, produced a glossy A5 sized lift-out section that was published in the 

October 1980 edition of the journal. This lift-out was entitled, “Tertiary Nursing 

Education: A Conversation about Changing Nursing Care”.  

 

The publication presented the arguments for tertiary education in plain language, 

seemingly in response to statements and concerns expressed by clinical nurse 

members.  The imaginary conversation begins with one nurse expressing concern 

about the need for tertiary education to a second nurse (Refer Figure 3). The 

conversation concludes with the first nurse, who was initially opposed to tertiary 

nursing education, ‘realising’ that tertiary education is for the good of Australian 

health care as well as the profession. Such propaganda was popularised through 

posting the lift-out on notice boards and tearoom tables throughout hospitals and other 

places where nurses worked. 

 

In 1980, the federal government proposed an upgrade of hospital-based courses, with 

a view to limit college-based education (source Godfrey 1984). The Jamieson Report 

(1981) into the efficiency and administration of hospitals supported tertiary 

accreditation of hospital-based courses. The nursing profession successfully rejected 

these recommendations based on the argument that as a science, nursing should be 

taught in the university.  
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Nurse 1: You people talk about college education and upgrading nurse training, but 
what you are really saying is that I’m a bad nurse – that my patients are at risk. 

Nurse 2: Every now and then in our work we get a glimpse of just how worthwhile 
and satisfying nursing can be – a patient receives great benefit, we get a warm glow, 
and then somehow it just seems to drift away. We all know the potential of nursing, 
but most of the time it just doesn’t seem to happen. 

It’s not surprising. If you look at our present system of education, our systems of 
socialization, our systems of staffing – in fact, our whole system of health care – 
you’ll realize that absolutely none of it is centred around the patient. And consistently 
good nursing can only happen on the basis of individual nurses responding to the 
needs of individual patients. You may be an absolute marvel at making the best of a 
bad job, but if you have to spend half your time fighting the system, you’re going to 
have to admit that the best of a bad job is all you’re going to achieve. 

 
Figure 3. Excerpt from Tertiary Nursing Education: Conversation about changing 
nursing care (RANF 1980). 
 

In 1982, the publication of the very successful text, Issues in Australian Nursing, 

edited by Jenkins, King and Gray, provided a discourse that legitimated and advanced 

the professional project in nursing. A range of Australian nurse leaders, demonstrating 

the expert scientific and technical knowledge that nurses held (for example see 

Jenkins on the nursing careplan), contributed to the textbook. The textbook explores 

the role of research and education in nursing. In particular, the requirement for nurses 

to demonstrate accountability for their actions is emphasised by Gray (1982). The 

theme of accountability was a key theme in the emerging quality movement (Orr 

1981). The publication of this edited text contributed to informing increasing numbers 

of nurses about the scientific and technical complexity of nursing work, reiterating, 

directly and indirectly, the need for tertiary-level education. The text became 

prescribed in many post-graduate nursing courses, where future nursing leaders were 

being educated.  
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At the same time, the federal government also became interested in matters related to 

assessment of nurse performance. For example, the Federal Department of 

Employment and Industrial Relations (DE&IR) was working to improve Australia’s 

self-sufficiency and economic development by attracting already qualified people into 

the skilled workforce. To achieve these outcomes, the Federal Government 

Committee on Overseas Professional Qualifications (COPQ) established the 

Australian Nursing Assessment Council (ANAC) in 1976. ANAC was staffed by 

bureaucrats, who held a nursing certificate, and were registered as nurses. These nurse 

bureaucrats worked closely with staff in state-based NRAs to develop shared 

approaches to the assessment of overseas qualified nurses, with a view to advance 

skilled immigration.  

 

By 1983, Australia was experiencing a shortage of nurses, with active recruitment of 

nurses from other countries such as the Philippines and of nurses who had ‘retired’ 

from nursing to stay home with children (senior nurse informant 1). The DE&IR 

(1986) published a report on the arrangements for skilled migration to improve 

Australia’s self-sufficiency and economic development. Through this program, states 

were provided with funds to offer refresher and migrant skills courses for people who 

were living in Australia and already qualified but not licensed. Through these 

reforms, the federal government was now enrolled in the interests of nurse regulation, 

and therefore nurse education.  

 

Systematic approaches to the management of highly technical and scientific nursing 

work were also advanced in the quality movement. Performance standards were 

gaining support in Australian nursing following the publication of a paper by Burton 
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(1978). Burton’s (1978) work was heavily cited in accounts of nursing standards 

development. The RANF established a program of quality assurance in the late 1970s 

(Gibbs 1982). The quality assurance program addressed structures, processes and 

outcomes of nursing care. Quality assurance was a growing movement in the United 

States of America and reflected interests in efficiency and productivity. The RANF 

Quality Assurance Program was designed to help nurses “to measure and assess the 

structure, process and outcomes of practice against established standards and the 

institution of appropriate action to achieve and maintain quality” (Gray et al 1983, 

p.48).  

 

Around the time of publishing Issues in Australian Nursing (1982), Gray and Jenkins 

collaborated with Pratt on another project, related to the notion of accountability, and 

part of the RANF quality framework, the RANF Standards for Nursing Practice 

(1983a) (Practice Standards). The Practice Standards was used to demonstrate the 

quality of process or “the practice of individual members of the profession” (Gray et 

al 1983, p.5). The Practice Standards provided a new technology for the assessment 

of nursing practice, and therefore nurses. The Practice Standards was widely adopted, 

particularly by nurse educators, who were emphasising accountability in nursing 

practice. Accountability was a professional quality, linked to standards and quality, 

and further added to the argument for tertiary-level education for entry to the 

profession. This argument was aligned with reforms aimed at improving quality and 

efficiency in health care. Accountability was worked to bring together professional 

organisations and industry.  
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In July 1983, The Australian Nurses Journal published excerpts from the speech 

made by Senator Gietzelt (Minister for Veterans Affairs), confirmed by Dr Neal 

Blewitt’s (Minister for Health) Office as Health Department and Government policy. 

In his speech, the Senator advised that both the Ministers for Health and Education 

were open to persuasive arguments about the decision to transfer nursing education to 

the higher education sector. In this speech, reasons for the transfer of nursing 

education included: 

 Improve the professional status of nurses to change the current hierarchical 

status of health services, where the power is centralised with medicine; 

 The need for nurses who can adapt with new areas of knowledge and 

responsibility that will emerge in the later part of the 20th century; 

 The need for nurses to extend their role beyond hospitals, into the community 

(Gietzelt 1983). 

 

During this period, there continued to be debate in the public arenas regarding the 

need for nursing education to be in the tertiary sector. Nursing leaders continued to 

advocate for degree, rather than diploma, level education for the registered nurse. But 

opposition persisted in the public domain, sometimes triggered by other professional 

groups, such as the Australian Medical Association. Recognising this opposition, an 

article titled, “How to get the public involved in the tertiary change” (Bottorff & 

d’Cruz 1984) was published in The Australian Nurses Journal. This article provided 

suggestions on how nurses could inform their communities about the value of tertiary-

based education for nurses. Despite these tactics, public opposition to the transfer 

proved to be a significant hurdle in winning government support for widespread 

transfer of nursing education, with only limited places on offer initially.  
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There was agreed recognition by nursing leaders that each tertiary education facility 

would offer different academic content, and that this was expected (senior nurse 

informant 2). As identified by one of the senior nurses interviewed for this study,  

Some type of standard was required for all education programs and 
leaders looked to the ways that other health professions managed this 
challenge (senior nurse informant 2).  

Once the transfer of nurse education from hospitals to the higher education sector 

began in 1985, there was a realisation by regulatory authorities that there would 

“suddenly be hundreds of nurses, who have had different educational pathways, 

applying for registration at the same time each year” (senior nurse informant 3).  By 

1985, the need for a nationally agreed standard for nursing practice and nurses had 

come to be seen as urgent. 

 

4.1.1 Assessment and regulation in the context of the transfer of nursing 
education 

This history has begun with Australian nurse leaders calling for the transfer of nursing 

education into the tertiary sector, using the increases in scientific and technical 

knowledge required for nursing work as a key rationale. These nurse leaders did not 

know each other and came from different backgrounds. More than likely they were 

trained in different places in Australia and overseas. But, through their shared passion 

to professionalise the occupation of nursing, they developed relationships through 

their work in hospitals, colleges of advanced education, professional and union 

organizations, regulatory authorities and government agencies. Individuals worked 

within, and collaborated with, organised groups such as the Royal Australian Nursing 

Federation (RANF), the New South Wales College of Nursing (NSWCN), the 

Florence Nightingale Committee (FNC), and the College of Nursing Australia 

(CoNA) to make the transfer happen.  
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To classify the occupation of nursing as a profession, these nurses worked to establish 

a range of systems of accountability and assessment for practice focused on criteria 

that for them reflected ‘professionalism’.  Individual nurse leaders, such as Gray, Pratt 

and Jenkins, worked with the different agendas of government, regulatory authorities, 

hospitals, and the profession itself to align an interest in the transfer of nursing 

education into the tertiary sector. They argued in logical ways that, as with other 

professions, nursing education should be undertaken in the tertiary sector. Discussion 

of other possibilities such as upgrading hospital-based courses or having multiple 

levels of nursing education was effectively silenced. 

 

In effect, a relatively small group of women, working with each other and with others 

outside the profession, accomplished a significant feat; they built a collectivity of 

diverse organisations, with their various concerns and goals that agreed upon a 

national standard for nursing work and nurses, as well as related assessment 

technology. A national standard came to be seen as the key to meeting the agendas for 

each of the social worlds of tertiary education, regulation, and government and 

thereby facilitate the transfer of nursing education into the tertiary sector.  

 

Colleges of Advanced Education were enrolled in the pursuit of a national standard as 

part of the trials of tertiary nurse education programs in NSW, Victoria and Western 

Australia. College Principals pursed nursing education to increase federal funding of 

their colleges, thereby making a strategic formal coalition with nurse leaders. They 

needed to get the graduates of these early tertiary courses fully qualified as registered 

nurses, with few, if any, staff with experience in nursing education. They routed this 
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goal through a clear outcome standard that could inform curriculum design and 

negotiations with the profession and employers.  

 

State-based nurse regulatory authorities were enrolled in the pursuit of a national 

standard to help them address the regulation of an increasingly mobile and diverse 

nursing workforce. NRAs were confronted with issues related to cross-border nursing 

practice, the need to reduce opportunities for de-registered nurses to practice in other 

states, and the increasing numbers of qualified nurses coming from overseas and 

retirement. With the increasing numbers of applicants educated in different states and 

countries, returning to work after a prolonged periods of absence, and educated in 

different systems and curricula, regulatory authorities were increasingly interested in 

a national standard that could help them manage the regulation of an increasingly 

diverse population of nurses.  

 

The federal government was enrolled in the pursuit of a national standard to help 

them to recruit and employ qualified nurses from overseas.  Government policy was 

targeted to pursue a skilled workforce to provide efficient health services to a growing 

population. ANAC was established to evaluate nurse educational programs in other 

countries and make recommendations on those graduates as suitable to register and 

work as a nurse in Australia. To do this work, the staff required a standard that would 

be acceptable across Australia.  

 

However, the transfer of nurse education to the tertiary sector was not certain. As late 

as 1983, politicians were publicly stating their openness to other arrangements for 

nurse education. A network of people, organizations, technologies, policies, and 
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practices was essential to facilitate the transfer of nurse education. Individual nurses 

working within organizations such as professional bodies, industrial bodies, colleges 

of advanced education, regulatory authorities, and government bodies worked 

together to enrol other people and organizations in their vision for nurse education by 

creating the need for a national standard for the registered nurse. The early standards 

document, produced by nurses in an industrial organization in 1983, provided a basis 

for future standards development for representing nurses and nursing work. The 

production of this first national standard, in concert with various arguments published 

in nursing journals and textbooks, paved the way for a national approach to nursing 

regulation and recruitment as well as education. As such, the idea of competence 

provided a solution to the challenges emerging in nursing. 

 

4.2 THE IDEA OF COMPETENCE 

In 1984, From Novice to Expert was published. This American textbook introduced 

the idea of competence and competencies through exemplars from nursing practice 

(Benner 1984). It was highly lauded internationally as a work that described how 

nurses develop intuitive forms of knowing from practical experience. It articulated 

nursing work in a non-reductionist way, describing richness in nursing practice. These 

descriptions captured the imaginations of academic and clinical nurses alike.  

 

By ANRAC 1984, the Federal and state governments had agreed to phase in tertiary-

based education for nurses. But there continued to be no agreement about how to 

measure the performance of nurses who graduate from tertiary courses in order to 

meet the requirements of state NRAs. The RANF Practice Standards (1983) was 

published by an industrial body and as such were not acceptable to NRAs or tertiary 
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education facilities; a new document was required to bring together the interests of 

each of the social worlds. As there was a transition period, which lasted ten years to 

1994, the need for performance measures that worked for both hospital and tertiary 

educated nurses was imperative.   

 

Nurse academics responsible for tertiary programs worked to develop performance 

measures for their graduates, with the view that these measures would be acceptable 

to the NRA. For example, University of Western Sydney Macarthur developed 

competency standards for their diploma program in 1985 (described by McMillan et 

al 1995), which were later considered by the NSW Nurses Registration Board. The 

Queensland Board of Nursing Studies commissioned Williams to develop 

competency standards for the purpose of entry onto the register (Williams 1989).  

Two of the largest, and most powerful states, New South Wales and Queensland, 

were moving towards competency-based assessment methodology.  

 

By ANRAC 1986, the transfer of nursing education was well advanced and a 

significant nursing shortage had emerged due to the loss of paid student nurses in 

hospitals. Industry undertook an unprecedented international recruitment campaign to 

fill nursing positions. ANAC was increasingly interested in the regulation and 

education of nurses. The standards and processes used to assess nurse performance 

were not only important for regulating the many different nursing graduates of tertiary 

courses in Australia, but they would also be utilised to assess nurse performance for 

nurses who qualified overseas. Federal government’s continued interest in 

competence contributed to competence becoming a politico-industrial, as well as a 

professional and regulatory, matter.  
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At ANRAC 1986, a national set of competencies that could be used to regulate nurses 

and nursing practice, seemed a natural development. Leading up to ANRAC 1986, 

there was two years of industrial action, a looming nursing skills shortage, and public 

criticism of nursing care since the transfer of nursing education had begun. Despite 

this local unrest, international publications such as the International Council of 

Nurses Report on Regulation, by Styles (1985), which advocated standards for 

regulation of the profession and Benner’s (1984) Novice to Expert, outlining a 

competencies approach to categorising nursing practice, most likely provided further 

impetus for Australian nurse leaders to align with a competencies standards approach.  

 

By the 1986 ANRAC meeting, most NRAs expressed the value of a national 

competency approach, specifying that any new national standards would need to be 

consistent with current practices. Agreement, although not unanimous, was reached. 

Of note at this meeting was the representative of the small, less powerful South 

Australia NRA. Gray, the same nurse leader who had worked to develop RANF 

Practice Standards, who co-edited textbooks that outlined the complex nature of 

nursing work, who was a member of the College of Nursing, Australia and the NSW 

College of Nursing, and who was working at Flinders University of South Australia 

(eventually becoming Dean) agreed to coordinate a working party. The working party 

would be known as the Competencies Steering Committee, with representation from 

each NRA. Gray stated that the working party was charged “to draw together existing 

documentation regarding competencies, with a view to developing nationally 

accepted minimum competencies for first and second level nurses” (ANRAC 1986, 

p.23), where first level nurse indicates the Registered Nurse and second level nurse 
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refers to the Enrolled Nurse. After ten years, from 1976, there was NRA agreement to 

a national approach to standards development and the concept of competence was 

adopted as the obvious vehicle.  

 

4.2.1 Competence and appeal to multiple audiences 

Star and Greisemer (1989) suggest that consensus is not necessary for cooperation or 

successful conduct of work. Rather, the integrity of information for diverse audiences 

needs to be ensured. Gray, from a relatively small NRA that had no history of either 

supporting or rejecting a competency framework, embodies the interests of many 

professional organizations, the tertiary sector, and the regulatory community. She also 

has a historical relationship with the industrial body. In other words, Gray can be seen 

to travel comfortably in multiple social worlds. By participating in several social 

worlds at once, Gray presents the ANRAC Competencies as a boundary object, a term 

from Star and Greisemer (1989). Through gifted rhetoric, Gray effectively creates a 

need for national standards in each community, and the ANRAC Competencies 

become an object that is useful to address the problems challenging individuals 

working in multiple social worlds. She contributes significantly to the development of 

shared interests and language and facilitates communication between the groups. 

Gray’s contribution is her ability to enrol the interests of diverse social worlds into a 

single framework for performance assessment that can be applied across the country. 

In this way, she is a central figure in Australian nursing in this period of history.  

 

The ANRAC Competencies Steering Committee, under Gray’s leadership, held three 

workshops over 18 months. Representatives from State and Territory NRAs, many of 

whom held academic positions, participated in the workshops. Federal government 

 
112



representatives from the Federal Department of Health and ANAC participated in the 

workshops. Following the third workshop, participants agreed to a final list of 

competencies.  

 

Gray presented the final list of competencies to the next meeting of ANRAC in 1988. 

The Committee recommended that regulatory authorities adopt the competencies for 

registration of nurses and that work be continued to develop a project to identify 

assessment processes for the competencies. The work of the Committee, in 

developing the competencies, is reviewed in the following section.  

 

4.3 DEVELOPING THE ANRAC COMPETENCIES 1988 

Bowker and Star (2000) argue that there is more at stake, epistemologically, 

politically and ethically in the day-to-day work of building classification systems and 

producing and maintaining standards than abstract arguments about representation. As 

a system for classifying individual nurse performance, building the first competencies 

list was delicate work. Over a period of 18 months, nurse leaders met and debated 

what should be included in, and what should be left out of, the final competencies list. 

Although this debate is not well recorded, analysis of the kinds of standards that 

existed at the time provides some indication of the politico-ethical nature of decisions 

that were made. 

 

When analysing the agreed list of competencies, it is important to note what is present 

and what is absent. The Requirements for the Registration and Enrolment of Nurses in 

Australia (1988) [hereafter called the ANRAC Competencies 1988] was a 

classification of nursing practice. The ANRAC Competencies 1988 were not labelled 
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as standards per se. However, the Competencies Steering Committee recommended 

that state and territory NRAs should use the competencies to regulate nursing in their 

respective jurisdictions. As such, it is important to examine what was included and 

excluded in this list. Comparison to other published standards facilitates this analysis. 

For the purpose of analysis and to give a sense of the political and ethical decisions 

made as they were constructed, the ANRAC Competencies 1988 are compared with 

two other documents, acquired as part of the research: the RANF Standards for 

Nursing Practice  (1983) and the NSW Nurses Registration Board Competencies to be 

Developed in College Basic Nursing Programmes (1986), which were derived from 

the University of Western Sydney MacArthur list. A brief description of each 

document is found in Table 7.  

Table 7. Overview of selected documents designed to regulate nurses’ work 

RANF Standards for 
Nursing Practice (1983) 

NSW Nurses Registration 
Board Competencies to be 

Developed in College 
Basic Nursing Programs 

(1986) 

ANRAC Competencies 
(1988) 

3 standards 7 competencies, with 
graduate outcomes 

17 competencies 

55 behaviours 31 objectives 67 sub-competencies 

 

The matter of practical assessment of qualified nurses was raised at ANRAC 1980. 

The NSW assessment instruments, designed by educational researchers, were claimed 

to be “a non-subjective way of testing the nurses’ performance on the job” (ANRAC 

1980). The value of objectivity in this period was revealed in the behaviourist 

approach to educational design. Behavioural objectives were popular amongst 

educationalists in this period, drawing on the taxonomy created by Bloom in 1954 

(Krathwohl, Bloom & Masia 1964). Behavioural objectives were valued in teaching 
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because the purpose of teaching was to produce a change in behaviour (Roberts 

1977). Behavioural objectives were thought to increase teacher efficiency by breaking 

broad content down into manageable and meaningful pieces (Roberts 1977). The 

expected change in behaviour was thought to provide a well-defined standard for 

judging whether learning has occurred, making them attractive to regulators interested 

in assessing whether nurses applying for a license to practice are able to practise. 

 

The RANF Standards (1983) uses the language of behaviours. These standards 

explicitly state that the registered nurse in any practice setting will exhibit the 

specified behaviours. Assessment of the behaviours was seen to be a simple matter of 

observation and of making the assessment process objective in that two people could 

observe the same behaviour and arrive at the same judgement regarding the standard.  

 

But a case against behavioural objectives was emerging (Roberts 1977). One nurse in 

particular published her concerns about behavioural objectives; Cameron (1978) 

argued that assessment against behavioural objectives can reduce the nurses’ 

responsibility for their actions and that the focus on behavioural objectives may 

produce “an efficient nurse who carries out routines promptly but who does not have 

the awareness to reach out to the patient as a person” (Cameron 1978, p.43). As seen 

in Table 8, the language of many of the behaviourist statements found in the RANF 

Standards (1983) was changed in the ANRAC Competencies 1988. The active 

movement away from behavioural objectives was purposeful. In the following two 

years, while assessment technologies were developed, this shift became a focus for 

debate. 
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Table 8. Examples of statements from ANRAC 1988 and RANF 1983. 

ANRAC Competencies 1988 RANF Standards 1983 

Recognises the value of research (C16) Contributes to nursing research (S1.10) 

Demonstrates ethical behaviour in 
nursing practice (C14) 

Complies with the profession’s code of 
ethics (S1.1) 

Functions in accordance with 
legislation and common law affecting 
nursing practice (C2) 

Functions in accordance with 
legislation (S1.2) 

Practices within limits of own abilities 
and qualifications (C4) 

Practices within own ability (S1.5) 

Demonstrates accountability for 
practice (C13) 

Evaluates own practice and engages in 
peer review (S1.7) 

 

The development of the ANRAC Competencies 1988 reflects those categories of 

practice related to the criteria for professionals (see Flexner 1915/2001). In 1910, 

Abraham Flexner, an educationalist, wrote an influential report on the status of 

medical education in the United States of America (USA). The report was initiated by 

the American Medical Association (AMA), which was promoting medical education 

reform as a means to increase professional status (Beck 2004). The AMA was intent 

on eliminating medical schools that would not adopt the emerging scientific practices 

of antiseptic surgery, vaccination and public sanitation (Beck 2004). As a result of the 

report, over 90 U.S. medical schools were closed over the next 25 years, with those 

affiliated with a university surviving. Flexner’s unique contribution was to promote 

educational reform as a public health measure (Beck 2004), but in doing so other 

forms of medical education such as naturopathy, homeopathy, and osteopathy were 

ceased. Flexner’s recommendations to change the admission standards for medical 

schools to require a high school diploma as a minimum standard, reduced the number 

of medical schools, increased the length of medical education ensured affiliation with 
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universities, and effectively excluded all but upper middle class men from medical 

education.  

 

In a similar vein, other occupational groups, including nurses, were interested in 

raising their professional status. In 1915, Flexner addressed the Charities and 

Corrections national conference and provided six traits of a profession (Flexner 

1915/2001). These traits included (1) intellectual operation with individual 

responsibility, (2) derive raw materials from science and learning, (3) work raw 

materials to practical and definite end, (4) possess an educationally communicable 

technique, (5) tend to self-organisation, and (6) increasing altruistic in motivation. As 

with the medical community in 1910, the Australian nursing community in the 1980s 

was seeking to increase the professional status of nursing. The ANRAC Competencies 

1988 incorporated many of those criteria advanced by Flexner.  

 

In each of the three documents selected for analysis, consistency with the professional 

project was found. Examples are found in Table 9. The nursing process1, actively 

promoted as a scientific approach (Orlando 1961; Humphris 1979), is implicit in each 

set of competencies/ standards. Research and, in the case of the RANF Standards 

(1983), quality are raised in each of the documents, reflecting an international trend 

towards increasing research, and hence the scientific and technical knowledge base 

claimed by nursing leaders. The regulation of practice, through legislation, is also 

noted in each document. Finally, the obligation to promote safety to the individual, 

and vicariously to the public, is emphasised. 

 

                                                        
1 The nursing process includes four stages: assessment, planning, implementation and 
evaluation.  
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Table 9. Competencies and the professional project.  

Professional 
project 

1988 ANRAC 1983 RANF 1986 NSWNRB 

Four competencies 
dedicated to the 
nursing process 
(C5-8). 

Uses the nursing 
process to classify 
practice (S3) 

Use of scientific 
terminology: 
problem-solving 
approach (C1&2).  

Conceptualise 
nursing work using 
concepts of science 
and technology 

Recognises the 
value of research 
(C16) 

Contributes to 
nursing research 
(S1.10) 

Demonstrate an 
ability to 
understand research 
methodology 
(objective in C7: 
Management) 

Practice is 
regulated by 
legislation 

Functions in 
accordance with 
legislation and 
common law 
affecting nursing 
practice (C2) 

Functions in 
accordance with 
legislation (S1.2) 

Legal & ethical 
responsibility 
grouped together in 
one objective under 
the competencies 
of intervention & 
safety (C2&3) 

Obligation to 
protect the public/ 
public trust 

Acts to promote 
and maintain safe 
nursing care (C3) 

Maintains rights 
and safety of 
patient (S1.3) 

Safety is a 
competency with 
several objectives 
(C3).  

 

 

In their theory of classification systems, Bowker and Star (2000) encourage the 

analyst to identify what has been left out of the final version of the classification 

system. They argue that this directs attention to politico-social influences at work in 

classification design. In order to see what was left out or added in the ANRAC list, 

analysis of the ANRAC Competencies 1988 using the two lists published in the five 

preceding years, the NSWNRB Competencies (1986) and the RANF Standards (1983) 

was undertaken.   
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The NSWNRB Competencies (1986) were the only standards, of the three compared, 

which included a competency (objective) related to the performance of clinical 

procedures. The ANRAC Competencies 1988 list excluded nursing practices per se. 

The somology of nursing (Lawler 1991), also known as the ‘dirty’ work of nursing, is 

not visible in the other two lists.  The absence of any reference to the actual practices 

of nursing work, the ways that nurses work with others’ bodies, presents a challenge 

for clinical nurses. Clinical nurses work with other people’s bodies in intimate ways 

and yet this essential work does not clearly come under the categories in any of the 

three lists reviewed. Rather it is implied in the application of scientific knowledge in 

ways that are safe for the individual and community. The clinicians’ and public 

interest in the practices of nurses is not counted in the final ANRAC Competencies 

1988. Specific elements from the RANF Standards (1983) and the NSWNRB 

Competencies (1986), which were left out of the final version of the ANRAC 

Competencies, are outlined in Table 10.  

Table 10. Elements left out of the final version of ANRAC Competencies 

Item Document 

Acts to rectify unsafe nursing practice (S1.4)  

Uses resources effectively & efficiently (S1.6) 

….and engages in peer review (S1.7) 

Participates in quality activities (S1.9) 

Participates in activities of the profession’s organizations 
(S1.13) 

… promotes the profession to the community (S1.14) 

1983 RANF 

Demonstrate an ability to perform clinical nursing 
procedures (C2 objective) 

1986 
NSWNRB 
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Six of the 14 behaviours under Standard 1 (professional obligations) in the RANF 

Standards (1983) were left out. Nurses working in large health bureaucracies have 

little control over many of the systems that control their work. By removing the four 

elements related to systems that control nursing practice, the risk of increased 

bureaucratised control and proletarianization of practice was raised. Further, removal 

of an imperative to participate in the promotion of nursing through professional 

bodies and the community, respects individual nurse rights to choose but may also 

reduce full participation of all nurses in those organizations that purport to represent 

nurses. Through this exclusion, the visibility and power of nursing organisations in 

the medical hierarchy became effectively reduced. Finally, the ability to perform 

clinical procedures, very important to the NSW NRA, which had expressed concern 

about the practical skill of tertiary-educated nurses at ANRAC 1986, was also lost in 

the final translation. Skills were seen as vocational, not consistent with a tertiary 

education, and easily learned ‘on the job’ after graduation (Clare 1993). The concerns 

of the NSW NRA were similar to those of the general public, the highly valued skills 

of nurses were not counted in the new list and were therefore not explicitly required in 

the tertiary education programs responsible for educating nurses.  

 

Whilst some competencies were deleted, it is significant that two new competencies 

appeared in the ANRAC (1988) list that were not present in either of the other two 

documents. These were: 

• Demonstrates a satisfactory knowledge base (C1); and 

• Assists individuals or groups to make informed decisions (C11). 

The inclusion of ‘satisfactory knowledge base’ may reflect NRA concerns about 

diverse curricula in a tertiary environment and seeking some national guarantee of 
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what is important for nurses to ‘know’. The second is the involvement of nurses in 

patient-decision making. These inclusions privilege university education by making 

knowledge, and in particular critical thinking skills required for decision-making, 

explicit. Through these inclusions, the pursuit of professional status is justified.  

Table 11. ANRAC Nursing Competencies Project Chairperson, Conveners, and 
participants 

 
Ms Genevieve Gray (Chairperson) 
Deputy Chairperson, Nurses Board South 
Australia (NBSA) 
 
Ms Robyn Wysocki (Convener) 
Nursing Officer – NBSA 
 
Mrs Fran Ronen (Convener) 
Nursing Officer – NBSA 
 
Ms Kathy Hayes 
Board member – Northern Territory 
 
Dr Elizabeth Cameron-Traub 
Board member – Northern Territory 
 
Ms Rhea Hitchins  
Executive Nursing Officer, Nurses Board 
Western Australia (NBWA) 
 
Ms Jan Lubout 
Education Officer – NBWA 
 
Miss Sue Cameron 
Board Officer – Queensland 
 
Ms Barbara Hartwig 
Board member – South Australia 

 
Miss Maureen McGrath 
Chairperson, NSW Board 
 
Miss Jan Dent 
Board Officer – NSW 
 
Mrs Elizabeth Porra 
Board member – ACT 
 
Mrs Lyn Dudgeon 
Board member – Tasmania 
 
Miss Margaret McKinnon 
Council Member – Victoria Nursing 
Council (VNC) 
 
Mr Robert Kilpatrick 
Education Officer – VNC 
 
Mrs Susan Hendry & Mrs Margaret 
Allwright  
Australian Nurse Assessment Council 
 
Ms Chieko Sakamato 
Nursing Section, Department of Health, 
Canberra 
 
 

 

A second focus for analysis is the membership of the Committee that produced the 

ANRAC Competencies 1988. In the list found in Table 11, membership of the 

ANRAC Competencies Project included representatives of each of the NRAs, the 

ANAC, and the Federal Department of Health. Two of the many individuals who had 
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contributed to the argument for the transfer of nursing education to the higher 

education sector, through various publications, are present, Gray and Cameron. 

Specifically, Gray was one of the authors of the RANF Standards (1983) and 

Cameron (1978) argued against behavioural approaches to practice assessment. The 

non-inclusion of clinical nurses or consumer representatives from the meetings 

reinforced the silencing of their voices during the development of the ANRAC 

Competencies 1988.  

 

The work of this section shows the political and ethical influences on the ANRAC 

Competencies (1988) as a classification system by showing who is advantaged by 

what is included and excluded in the competency lists. Bowker and Star (2000) argue 

that the architecture of classification schemes is simultaneously informatic and moral. 

The list tabled at ANRAC 1988 primarily provided for the interests of the tertiary and 

regulatory sectors. The ways that nurses engage with people’s bodies, the dirty work, 

is not explicitly counted in the final list. The specific practices and skills of daily 

nursing work are excluded from the list; they are secondary to knowledge and critical 

thinking. Further, the day-to-day physical work with patients and their families is 

implicit rather than clearly stated. The classification system potentially excludes 

clinical nurses and the general public, two social groups who opposed the transfer of 

nursing education into the tertiary sector.  

 

The ANRAC Competencies 1988 list for registered nurses was presented, with the list 

for enrolled nurses, at the 1988 ANRAC meeting in Brisbane. All NRAs, except 

Victoria, supported the recommendation to approve the list for the purpose of 

registration of nurses in Australia. Victoria, unlike the other large states of NSW and 
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Queensland, had not undertaken competency development locally. There was further 

agreement at the meeting for a project to identify the assessment processes for the 

newly adopted competencies. Gray’s Competencies Steering Committee was given 

responsibility for this work, to be presented at ANRAC 1990. The track for 

competence as a framework for nursing assessment was established.  

 

4.4 COMPETENCIES DEVELOPMENT 1989-1990 

Following the decisions of ANRAC 1988, The Competencies Project Steering 

Committee began their work. This section shows how the Competencies Project 

continued to bring together the interests of the NRAs, profession and government. In 

this section, I follow the ANRAC Competencies 1988 as they are tested in practice and 

revised by the assembled research team commissioned by the ANRAC Competencies 

Project Steering Committee (hereafter called the Project Steering Committee).  

 

The first meeting of the Project Steering Committee was in July 1988, where 

representatives of each NRA and ANAC again met for two days to develop the 

Committee’s Terms of Reference and begin their work.  Representative membership 

of this group was unchanged from the previous group that developed the ANRAC 

Competencies 1988 list. At this meeting, the Project Steering Committee determined a 

timeline for the project, agreed to advertisement of expressions of interest in the 

project, and clarified funding for the project. $50,000 was budgeted and contributions 

from each NRA was calculated based upon percentage of national nurse registrants, 

with the larger states, Victoria and NSW, carrying responsibility for contributing over 

half of the funding for the project (26.5% each). By August 1989, the project budget 

increased to $131,000, with financial contributions committed by the NRAs, COPQ, 
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ANAC, ANF (Qld), FNC, and ANF (SA). The commitment to the national 

competencies by a diverse range of interest groups was further reinforced through 

these financial contributions. 

 

The Project Steering Committee met three monthly, with each NRA and ANAC 

supporting the attendance of representatives. In January 1989, the Steering Committee 

unanimously accepted the University of Queensland proposal to undertake the 

research. The research team consisted of academic educational researchers, and 

included two registered nurses. The project was subsequently named, The Nursing 

Competencies Assessment Project (NCAP). This project provided a lever for several 

members of the research team who continued to develop their careers in the areas of 

regulation and competency assessment (as will be discussed in Chapter Five).  

 

During the time of the project development and final report, the interest in 

competency technology for assessment of nurses was increasingly influenced by the 

calls for a national approach to regulation, from both the industry (through the RANF) 

and government (through the National Office of Skills Recognition – NOOSR). An 

agreed national standard for the registered nurse captured the imaginations of nurses 

and government alike. But again, the need for national regulation was not a natural 

progression; national regulation was in the interests of individuals and organisations 

situated in diverse social worlds.  

 

The International Council of Nurses (ICN) commissioned Styles to develop a 

discussion paper on the regulation of nursing. This paper, published in 1985, outlined 

the need for national standards to enable regulation of nursing. The RANF, at the time 
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a member body of ICN, worked to advance the need for a national standard through a 

range of editorials such as: 

• Staunton (1989), Secretary of the ANF NSW Branch published in Australian 

Nurses Journal on the piecemeal state-based approach to regulatory 

legislation; and 

• Beaumont (1990), ANF Federal Secretary, wrote an Australian Nurses 

Journal editorial on the need for national recognition of nurse’s registration 

and a shared database to achieve award conditions for nurses that recognise 

nurse mobility (between jurisdictions), national standards, and definitions for 

various levels of nursing practice.  

 

At the 1990 ANRAC meeting, the now ANF2, again reiterates the need for a 

regulatory framework in Australia that is nationally consistent, coherent and combines 

state and territory functions with national functions. Beaumont and Staunton present 

their concerns in a report to the meeting. At the 1990 meeting, Styles is a guest 

observer and through her physical presence provided a strong connection to the ANF 

position. 

 

Joining the industrial and professional calls for a national approach, the ANAC 

representative on the Steering Committee raised the need for a national register and 

argued that the national competencies provided a vehicle to advance the national 

register at the January 1989 Project Steering Committee meeting. In August 1989, 

Allright, the ANAC consultant for a feasibility study into the establishment of a 

national register, was invited to inform the Steering Committee of her work. When 

                                                        
2 The ‘Royal’ has been dropped. 
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ANAC was taken over by NOOSR in 1989, the issue of national competencies for the 

professions became a more significant federal government interest.  

 

NOOSR was established in 1989 to provide advice about skills recognition to 

prospective migrants and to those living in Australia who qualified overseas. NOOSR 

operated within the Federal Department of Employment, Education and Training 

portfolio and took over the functions of ANAC. NOOSR provided policy and 

financial support to improve the assessment functions within professional 

occupations, seen to be a significant hurdle to ensuring adequate skill for an 

economically self-sufficient Australia. To create an evidence-base that might 

convince the professions of the need to adopt a competency-based approach to 

assessment, NOOSR commissioned a series of papers on competence as a framework 

for professional assessment (see Chapter Five). The Nursing Competencies Project 

was highly valued by NOOSR, and informed several of these reports.  

 

Through the research to develop assessment technology for the assessment of 

competencies, the original competencies list underwent changes. A revised list was 

tabled as part of the report to ANRAC in 1990 (specific revisions are identified later 

in Table 12). Four recommendations were made, and supported, at the ANRAC 1990 

meeting: 

1. Adopt and distribute the revised competencies; 

2. Accept and distribute the final report on NCAP; 

3. Undertake action research to improve the exemplar pool and refine the 

assessment technology; and 

4. Design a professional development program.  
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The revised ANRAC Competencies 1990 were widely distributed through the NRAs 

and the final NCAP report was officially published. Action research and a 

professional development program were considered to be the next stage and are 

discussed in Chapter Five. At this same meeting, the SA NRA, influenced by Gray 

(Deputy Chair, South Australia Nurses Board), proposed the establishment of a 

national regulatory body, to be called the Australian Nursing Council. Although not 

debated at this meeting, the proposal is investigated and the ANCI is established in 

1992. The next section shows how the ANRAC Competencies 1990 were re-shaped 

through the NCAP research project.  

 

4.5 1990 COMPETENCIES FOR THE REGISTERED NURSE 

Continuing with the analytical method of Bowker and Star (2000), this section 

describes the changes made from the original 1988 competencies list to the 1990 list. 

The ANRAC Competencies (1988) consisted of 86 sub-competencies grouped into 17 

competencies. The competencies were published in a single document with the 

competencies for the Enrolled Nurse. There was a foreword discussing the need for 

the competencies, a philosophy for nursing, and statements pertaining to the role of 

the Registered and Enrolled Nurse. The competencies are then listed.  

 

In August 1989, the NCAP team suggested a regrouping of the competencies into five 

domains: member of profession, reflective practitioner, nursing process, 

teaching/advocacy/helping, and member of health care team. Grouping the 

competencies into these domains, as well as domains provided by the Queensland 
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Competencies (Williams 1989), were provided as alternative presentations in the final 

report.  

 

The final competencies list (1990) had 93 sub-competencies grouped into 18 

competencies. The domains, as noted earlier, were optional in the report. The final 

publication, circulated to NRAs, consisted of a preamble, philosophy, and statement 

pertaining to the role of the Registered Nurse. In the competencies list were two pre-

requisites for registration: 

• Successfully completes an approved educational programme; and 

• Fulfils the assessment requirements of the nurse registering authority.  

 

Over the 18 month development of the competencies, from commissioning University 

of Queensland in January 1989 to final publication in October 1990, there were a 

number of negotiations between the NCAP team and the Competencies Project 

Steering Committee regarding inclusions and exclusions on the competencies list. The 

changes shift over time and some are highlighted in Table 12. Through their 

fieldwork, the NCAP team became aware of the limitations of the ANRAC 

Competencies 1988. The NCAP team were trying to represent what they inferred, 

from observing practice and talking with assessors, into competencies. The Project 

Steering Committee made the final decisions about what remained in the list and had 

significant influence on the report submitted to ANRAC 1990.  
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Table 12. NCAP competencies 1989-1990  

November 1989 March 1990 

Missing competencies identified & agreed 
to add: 

• Managing multiple patients; 
• Manager & leader skills for 

supervision; 
• Dealing with relatives, visitors & 

general public; 
• Expand nursing diagnosis in 

planning; 
• Therapeutic communication & 

counselling; and 
• Nurse as a role model. 

Agreed to add/change: 
• Focus on environment; 
• Individuals and groups woven 

throughout; 
• Leadership and role model 

combined; 
• Nursing diagnosis replaced 

with systematic approach; 
• Communication; 
• Collaboration with health care 

team; and 
• Effectively manages care of 

multiple patients.  

Missing competencies identified & not 
agreed to add: 

• Caring, empathy, sensitive; 
• Political action;  
• Patient as a passive actor inferred; 

and 
• Psychomotor competencies. 

Not agreed: 
• Domains from NCAP or 

Williams (1989)  

 

In analysing the difference between the two competencies lists, 1988 and 1990, there 

are individuals and groups who are possibly advantaged by inclusions. Academics 

and organizations are advantaged through an emphasis on systematic approaches to 

practice, accountability, research, collaboration with other team members, and 

effective management of nursing care. Professional bodies, and the professional 

project are advanced through ethically justified practice, accountability, professional 

development of self, and research. However, these inclusions continued to 

disadvantage clinical nurses who did not necessarily practice using the nursing 

process, who struggled with the nursing shortage to deliver holistic nursing care.  
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In analysing what is left out of the final list, exclusion of specific psychomotor 

competencies is inclusive of nurses working in a wide variety of specialty areas. 

However, the exclusion of nursing as caring, sensitive work hides the feminist aspects 

of the work in favour of a techno-scientific view. And when the patient is represented 

as a passive actor, patients who seek autonomy are further disadvantaged while 

bureaucracies are empowered. Although this analysis is relatively simple, it shows 

how the competencies are made to work to shape practice as well as represent that 

practice. This is explored further in Chapters Seven and Eight.  

 

In Chapter Four, I showed how competence is not a natural state of being that can be 

taken-for-granted as an established truth. Competence works to advance the social 

and political interests of many institutions, organizations, and individuals, while 

limiting those of others. Individuals networked through hospitals, colleges of 

advanced education, professional organizations, and nurse regulatory authorities. In 

particular, Gray, Pratt and Jenkins worked with the agendas of government, nurse 

regulatory authorities, hospitals and the nursing profession to align their interests in 

the transfer of nursing education into the tertiary sector. They accomplished this by 

publishing a significant textbook, which advanced nursing as a profession with a 

scientific and technical knowledge base and publishing the original national 

assessment technology, the RANF Standards for Nursing Practice (1983). Indeed, 

Gray worked the ANRAC Competencies as a boundary object. In her work bringing 

together the interests of different groups, Gray presented the ANRAC Competencies as 

a shared language to be effective in addressing challenges arising in different social 

worlds.  
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In this chapter, I showed how the two versions of the ANRAC Competencies 

effectively silenced the voices of clinical nurses and nursing practice in favour of the 

professional project. This shift advanced the interests of professional bodies and 

academic nurses. Their interests were aligned with the federal government’s desire for 

national regulation; the ANRAC Competencies went some way to a future without a 

state-based approach to the regulation of nurses.  

 

In Chapter Five, how these competencies came to be reified as the national standard, 

despite competition from other competencies, is explored. The genealogical approach, 

drawing upon methods from Bowker and Star (2000) and Clarke (2005) is continued.  
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Chapter Five 

The competencies are reified 

 

This chapter continues the genealogy of competencies, describing the practices and 

networks that contributed to making the competencies robust in a constantly changing 

politico-social environment. In the period 1990 to 2000, the federal government was 

advancing microeconomic reform to build Australia’s skilled workforce, create career 

advancement for workers, and ensure Australia had the workforce skills to compete in 

a global marketplace. The transfer of basic nursing education from hospitals to the 

higher education sector was completed in 1994. The ANRAC Competencies (1990) 

undergo several minor transformations in this period, to ultimately become the ANCI 

Competency Standards for the Registered Nurse 3e (2000). This chapter addresses the 

research question, “How did the ANCI Competency Standards become embedded 

across the many social worlds of nursing and remain robust?” 

 

This chapter continues to focus on the professional change and continuity in the 

activities of different people and organizations collectively involved in creating and 

stabilising representations of competence. For this chapter, I am treating the 

competency standards lists as a system for classifying nursing work. To do this I 

continue to draw upon Bowker and Star’s (2000) approach to analysing classification 

systems, introduced in Chapter Three and begun in Chapter Four. In their analysis of 

the Nursing Interventions Classification (NIC), Bowker and Star (2000) showed how 

various stakeholders influenced the shape of the NIC, that the reading of classification 

schemes as political and cultural productions was crucial to the design process. They 

concluded that any classification system can be read in this way to support the thesis 
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that all category systems are moral and political entities. This chapter provides a 

reading of the ANRAC Competencies (1990) and the ANCI Competency Standards 

editions 1 (1994), 2(1998), and 3 (2000).  

 

By following the ANRAC Competencies and then the different editions of the ANCI 

Competency Standards and how and where each is used and shaped, I show that these 

classification systems are negotiated – they are at once informed by, and resistant to, 

new forms of social and natural knowledge. The ways that the ANRAC Competencies 

and then the ANCI Competency Standards are used as a technology is interwoven 

with the changes that occur in nursing and in health care. Situational analysis (Clarke 

2005) is used to make salient the invisible social and political worlds in the network 

with this competency assessment technology.  

 

In this chapter, I follow the ANRAC Competencies and then the ANCI Competency 

Standards as they are developed and used. Although following a timeline, this is not 

intended to be an historical description in the traditional sense. Rather, this story 

intends to make visible the controversies and negotiations that were worked by 

individuals, organizations and institutions to reify the competency assessment 

technology and competence in nursing. The changes that occur within the competency 

project, those that are easily seen and well described in the scholarly literature, as well 

as those that are hidden and subtle, are mapped. Using Actor Network Theory (Latour 

2005), I call these changes ‘translations’. As in the previous chapter, this story is 

complex and messy. It reflects the complex network of objects, people, relationships, 

and agendas that are at work during the period 1990 to 2000.  
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The data for this chapter is drawn from minutes of meetings and a literature review 

for the ten-year period 1990 to 2000 as well as interviews with senior nurses, who 

were involved with competency development as a national leader during this period 

(Interviews 1 to 5). As with Chapter Four, I developed situational analysis maps to 

assist with data analysis (Appendices 6 and 7).  

 

1990 was the year in which the first ANRAC Competencies were published. Despite 

plans for a five-year review period for the ANRAC Competencies (1990), the first 

complete revision of the competencies was endorsed by all state and territory Nurse 

Regulatory Authorities (NRAs) in May 2000. In Chapter Five, I map the 

contingencies and negotiations that shaped the three editions of the ANCI Competency 

Standards. The final, third edition of the ANCI Competency Standards (Appendix 1) 

was in use for my field research undertaken in 2005 and described in Chapters Six, 

Seven, and Eight. 

 

5.1 ECONOMIC CLIMATE 

This story begins where Chapter Four ends, the publication of the ANRAC National 

Competencies for the Registration and Enrolment of Nurses in Australia in 1990. The 

18-month National Competencies Assessment Project (NCAP) is completed and a 

three-part report (Butler 1990 et al) is accepted at the 1990 meeting of ANRAC in 

Adelaide. This was the first national policy decision made by the Australian nurse 

regulatory authorities and with this decision, the role of ANRAC shifted from 

information sharing only (Senior nurse informant 3).  
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But handing over the competencies was not a simple transaction. Butler, who led the 

University of Queensland research team had recently published a description of the 

project (Butler 1990) as part of a series of competency publications by the recently 

established National Office of Overseas Skills Recognition (NOOSR). This 

publication was specifically against the agreement undertaken with the ANRAC 

Competencies Project Steering Committee, chaired by Gray. The agreement was that 

there would be no publications until the ANRAC Competencies were published. 

Control of the nursing competencies has been contested ever since. Although staff at 

the University of Queensland continued to work with ANRAC on the competencies 

project, Butler was excluded from future work with the nursing group because of his 

breach of the contract regarding the timing of publications from the commissioned 

research. 

 

NOOSR commissioned a series of research papers on competencies, including 

Butler’s (1990) paper, with eight papers published between 1990 and 1993. This 

series was written mainly by academics in the field of vocational education. Having 

just transferred nursing education into the academic sector, individual nurses and 

professional nursing organisations were not eager to have their work published as part 

of a vocational agenda (Senior nurse informant 1).  

 

The federal government established NOOSR to administer its policy position on 

national standards for professional practice. The microeconomic reforms begun in the 

previous decade were accelerating in a bid to keep Australia competitive in a global 

marketplace. How Australia could best use and more readily recognise the pool of 

under utilised migrant skills in our community was a core issue in the federal 
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government’s microeconomic reform agenda. In 1991, The Keys Report, entitled 

Migrant Skills Reform Strategy: Progress Report 1991, emphasised the value of 

national competency standards for Australia to secure the untapped resource of 

migrants living in Australia. However, Bartlett, another member of the original NCAP 

team later argues that locating the competencies in the nursing profession within an 

agenda of microeconomic reform was essential to the adoption of the competencies 

by the Australian nursing community (Bartlett 1992). Separating the professional 

project from vocational necessity grounded in a ‘skills’ shortage continues to 

challenge nursing organizations.  

 

Microeconomic reform was not only directed at determining a standard for nursing 

practice that would facilitate the use of a skilled migrant workforce; it also meant 

increasing competition. Prime Minister Bob Hawke, in a Ministerial statement, 

“Building a Competitive Australia”, issued on 12 March 1991, observed that:  

The Trade Practices Act is our principal legislative weapon to ensure 
consumers get the best deal from competition. But there are many areas of the 
Australian economy today that are immune from that Act: some 
Commonwealth enterprises, State public sector businesses, and significant 
areas of the private sector, including the professions. 

This patchwork coverage reflects historical and constitutional factors, 
not economic efficiencies; it is another important instance of the way we 
operate as six economies, rather than one. The benefits for the consumer 
of expanding the scope of the Trade Practices Act could be immense: 
potentially lower professional fees, cheaper road and rail fares, cheaper 
electricity. 

Like other professional groups, nursing’s monopoly on nursing work was at risk. In 

this policy environment, the health industry was enabled to employ workers, other 

than nurses, to do nursing work. The unregulated health care worker was introduced 

in many facilities to undertake “personal care” work. Such role substitution was 

considered a threat to the profession (Gleeson 1998).  
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The Federal Government introduced other reforms. Under the ‘new federalism’ 

initiative, the Federal Government worked to bring together the three tiers of 

government by developing “sensible and practicable steps” to get cooperation within 

the framework of the constitution (Hawke 1990). National competency standards for 

nursing would require sustained cooperation between the state and territory NRAs. 

The Federal Government was working to provide easier movement of goods and 

services, including nursing services, between the Australian states and territories and 

New Zealand (Senior nurse informant 3). The South Australia NRA recommendation 

to ANRAC 1990, to establish a national regulatory body to be called the Australian 

Nursing Council, was well timed to progress this policy in relation to nursing. 

Government support for national consistency in the nursing workforce took the form 

of grants to partially support the establishment and operations of the Australian 

Nursing Council Incorporated (ANCI) in 1992. 

 

The nursing project continued to align with government but the relationship was not 

always easy. While accepting support for the establishment of a national nursing 

council to manage the regulation of nursing, the profession was critical of attempts to 

control nursing work through competition policy and resisted invitations to accredit 

nursing competencies with the National Training Board (NTB), a vocational sector 

institution. The transition to tertiary-based education was not completed until 1994 

and there was a continued, although unspoken, threat that nursing education could be 

returned to hospitals, and thereby classed as a vocation rather than a profession 

(Senior nurse informants 1 and 5). Nursing, an occupation in pursuit of its 

professional project, actively resisted being aligned with the NTB agenda to avoid 
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classification as a vocation. Later negotiations would lead to the NTB establishing a 

Record of Professional Standards and the ANRAC Competencies for both the 

registered and enrolled nurse were reformatted into the NTB style. These were then 

called the ANCI Competency Standards and listed on the NTB Record of Professional 

Standards, rather than listed on the ordinary vocational standards, in 1994.  

 

Not only were the Federal Government and the NRAs interested in the competencies, 

individually the careers of Gray, Percival and Cameron were significantly enhanced 

by the competencies project. When she began the RANF standards project in 1982, 

Gray was a professional officer at the South Australia branch; by the end of 2000 she 

was an internationally recognised leader in the nursing profession. As shown in 

Chapter Four, Gray’s gifted rhetoric assisted with the acceptance of the ANRAC 

Competencies in multiple arenas. The ANRAC Competencies was a boundary object, 

moving between multiple communities to address the needs of each. By 1991, Gray, 

by then a nurse academic, continued to Chair the ANRAC Competencies Steering 

Committee, was Deputy Chair of the South Australia Nurses Board, a Member and 

then President of the Royal College of Nursing, Australia, and a Member of the 

Council of Deans of Nursing (as Dean of Flinders University of South Australia 

Faculty of Nursing). Gray was able to promote the use of the ANRAC Competencies 

to her academic colleagues through the Council of Deans of Nursing and to the 

profession and government through the Royal College of Nursing, Australia.  The 

views of these stakeholder groups would have informed the plans for information 

dissemination that were required during this period.   
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The introduction of the ANRAC Competency Standards required a significant 

investment in professional education, including assessment techniques (Senior nurse 

informant 2). In 1992, Gray co-edited the third edition of the textbook, Issues in 

Australian Nursing, with Pratt. Gray continued her collegial relationships with leaders 

from the Australian Nursing Federation, such as Parkes and Beaumont. Gray played a 

significant role in the translation of the competencies into the various communities 

with whom she engaged.  

 

By 1991, Percival was a member of the ANRAC Steering Committee. Like Gray, she 

was involved with the competencies project from 1986. At that time, Percival was the 

registrar for the South Australia Nurses Board, which was the secretariat for the 

Competencies Steering Committee until the ANCI was established in 1992. Percival 

went on to become the first Chair of the ANCI Board in 1993 and the Chief Executive 

Officer of the Royal College of Nursing, Australia in 1994. Under Percival’s 

direction, the RCNA investigated a possible role in credentialing advanced nursing 

practice later in this decade, moving the competency agenda forward once again 

(RCNA 2001). 

 

Cameron was from Queensland. She was the Chairman of the Board of Nursing 

Studies, the NRA for that state. Cameron had an education background and was a key 

figure in negotiating with the University of Queensland NCAP team. Cameron was 

another original member of the Competencies Steering Committee. She went onto 

become the first Chief Executive Officer of the Australian Nursing Council 

Incorporated before retiring.  

 

 
139



Many others involved in the competencies, albeit peripherally at times, also benefited 

from their involvement; for example Parkes, from the South Australia branch of the 

Australian Nursing Federation became the Chair of the Health Industry Training 

Advisory Board, and McMillan, with considerable expertise in nursing competencies 

development, became Professor and Dean at Newcastle University. Thus, there was a 

vested interest for the competencies to succeed from many nursing leaders in 1990. 

They worked hard, committing hours of their time and significant energy, to make the 

competencies work.  The successful widespread adoption of the competencies in 

Australian nursing, in a rapidly changing health landscape, was influenced by these 

and other less visible individuals and groups working in nurse regulatory authorities, 

universities, professional bodies, industrial bodies, Federal Government departments, 

and health agencies.  

 

5.2 DISSEMINATING THE COMPETENCIES 

Once it was endorsed at ANRAC 1990, the ANRAC Competencies were 

promoted as the solution, and held potential for new applications, to address a 

range of problems in Australian nursing. The ANRAC Competencies were used 

by regulatory authorities as a national standard for registering graduates of 

nursing courses; by health agencies, industrial groups and lawyers as a 

standard for the identification and discipline of under-performing nurses; by 

specialist nursing groups as a model for the development of advanced practice 

standards; by Government as a system to enable movement of nurses between 

states, territories and New Zealand and as a case study for promoting the 

micro-economic reforms to other professions; and by regulatory authorities 

and health agencies as a guarantee to consumers of a high standard of nursing 
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service. The various uses of the ANRAC Competencies by multiple audiences 

was an important consideration in the reorganisation of nursing work and the 

representation of nursing as an occupational group with competencies at the 

core. 

 

One of the key recommendations from the University of Queensland NCAP 

team was for nurses to be ‘educated’ into the use and further development of 

assessment technologies related to the competencies. The NCAP research 

team, without Butler, was re-appointed by the ANRAC Competencies Steering 

Committee to develop, deliver and evaluate a professional development 

program for the competencies. The NCAP research had engaged nurses from 

all areas of practice across Australia. The relationships that the team had 

developed with those nurses, who were seen as critical to successful 

implementation of the competencies, were considered to be important to 

nurture. Therefore the relationship between University of Queensland and the 

ANRAC Competencies Steering Committee was continued. The professional 

development program was planned in three stages. NOOSR funded the 

program in two payments of $115,000 and $45,000. The program consisted of:  

 Stage 1 - An issues paper and seminar series; 

 Stage 2 - An assessment kit, developed by the ANCI once established; 

and 

 Stage 3 - A workshop series on the competencies and related 

assessment technology. 
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The issues paper and seminar series were conducted in 1992. They were designed to 

engage the nursing community, and in particular its leaders, with the ANRAC 

Competencies. The issues paper addressed emerging concerns and criticisms related 

to the ANRAC Competencies (refer to figure 4), and it was circulated to seminar 

participants prior to the seminar.  

 

Practical matters such as annual assessment, practice level of competencies, 
resources and technologies required. 

Implications for nurses such as re-licensing, performance review, legal capacity of 
competencies, possibility of mutual recognition by NRAs. 

Risks for nursing education require vocational competencies are required in the 
university sector, the relationship between competencies and government.  

Figure 4. Types of concerns & criticisms related to the competencies. Source: 
Thompson 1991. 

 

Nurse leaders were identified by NRAs and encouraged to attend the Issues 

Seminars in their state or territory. Over 400 nurses participated in the 

seminars that were held in each capital city. The assessment kit, outlining the 

assessment technology, was developed during 1993. The kit was widely 

advertised in NRA and ANCI publications and industry-based nursing 

journals. 400 kits were produced in the first run (August), and sold for $200 

each.  A second run was done in February 1994 in response to demand. The 

kits were used in universities, vocational education institutions (EN 

education), and health settings.  

 

The third stage - the workshops, was recommended in the NCAP report to create 

enabling conditions for implementation by trained assessors and to educate the 
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profession at large. The first round of workshops was provided to participants who 

were selected by the state and territory NRAs for their expertise and influence in the 

workplace. In particular, academic nurses were targeted for early involvement with 

the ANRAC Competencies. Academic nurses were seen to be the key element in 

ensuring the ANRAC Competencies were incorporated into curriculum design and 

hence the regulation of nurses. Following these workshops, the NCAP team reported 

that: 

 More workshops were needed (many NRAs conducted their own 

workshop programs soon after); 

 Participant networks could be developed; 

 Papers on the ANRAC Competencies should be developed; and 

 Assessment technologies, other than those from the original research, 

are required (Bartlett 1992).  

 

The ANRAC Competencies Steering Committee, under Gray’s leadership, governed 

the professional development program. But the program’s implementation was not 

smooth. Not all of the NRAs were convinced that the ANRAC Competencies 

adequately captured nursing practice. The NSW Nurses Registration Board was so 

concerned that it commissioned a validation study into the ANRAC Competencies. 

The ANRAC Competencies were developed in medical and surgical hospital areas; the 

validation was to determine whether they worked in other areas of practice such as 

mental health and the community. NSW did not participate in the national 

professional development program until the validation study was completed in 1993. 

When released in February 1993, “the executive summary and recommendations 

supported the ANRAC Competencies. There were no areas of addition or omission” 
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(ANCI Competencies Committee February 1993, p.5). The professional development 

program began in NSW soon afterwards. 

 

During the many seminars and workshops, debates about the ANRAC Competencies 

and how it was used occurred. There were many papers on the ANRAC Competencies 

developed. The ‘official’ ANRAC initiatives were supported by ongoing publications 

related to the ANRAC Competencies development, applications, and risks. 

Publications included descriptive articles about the development of the ANRAC 

Competencies in industrial union journals (Percival 1992; Andrews 1993/1994) and 

textbooks (Percival 1995), instructive articles on how to use the ANRAC 

Competencies in education (Percival, Anderson, Lawson 1994; McMillan 1995) and 

regulation (Chiarella 1995), and research-based applications of the ANRAC 

Competencies for student assessment (Glover 1997; Fisher & Parolin 2000).  

 

There is also a critical approach to the nursing competencies development and 

application emerging in the literature during this period. For example, there is a 

critique of the original NCAP research design that led to the competencies in an 

article published in a NSW union journal (Maynard 1994), which is followed up with 

a response from the Registrar for the NSW nurse regulatory authority (Dent 1994). 

The competencies were intended by the original NCAP team to be non-fixed and 

evolving, to be used in constant redefinition and in the context of exemplars but what 

happened was the emergence of ‘tick-boxes’ to satisfy regulatory requirements 

(Senior nurse informant 4). In nurse education internationally, as with other fields 

such as teacher education, there was debate about the merits and limitations of a 

competency-based approach (Alspach 1991; Ashworth & Morrison 1991; Cheek et al 
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1995; Chambers 1998; McAllister 1998; Milligan 1998; Chapman 1999). There was 

also critique of the competencies as a regulatory instrument due to the inability of the 

statements to convey the rich nature of intuition or how nurses work with others’ 

bodies (Sutton & Arbon 1995). Despite the time and resources invested in an 

educational program, the ANRAC Competencies were being used in ways that had not 

been originally intended by its designers. 

 

The essential argument about competencies was methodological. The NCAP 

research team promoted the interpretive paradigm for assessment. As 

discussed in Chapter Two, this paradigm was consistent with the ways that 

nursing was being developed theoretically (Allen & Hall 1988; Benner & 

Wrubel 1989). However, it was very different to the behaviourist approaches 

to assessment dominant in the 1980s (Bartlett 1992). The interpretive 

paradigm challenged deeply valued concepts such as objectivity and 

measurement associated with a positivist paradigm, in which medicine and 

most aspects of Australian health care were grounded. The interpretive 

approach was counterintuitive for nurses and very different to the techno-

science approaches to knowledge advocated to get nursing education into the 

tertiary sector. This tension was noted as an issue in the original NCAP Report 

(1990), the subsequent ANRAC Issues Paper (Thompson 1991), and the 

Professional Development Program Report (Bartlett 1992) and continues to be 

represented in contemporary literature as a “problem” with inter-rater 

reliability (see Chapter Two). 
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The difference between assessment using an interpretive and behaviourist 

approach is the judgement used by the assessor. For example, in a behaviourist 

approach, the assessor is focused on the performance of the procedure such as 

focusing on the order of the steps in performing a bedbath. If a step is missed, 

then the performance is considered not satisfactory. Using this approach, two 

or more nurses could watch the same performance and arrive at the same 

conclusion regarding satisfactory performance.  

 

In an interpretive approach to assessing a nurse performing a bedbath, the 

assessor would be noting and interpreting the ways that the nurse touches the 

person, using voice intonations and volume, where she or he stands in relation 

to the person, and the efforts made to maintain dignity and warmth. The 

assessor would be present as the nurse performs the procedure, usually with an 

open body stance, ready to assist and aware of the other activities, people, and 

objects nearby. Feedback would be provided in relation to the context of the 

situation, what else was happening and the nurse’s awareness of this context. 

Missing steps would be read in context, and sometimes the procedure would 

be rated as satisfactory although steps were missed. The experiential 

knowledge of the assessor will influence the kind of feedback that will be 

provided to the nurse, with variation in feedback considered to be acceptable. 

 

The interpretive approach for the ANRAC Competencies was developed 

through research with groups of senior nurses from management, regulation, 

education, academia, and clinical practice. This approach was considered a 

‘good’ fit with professional practice. However, for nurses who did not have 
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the benefit of a liberal education, who were confronted with the day-to-day 

realities of hard, demanding and sometimes dirty work that was invisible in the 

ANRAC Competencies, and who were focused on the here and now, the 

interpretive approach simply did not make sense. Bartlett (1992) noted that the 

interpretive approach was very different for many nurse participants where 

reliability is dependent upon time and continued observations, as well as 

consideration of the nurse’s life and career. The interpretive paradigm 

continued to pose challenges for the dissemination work. For example, at one 

Competencies Committee meeting (April 1994), a proposal for a Resource 

Book for Nurses was rejected on the grounds that it could be misused as a 

checklist. How the ANRAC Competencies were officially circulated and used 

was a place for social and political tension.  

 

The interpretive paradigm for assessment was used to differentiate the nursing 

competencies from other vocational competencies; it was used to differentiate 

practical education in university from vocational training in the technical sector. The 

NCAP report suggested that the proposed competency assessment technologies 

changed the focus of learning from structure, knowledge, time and processes to 

performance and outcomes. In light of this significant change, they advised that it was 

important to get the academics involved early in the competencies. However, when 

Percival, as Chair of the ANCI, wrote to advise the Australian Vice Chancellors’ 

Committee (AVCC) of the nursing competencies in 1993, they responded by refusing 

to adopt the competency-based framework for higher education (Bartlett 1994). 

Competencies, and its political association with vocational training, were not 

consistent with the values of higher education.  
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Nursing leaders, particularly those crossing the social worlds of regulation and 

academia, were faced with a conundrum: the competencies had been advocated as a 

way of professionalising nursing but had been rejected by the AVCC as a vocational 

rather than academic approach to teaching and learning. By keeping the competencies 

for regulation (and thereby education), the social categorisation of nursing as a 

professional, rather than a vocational, occupation was jeopardised.  

 

The National Training Board worked with the health professions to manage this issue. 

It developed a Record of Professional Competency Standards. The ANCI 

Competencies for the Registered and Enrolled Nurse (1994) was so registered in 

1994. Including the EN Competencies as professional competencies was surprising as 

EN education was located in the vocational sector.  This is an example of the 

contradictions that were incurred in what was represented as an apparently rational 

project. In effect, the Enrolled Nurse role appears to have been manipulated by the 

ANCI and NRAs to advance nursing as a profession to the government and 

community.  

 

The ANRAC Competencies, a material list of words on paper, sustained a continued 

dialectic between profession and vocation, interpretive and behavioural, theory and 

practice. The dissemination of the ANRAC Competencies relied on openness within 

the language of the competencies. Rather than a reflection of a single position, the 

ANRAC Competencies and how it is used reflect the dynamic tensions among 

institutions, organizations and individuals with multiple interests. The classification 

scheme could be manipulated in various ways to reflect given organisational and 
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political positions. This is a story of convergence, where there is a narrowing of many 

competing versions to a single stabilised reality (Dugdale 1999). This flexibility 

contributes to the power of the ANRAC Competencies, and then ANCI Competency 

Standards, as a classification system. The next section shows how these competencies 

were used to advance nursing practice, through an orderly approach to specialisation 

in a climate of microeconomic reform.   

 

5.3 SOCIAL, POLITICAL AND INDUSTRIAL UNREST 

At the 1990 ANRAC, Beaumont of the ANF was an invited guest. Another 

guest, Styles promoted the work she had undertaken for the American Nurses 

Foundation Inc, published as On specialization in nursing: toward a new 

empowerment (1989). Styles undertook earlier research, commissioned by the 

American Nurses Association, to identify future directions for credentialing in 

nursing practice. Following Styles’ visit, Beaumont and Parkes, also of the 

ANF, worked to establish a forum for nurse leaders to discuss the orderly 

development of specialist nursing in Australia.  

 

The National Nursing Organisations (NNO), became a peak body of 

representatives of national specialist nursing groups. It met twice each year to 

develop strategies for the orderly development of specialist nursing in 

Australia. Initially, 24 national nurse specialty groups were represented; by 

1998, there were about 60 organisations represented (Andrews 1998). The 

Royal College of Nursing, Australia, under the leadership of both Gray and 

Percival, become involved in co-hosting the NNO meetings during this period.  

The interests of the leading industrial organization, the ANF, and the leading 
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professional organization, the RCNA, were already aligned and invested in the 

ANRAC Competencies as a way to advance the orderly development of nursing 

specialisations in Australia. Consequently, the influence of the NNO was 

rapid. 

 

At the same time, the concept of competencies as a ‘scheme’, to be used as a 

means to determine levels of achievement, was emerging from the workshop 

groups in the professional development program (Bartlett 1994). Nurses 

working in several specialties were using the ANRAC Competencies as a 

framework for credentialing their members. For example, the critical care 

nurses developed competencies for critical care practice using similar 

methodologies to the NCAP research (Dunn et al 2000). But this approach to 

competencies development was expensive and eluded most specialty groups 

that relied on volunteers and were resource-poor. 

 

On behalf of the profession, and as part of their work with the NNOs, the ANF 

auspiced the development of generic competency standards for advanced 

practice. The project was tendered to McMillan and a team from University of 

Newcastle. The final document provided a statement of the standards expected 

of the experienced nurse at an advanced level of professional practice (ANF 

1997).  The Competency Standards for the Advanced Nurse (1997) were 

designed to be generic, and therefore able to be applied within a diverse range 

of practice contexts and was clearly derived from the ANRAC Competencies.  
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Specialisation of nursing work led to a rapid proliferation of educational 

programs and specialty nursing groups. Leaders within specialist nursing 

groups sought ways to recognise the additional knowledge and skills of their 

membership and credentialing specialist practice became a significant 

professional issue in the 1990s. Looking overseas to the USA, credentialing 

was ‘big business’, providing a steady income stream for many professional 

bodies, enabling them to be self-funding and self-regulatory. Competence and 

competency standards were essential to the credentialing process. 

Credentialing specialist nursing practice was eventually explored formally by 

the RCNA (Pratt 1994; Wilkinson 1998; RCNA 2001).  

 

The path towards advanced practice in the specialties was not all good. Hospital-

trained nurses, who had pursued further studies in mental health and midwifery and 

were known as double and triple-certificated nurses, were disadvantaged by this shift 

in professional advancement. With the introduction of tertiary-based education, and 

increasing numbers of post-graduate courses on offer, highly experienced certificated 

RNs were required to do further study at university, often being required to complete 

the undergraduate nursing course before being admitted to specialist graduate courses. 

Some of these nurses, who chose not to get university education, found themselves 

overlooked for middle management positions during career restructuring (Koch et al 

1999) and were angry at the effects of these changes to their practice, their career 

aspirations and their place in the profession.  

 

Internationally, in light of global microeconomic reform, formerly self-run 

professional groups began to slowly lose the ability to control their own associations, 
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the workplace, the market for their services, and their relation to the state (Krause 

1996). Corporations, including health agencies, were able to erode the power of 

professional groups through the competition policy reform instituted by the Federal 

Government. Australian health agencies introduced the unregulated health worker 

(UHW), an untrained worker, to undertake “personal care” work. They argued that 

this was to fill the ‘gap’ created by moving nurse education to the tertiary sector and 

the loss of nursing students as part of the workforce. These workers were paid 

significantly less than qualified nurses, an attractive alternative to qualified nurses by 

employers interested in cost efficiencies. Through this policy, personal care was 

separated from nursing care, with personal care being undertaken by an unregulated 

health workforce. Uren (1996), the leader of the ANF, argued that separating personal 

care and nursing care was a false division and would be rejected. However, the use of 

UHW, particularly in the residential aged care and disabilities services contexts, 

continues today. 

 

In addition to the UHW, the EN-RN role relationship was steadily becoming less 

clear. Clarifying the relationship between the EN and RN role, despite evidence that 

this relationship was increasingly problematic in the workplace, was hindered by a 

number of factors. Different regulatory requirements for the EN between states 

existed. There was variation in educational requirements across the different state and 

territory jurisdictions, from a Certificate IV qualification (one year of study) to an 

advanced diploma (up to two years of study) as well as professional short courses in 

specialist practices such as medication administration. Attempts to extend the EN 

scope of practice, contributed to the confusion in the relationship between the EN and 

RN roles.  
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With the end of the student labour force (c1994), which occurred with the transfer of 

nursing education to the tertiary sector, responsibility for patient care devolved to 

institution’s staff, often to the EN, who was ultimately accountable to the RN (Fox-

Young 1992). Role confusion for the EN was compounded by the widespread 

introduction of unregulated health workers to undertake ‘non-nursing’ work (Fox-

Young 1992), a requirement of new workplace awards. Role changes were often rapid 

and contextualised to the local health settings, leading to general confusion about role 

responsibilities and accountability. The ANRAC Competencies for the RN and the EN 

was used, not always successfully, to clarify relationships locally.  

 

In response to the national agenda of microeconomic reform, there was 

significant re-organisation of health services in the decade of 1990s. 

Considering the new educational standard of nursing graduates, re-

organisation included career restructuring. The period of career restructure was 

a time of great confusion, difficulty and disappointment for nurses (Koch et al 

1999). Positions “were ‘spilled’ and nurses had to reapply for what they saw 

as their own jobs” (Koch et al 1999, p.35). This process resulted in the 

perceived inequality of specialisations, with the authors citing the community 

nurses with triple certificates being excluded from level 3 (advanced practice) 

nursing positions (Koch et al 1999). The ANRAC Competencies were used to 

shape new role descriptions, including advanced practice roles, and to limit 

access to these roles through the specification of tertiary educational 

requirements. 
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The large numbers of different nursing roles also created confusion about who 

was responsible for what – with nurses experiencing ambiguity and lack of 

clear role definition, role overload and conflict. Individual turmoil and job 

uncertainty were significant issues for nurses participating in the NCAP 

workshops (Bartlett 1994). This experience was quite different to the ‘orderly 

development of specialisation’ that was being discussed by national nursing 

organizations. As noted by Coulthard (1998), there was a dearth of clinical 

nurses in the NNO forum, the clinical voice was absent from discussions about 

practice standards and credentialing.  

 

By 1994, nurses reported in an Australian Nurses Journal readership survey (of 2488 

respondents) that they were feeling demoralised, overworked and undervalued, 

particularly in the public sector  (Millis & Tattam 1993/1994). Nurses working in the 

health system reported feeling unable to contribute professional input into the running 

of the health system, feeling lack of control over those issues for which they held 

responsibility, and feeling powerless (Hogan 2001; Herdman 1998) as the profession 

of nursing became deprofessionalised (Kermode 1994; Parkin 1995). Nurses 

constitute a huge and highly differentiated workforce (Daykin & Clark 2000; 

Stephens 1999) and boundaries for scope of practice between the RN and EN were 

rapidly changing. When practice boundaries change in one part, or for one 

occupational group, there will be reverberations in another (Abbott 1988). This 

appears to have been the case for nursing.  

 

The nursing leaders who drove the widespread introduction of the ANRAC 

Competencies intended to advance the professional project. But the loss of nursing 
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students, the introduction of unregulated health workers, new advanced practice roles, 

RN graduates with tertiary education, and increases in bureaucratic control were 

significant changes that affected the work and professional status of nurses (Keogh 

1997). These changes contributed to a troubled nursing workforce where recruitment 

and retention become critical. The ANRAC Competencies were seen by nurse leaders 

as the glue to keep the systems together. They were used to develop role descriptions, 

undertake performance reviews, and clarify complex relationships within the nursing 

workforce. However, the reality was messy, complex relationships and tensions 

contributed to rising voluntary nurse separations and a significant national nursing 

shortage.   

 

While the nursing leaders were arguing to maintain tertiary-based education for entry 

to practice, and now to introduce tertiary education for specialist practice to maintain 

nursing’s professional status, nurses’ experiences of working in health care were 

deprofessionalising. The Reid Review (1994) of nursing education in the higher 

education sector noted considerable disagreement about the transfer of nursing 

education. In particular, there was disagreement among submissions and testimony in  

relation to two fundamental matters: 

..the adequacy of the clinical education provided during pre-registration nursing 
courses and the best means of facilitating the transition from higher education to 
work (Reid 1994, p.4). 

Nursing leaders were working together, across organizations and institutions, to keep 

nursing in the tertiary education sector, while managing increasing concerns about the 

competence of graduate RNs and increasingly messy and unstructured workplaces. In 

the Reid Report (2004), it is clear that industry was not totally satisfied with the 

quality of the graduate RNs. Later in the report, the ANCI Competency Standards 
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(1994) are recommended as part of a policy framework to enhance the outcomes of 

clinical education, where the ANCI Competency Standards are linked to the 

assessment of outcomes of clinical placement. This recommendation mandates the 

incorporation of the ANCI Competencies in tertiary-based nursing curricula and 

significantly contributed to its resultant hardiness.  

 

In this section, I have shown how the competencies came to become embedded in a 

range of systems related to role clarification and human resource management. 

Examples of systems included specialisation, promotion, and nurse retention and 

recruitment. The competencies became a key site of political professionalisation of 

work. Bowker and Star (2000) suggest that “we are all called upon to justify our 

productivity when we are embedded in complex modern organizations” (p.322). The 

nurses in this period were challenged to find their place in a rapidly changing set of 

organisational systems.  The ANRAC Competencies and then the ANCI Competency 

Standards became part of the working infrastructures for universities, hospitals, aged 

care facilities, community nursing units, and mental health teams.  

 

In this next section, I show how the ANRAC Competencies and later the ANCI 

Competency Standards, as a classification system, is a balancing act between explicit 

expression and incorporation of ambiguity. Leaving certain terms ambiguous, open to 

multiple definitions across social worlds, leaves free play for the scheme to do its 

organisational work (Bowker & Star 2000).   
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5.4 1994: REVIEW OF THE COMPETENCIES 

Amongst industrial and professional turmoil, the ANRAC Competencies were 

republished under the new ANCI logo in 1994. The ANCI Competencies were 

republished in the domains recommended by the NCAP research and included a 

recommended addition of 13.7, “Responds effectively in unexpected or rapidly 

changing situations” based on the workshops (Bartlett 1994). The ANCI had shifted 

its position on the competencies from a list of qualities to standards and this was 

reflected in the new title, National Competencies for the Registered and Enrolled 

Nurse in Recommended Domains (1994). This is the publication that was formatted in 

the National Training Board (vocational education sector) style so it could be listed on 

the Record of Professional Standards. It was widely disseminated to nurses through 

the NRAs, to university course conveners and libraries, and to professional nursing 

bodies through the National Nursing Organisations Forum. 

 

The 1994 ANCI Competency Standards informed the ANF Competency Standards for 

Advanced Nursing Practice (1997) and together these documents provided a 

framework for clinical education and assessment and the development of assessment 

technologies used by universities and hospitals. These competencies documents were 

used to develop role descriptions in hospitals and health services for Registered and 

Enrolled Nurses, and inform career restructuring. Australian nurses had been exposed 

to an intensive workshop program, publications, textbooks, and conference 

presentations related to the ANRAC Competencies and then the ANCI Competency 

Standards. Being embedded in working infrastructures rendered the ANRAC 

Competencies as relatively invisible, without losing its power.  A classification 

system had formed a complex web; it had become ubiquitous (Bowker & Star 2000). 
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Competencies has become lodged into different communities of practice, into 

documents, technologies, and stories about nursing practice. The complex web was a 

messy set of relationships between individuals, organizations, institutions and 

systems.  

 

Four years after they were first published, the Australian Nursing Council 

Incorporated (ANCI) Board made the decision to review the ANRAC Competencies, 

as was recommended in the NCAP report (Butler et al 1990). The ANRAC 

Competencies had been reworked into the form required by the NTB in 1994, and 

became the ANCI Competency Standards (1994). The tender was to review the ANCI 

Competency Standards (1994) and it was awarded to the team from the University of 

Western Sydney Macarthur, again led by Professor McMillan. The ANCI 

Competencies Committee was familiar with her previous work with the NSW NRA, 

which had validated the ANRAC Competencies. Following an ethnographic study of 

nursing practices, the McMillan research team delivered a new framework for the 

competencies in 1995. This list of competencies was not available for this research; it 

was not in the archived boxes searched for the study, nor on any published record. 

The silencing of an alternative list of competencies, by not storing it with other 

archived material, is an indication that this competencies list was not ‘acceptable’ by 

nurse leaders at the time.  

 

Although not sighted, the reports on the new competencies found in meeting minutes 

indicate that the proposed research-based list is quite different to the 1994 list. In 

particular, the new list appears to have collapsed the competencies for the RN and EN 

into one framework, with a range of indicators within each area. Although they had 
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just agreed to list the 1994 RN and EN Competencies on the National Training Board 

Record of Professional Standards, in effect acknowledging that the EN was a 

professional nurse, the ANCI Board could not agree to accept the recommended 

combined competencies framework.   

 

There were several ANCI Board meetings in early 1996 to discuss this matter and a 

resolution could not be negotiated. Unable to resolve a decision regarding the 

McMillan list, the ANCI Board met with an invited group of Australian nursing 

leaders in June 1996 (Refer to Table 13). Representatives across the industry, both 

private and public, the university, the legal community, and government as well as 

experts from the university and vocational sectors were included.  

 

This meeting concluded that there were two significant risks with adopting the 

McMillan competencies. If the RN and EN competencies were similar, there were 

political ramifications around the need to have a three-year entry to practice degree 

for RNs. This could potentially undo all of the work vested in the transfer of nursing 

education into the tertiary sector. Secondly, and possibly more importantly, the 

widespread use of the current competencies framework was at risk from a significant 

change:  

The proposed changed framework, particularly for registered nurse 
competencies, was considered to be fraught with difficulties for the many 
schools of nursing and other nursing organizations who have undertaken 
developmental work based on the present framework. It was thought possible 
that many of these organizations would find a changed framework 
unacceptable and may ignore revised competencies based on it. (ANCI 
Meeting of Workgroup Minutes 31 July 1996, p1-2). 
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Table 13. Participants in Competencies Special Meeting 19 June 1996. Source: ANCI 
Meeting of Workgroup Minutes 31 July 1996. 

ANCI Board Members Invited Guests Representing 

J Gilbertson (DON Ashford 
Community Hospital) 

Private employer 

G Gray (Professor & Dean UWS, 
Nepean) 

Experience with 
previous list 

J James (University of Canberra) Australian Vice 
Chancellor’s 
Committee 

J Kelly (Solicitor, Hunt & Hunt 
Solicitors)  

Lawyer & RCNA 

R Docking (Principal Consultant, Skill 
Resource Management Systems) 

Expert in 
competency use 

P Hager (UTS) Expert in 
competency 
development 

L Heywood (Director, Quality 
Development, RMIT) 

Expert in 
competency 
development 

D McKinnon  NOOSR 

R Hitchens 
J Allen 
S Cameron 
E Cameron-Traub 
G Clark 
M Cook 
E Davies 
J Dent 
H Martin 
L Muir 
E Percival 
M Rankin 
A Scully 
H Tolstoshev 
S Williams 

Z Cuthbert (CNO, Tasmania Dept 
Health & Community Services) 

Public employer 

 

The regulatory authorities, prime users of the ANCI Competency Standards, were 

present as members of the ANCI Board. Four of the invited guests (Docking, Hager, 

Heywood, and McKinnon) were educational researchers, associated with the 

dominant, government-led competency movement. Of the five nurses invited for their 

expertise or representative role, it is interesting to note the presence of Gray, one of 

the primary initiators of the original competencies list. The meeting agreed to 

establish a working party, to provide rationale and recommendations to the ANCI 

Board. The working party consisted of Cameron (CEO ANCI), Cameron-Traub 
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(Professor and nurse academic), Clark (Northern Territory NRA) Gendek (ANCI 

Professional Officer) and Tolstoshev (South Australia NRA). 

 

The working party returned to the ANCI Board in August 1996 with a series of 

recommendations (Refer to Figure 5). Effectively, the accepted recommendations 

rejected the McMillan competencies. This rejection was on the grounds that the 

McMillan competencies would change the competencies framework currently in wide 

use and that the lack of differentiation between the registered and enrolled nurse may 

further contribute to role confusion.  Through this decision, the ANCI Competencies 

framework was entrenched and the registered nurse role was sustained as separate to 

the enrolled nurse role.   

 

Further at this meeting, the ANCI Board agreed that: 
 The competencies be regarded as the core competency standards which 

all nurses possess rather than solely as the minimum standards for 
initial registration; 

 The purpose “Provide a means of communicating the expected 
competency standards of nurses to consumers” be added to the list; 

 The present ANCI Competencies for the registered nurse in their 
existing framework be retained; 

 The present ANCI Competencies for the enrolled nurse in their existing 
framework be retained; 

 A project be undertaken to improve the present ANCI Competencies 
for registered nurses having regard to the following: 

o Insertion of competencies regarding delegation and 
supervision; 

o Insertion of an integrative competency; 
o Improvements to the statements of standards; 
o A revision of the cues; and  
o A review of terminology generally in order to ensure clarity. 

Figure 5. Recommendations regarding the ANCI Competency Standards. 
Source: ANCI Board Meeting Minutes August 1996. 
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At the November 1996 ANCI Board meeting, the working party was asked to 

reconvene and develop a project to explore issues arising from the McMillan 

review and to revise the competencies in line with the recommendations. 

During 1997, the terms of reference were developed and a team from the 

University of Technology Sydney’s (UTS) Training and Development 

Services, consisting of four non-nurses Holland, Grant, Bennett and Gonczi 

were selected to undertake the project. The Project Management Committee 

consisted of five people, selected for their expertise: Cameron-Traub (ANCI 

Board appointee and Chair), Bryant (RCNA CEO and project management 

experience), Hager (research experience), Lawson (competencies 

development), and Gendek (Acting CEO ANCI).  

 

Rather than an ethnographic approach, such as that used by McMillan, the 

UTS team employed workshop (focus group) and Delphi survey methods. 

From this data, areas identified as contentious are outlined in Table 14.  

 

The Project Management Committee met with the researchers again twice 

before the final draft was received in May. Research participants, the 

researchers and the Project Management Committee members worked with the 

list of competencies to achieve consensus.  The Project Management 

Committee guided the researchers, who had no nursing background, on 

matters related to nursing, such as the philosophy.  
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Table 14. Areas of contention identified from workshop and Delphi survey. 
Source: ANCI Board Meeting with the ANCI Project Management 
Committee, January 1998. 

The philosophy, in relation to death and dying, needs to be rewritten in light of 
current debate on euthanasia. Palliative nursing experts need to be consulted. 

The consultants would study the Virginia Henderson Model of Nursing and 
the definitions in this model before changes to the philosophy were made.  

Cultural sensitivity could be included in the philosophy statement. 

Consumers should be consulted on the philosophy. 

The researchers recommended removal of domains but the management 
committee sought to keep them. Agreed to remove ‘teamwork’, which has 
only one competency and integrate competency elsewhere.  

The draft standards, based on focus groups, were tabled and included 13 (from 
18) competency statements combining previous statements.  

The newly developed Code of Ethics and Code of Conduct should be included 
as appendices. 

It was agreed to include the purpose of the competency standards in any future 
publications. 

 

The final list of competency standards was published in August 1998, and titled, 

“ANCI National Competency Standards for the Registered Nurse 2e”. There were 48 

competency elements grouped into 14 competency units in this list. When comparing 

this list to the 1994 list, there is regrouping and rewording but all of the previous 

competencies were present. Additions included the following competency elements: 

3.3  Involves the individual/group as an active participant in the process of 
care; 

5.2  Recognises the need for and participates in professional development 
of self; 

5.3  Recognises the need for care of self; 

10.2  Revises nursing interventions in accordance with evaluation data and 
determine further outcomes; 

12.2 Ensures documentation is accurate and maintains confidentiality; and 
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13.3 Uses a range of supportive strategies when supervising aspects of care 
delegated to others.  

 

These changes appear to reflect the significant changes in health organizations during 

the decade. A focus on quality improvement, with an emphasis on evaluation (audit) 

and change, informs these changes. The inclusion of competency element 3.3 appears 

to address earlier concerns about the passivity of the patient in the competencies. 

Competency element 5.2 reflects the increases in self-regulation expected of nurses in 

light of the emerging system of self-reporting competence in annual licensure. 

Competency element 5.3 reflects the need for self-care to ensure a long career as a 

nurse, which may be particularly significant given that the nursing shortage had 

continued throughout the decade. Competency element 10.2 makes the cycle of 

quality improvement explicit. Competency element 12.2 may address the increasing 

need for records of care; the need for confidentiality is made explicit for the first time. 

Competency element 13.3 addresses the demands on nurses to manage an 

increasingly diverse workforce. The unregulated health worker role continues to be 

sustained and, through the vocational education sector, a range of qualifications is 

made available for UHWs.  

 

In September 1998, the ANCI sought support and endorsement of the revised 

Competency Standards 2e from the state and territory NRAs. By February 1999, 

endorsement was received from five NRAs (Tasmania, Victoria, Northern Territory, 

West Australia, and Australian Capital Territory). The South Australia NRA provided 

in-principle support but made suggestions to change the philosophy and role  
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statement. By November 1998, it is resolved by the ANCI Board that:  

the ANCI acknowledges the suggestions from nurse regulatory authorities 
for improvements to the revised Registered Nurse Competency Standards 
Package and will undertake to refine the package during 1999; however, 
given the undertaking by the ANCI to provide the profession with the 
revised Registered Nurse Competency standards package by early 1999, 
the package as accepted in August 1998 will be made available to the 
profession on 1 February 1999 (Source: ANCI Board Meeting Minutes, 
November 1998). 

 

A second resolution advised that the ANCI Competency Standards 2e would be 

launched at the Royal Melbourne Hospital on 1 February 1999. Although it is not 

explicit, there is some tension apparent between the autonomy of the ANCI and the 

state and territory NRAs. The ANCI Board consists of representatives of state and 

territory NRAs. When the ANCI Competency Standards 2e were accepted in August 

1998, it was assumed to be a simple matter of endorsement with the expectation of 

release the following February. But some NRAs, particularly those in the larger states, 

sought changes in the document before endorsement, effectively challenging the 

authority of the ANCI.  

 

To negotiate a final document that had the support of each NRA was challenging and 

difficult work. The ANCI Competency Standards 2e was released in February, without 

endorsement from South Australia, New South Wales or Queensland. Strongly 

worded letters of concern about the process of releasing the ANCI Competency 

Standards 2e, without endorsement by all NRAs, were received by the ANCI from 

each of the three outstanding NRAs. The ANCI Competency Standards 2e release was 

limited and an ANCI Board meeting in August 1999 was held to discuss how to refine 

the competency standards package.  
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Each of the State NRAs provided feedback by letter, following the meeting. This 

feedback is analysed and responded to by Gendek, with a final iteration endorsed by 

each state by May 2000. It is of note that in endorsing the final competency standards, 

the Queensland Nursing Council claimed to endorse the final standards in the interest 

of national consistency. This claim indicates a continued disagreement with some 

aspects of the document. The significant changes from the second to third editions are 

outlined in Table 15.  

Table 15. Comparison of ANCI National Competency Standards for the Registered 
Nurse from second to third editions 

Second edition (August 1998) Third edition (May 2000) 

Four domains: Professional and ethical 
practice, reflection, problem solving, and 
enabling 

Four domains: Professional and ethical 
practice, critical thinking and analysis, 
management of care, and enabling 

Preamble Foreword 

Statement pertaining to the role of the 
Registered Nurse 

Philosophy 

Purpose 

Combined and re-worded into the 
“Introduction to the ANCI Competency 
Standards for the Registered Nurse”. 

The ‘significance of the standards’ 
section is new. 

  

There are no significant changes to the competencies as they were listed in the second 

edition. Rather, how the framework for the competencies, as part of state and territory 

regulatory function, is in keeping with other ANCI publications such as the ANCI 

Code of Ethics and ANCI Code of Conduct is made explicit3. The significance of the 

ANCI Competency Standards 3e is explained for the public, employers and others and 

for nurses. Though this contextual background, the ANCI Competency Standards 3e 

                                                        
3 Of note is that these two Codes included consumers in the process of development. 
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aims to be user-friendly and goes some way to make the voices that created the 

competency standards visible.   

 

Like Bowker and Star (2000), I found that by following the ANRAC Competencies 

and the ANCI Competency Standards as they were shaped into three editions, the 

design exigencies that are necessary for the development and change of classification 

systems are revealed. These findings suggest that the standardisation of classification 

systems is both a balancing act and a skilled act of embedding materials that is 

simultaneously a magic act of disappearance.  

 

The first design exigency is the skillful balancing act. The interests of nurses from 

different practice worlds, different jurisdictions, different organizations, different 

levels of work, organisational visions and missions, state autonomy, and individual 

interests in promotion, are all balanced to arrive at a final ‘set’ of ANCI Competency 

Standards. There are makeshift compromises and work-arounds to garner acceptance 

and endorsement. Designers protect zones of ambiguity to leave free play for the 

ANCI Competency Standards to do their work.  

 

Bowker and Star’s (2000) second design exigency is also evident in this story of 

Australian nursing competencies. The ANCI Competency Standards, as classification 

system, becomes deeply embedded into working infrastructures; they are both black 

boxed and ubiquitous, rendering them both potent and invisible (Bowker and Star 

2000). ‘Black box’ refers to “a tool that is not longer questioned, examined, or viewed 

as problematic, but is taken for granted” (Clarke & Fujimura 1992, p.10-11). The 

voices of the classifiers and their constituents disappear into sets of meeting minutes, 
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filed in archival storage houses and libraries, and records of research. Some of these 

records, particularly relating to the McMillan alternative competencies list, were not 

stored with other archival material.  The ANCI Competency Standards as black box 

technology is more fully explored in Chapter Nine. 

 

The openness of the ANCI to permit this researcher access to the records related to 

the evolution of the competency standards for this study will go some way in making 

the history of the competencies explicit. However, as indicated in the lists of people 

included in the review of the ANCI Competency Standards, there continues to be a 

lack of consultation with those individuals and groups who are affected by the 

competencies lists everyday, including clinical assessors, newly qualified nurses, 

nursing students and consumers, in regard to what shape the competencies lists should 

take. It is to this I turn in the next chapter. 

 

In Chapter Five, I have shown how the acceptance of the ANRAC Competencies and 

then the ANCI Competency Standards in nursing was not a simple linear 

development. There was a range of social and political elements that influenced the 

standards’ development and acceptance. The economic climate, driven by 

globalisation and a national agenda of microeconomic reform, provided a supportive 

environment for a competency-based approach to the categorisation of nursing work. 

The financial support from the Federal Government through NOOSR accelerated the 

promotion of the ANRAC Competencies to the nursing community through 

workshops, videos and educational packages. The list was promoted as a national 

entry to practice standard to guide nursing education but it was later used by health 

agencies, lawyers and regulatory authorities to identify and discipline under-
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performing nurses. In this environment of micro-economic reform, there was a risk to 

the professional monopoly on nursing.  

 

The ANRAC Competencies and then the ANCI Competency Standards provided a 

vehicle for inter-state agreement and mutual recognition of state-registered nurses. 

This movement led to the establishment of the Australian Nursing Council 

Incorporated to monitor and advance these changes, continuing to work with 

Government to this day on national registration of nurses. Through the National 

Nursing Organisations network, the ANRAC Competencies and then the ANCI 

Competency Standards provided a model for specialist nurses to develop advanced 

competency standards and contributed to a national debate facilitated by the Royal 

College of Nursing on credentialing of specialist nursing practice.  

 

The ANCI Competency Standards became embedded in the social worlds of nursing, 

regulation, and government. The list became embedded in other worlds such as the 

industrial sectors of employers and unions, where it was increasingly used for 

purposes other than to establish as standard entry-to-practice.  The commitment of so 

many people, organizations, and practices to the ANCI Competency Standards 

contributed to its robust nature. When an alternative list of competency-based 

standards, generated from ethnographic nursing research, combined the RN and EN 

competencies into one list, the profession reacted quickly. This list was debated and 

ultimately rejected by leaders from the social worlds of regulation, higher education, 

public and private hospital administration, and educational research on the grounds 

that the research-based competencies would change the competencies framework 

currently embedded in systems and practices throughout Australian health care and 

 
169



that the lack of differentiation between RN and EN competencies would contribute to 

role confusion.  

 

Finally, those individuals who worked to promote the ANRAC Competencies and the 

ANCI Competency Standards were often promoted themselves. As seen from the 

examples in this chapter, their individual careers were enhanced by their active 

pursuit of competency approaches to the organization of nursing work. This would 

result in more opportunities and networks for promotion of the competencies lists. 

These individuals worked across social worlds to balance the interests of different 

practice worlds, different states, different organizations, different levels of work, 

organisational visions and missions, state autonomy, and individual promotion to 

arrive at a final set of ANCI Competency Standards 3e (2000). Until now, how these 

competencies lists have been shaped and promoted has been known to those few who 

participated in the work, and more recently myself as a researcher. The very 

invisibility of this work contributed to the ‘black boxing’ of the ANCI Competency 

Standards. The ANCI Competency Standards 3e has become ubiquitous in the nursing 

worlds of regulation, education, practice and research. It is uncritically accepted as a 

natural representation of competence.  

 

The ANCI Competency Standards 3e (2000) have been promoted as the ‘gold’ 

standard representation of competence in nursing. They are treated as a rational, 

logically produced set of standards that reflect competence in its natural form. 

However, in this chapter, I have shown that far from being ‘natural’, the competencies 

list is a social and political account of competence by individuals who use the list to 

help with their different kinds of work. Rather than being a ‘natural’ reflection of 
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competence, competency standards have been produced to make competence work in 

these various social worlds. Competence is produced by the competency standards 

and is sustained in this form through the continuous work of various individuals, 

groups and social worlds with vested interests in the classification of nursing work.  

 

In the following chapters, I show how competence and competency standards are 

worked as a package in the everyday assessment of nurse performance. How nurses 

are categorised using the ANCI Competency Standards 3e, and what happens when 

nurses don’t meet the ANCI Competency Standards 3e is the focus of the following 

Chapters Six, Seven, and Eight. In Chapter Six, I show how nurses work with the 

ANCI Competency Standards in ways that are local. These nurse assessors shape and 

adapt the standards to work for them. In Chapter Seven, I show how multiple 

competencies are aligned to make competence in packages that I will call competency 

standards assemblages. And in Chapter Eight, I show the remarkable and creative 

work of nurses who assess other nurses to produce competence.  
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Chapter Six 

Localised competency standards assemblages 

 

In Chapters Four and Five, I addressed how the ANCI Competency Standards 3e came 

to take the form that it did and how it came to be so robust, embedded across many 

social worlds in nursing. The next step in this investigation is to explore how the 

ANCI Competency Standards 3e is enacted at the local level of everyday nursing 

practice. In particular, I focus on the practices of newly qualified nurses and those 

nurses responsible for assuring their competence.  

 

Today, competence is in itself mundane, taken-for-granted, almost prosaic in 

everyday nursing practice. Nursing researchers often assume that competence is a 

latent intrinsic capability or potentiality within each individual nurse. Their focus is 

on the operational definition of competence and the development of the ‘right’ 

technology to assess competence. This approach glosses over the making of 

competence in the situated interactions in which both the newly qualified nurses and 

those assessing their competence find themselves. In my research I have moved away 

from this focus of attention on the instrument. A focus on the instrument lets the 

researcher ‘off the hook’ when it comes to accounting for the robustness of 

competence as a phenomenon in nursing work. My concern is with how competence 

comes to be routinely counted as real and measurable for those involved. 

 

In this chapter I explore how competence is produced in the situated processes of 

competency assessment. For example, competence is produced in diverse procedures 

such as changing an intravenous fluid bag, brushing a woman’s hair, and removing a 
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drain from a surgical wound. In this approach, competence is defined as “a property 

of some actions rather than others, as judged by knowledgeable witnesses” (Fox 2000, 

p861). My focus in this research is on the actions of localised assessment, who is 

involved, what is said and done, and how it is said and done. I investigate the actions 

and the artefacts used to assess those actions and how these are arranged as 

representational devices to manufacture what comes to count as competence. To do 

this, I adopt a constructivist social science approach to method and politics as 

advanced by Haraway (1988) and Law (2004), introduced in Chapter Three.  

 

Haraway (1988) argues that as we produce knowledge, we are all located somewhere 

in our actions and in our bodies. As such, we are in complex sets of relations that 

simultaneously have to do with objects (material) and meanings (semiotic). She 

argues that detachment, valued by the empiricists and positivists in objectivity, is not 

possible because we are entangled by our flesh, our versions of vision, and in 

relations of power that pass through and are articulated by us (Haraway 1988). 

Material-semiotics privileges partial perspective, split vision and situated knowledge. 

Rather than being coherent, identity, location of knowledge, politics and action are 

heterogenous, located and irreducible (Law 2004). This approach to method and 

politics is necessary in order to shift the focus of the analytical lens from the 

instrument itself to the practices of assessment. In this study, I focus my investigation 

on how the ANCI Competency Standards 3e is used in situated practices by different 

people. 

 

I came to the nursing workplace interested in seeing how a relatively stable artefact, 

the ANCI Competency Standards 3e was used by nurses to assess the competence of 
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newly qualified nurses. As demonstrated in Chapter Five, the ANCI Competency 

Standards 3e was a robust instrument, and withstood change, not because there is a 

definite form for competence but because people worked to make one form. Further, 

by enrolling the state regulatory authorities through their endorsement of the ANCI 

Competency Standards 3e as necessary for registration as a nurse, nurse leaders 

created the ANCI Competency Standards 3e as a requirement for the annual license to 

practice as well. This move has helped to establish a specific form of material-

semiotic power; the ANCI Competency Standards 3e is related to competence and 

therefore entry to the nursing profession.  

 

In order to really work as a passage point to registration, the ANCI Competency 

Standards 3e needs to be embedded into the day-to-day work of assessing the 

competence of pre-service nursing students and newly qualified nurses who are 

licensed to practice in hospitals and other health care settings. Since the initial 

education series (on how to use the ANRAC Competencies) began in 1990 (see 

Chapter Four), the ANCI Competency Standards 3e has become a stable artefact that 

has led to a technological frame, known generically as competency standards, that 

bound the meanings of a range of social worlds such as regulation, management, 

education and research (Chapters Four and Five). As seen in Chapter Five, many 

relevant social groups have invested so much in the ANCI Competence Standards 3e 

that its meaning has become stabilised and has come to form part of a larger network 

of practices, theories and social institutions. The localised networks and relationships 

are illuminated in the following chapters. 

 

 
174



The sources of data for Chapters Six, Seven, and Eight are derived from the 

Transition to Practice programs at three health agencies that constitute the Mountain 

Region Health Service (a pseudonym). Data includes the documents distributed to 

newly qualified nurses as part of the induction to the Transition to Practice program, 

interviews with seven RN preceptors from the two hospitals, group interviews with 

CDNs who work in the two hospitals and the community health service and 

observations of the assessments of seven newly qualified nurses from the two 

hospitals. There were no RN preceptors from the community agency as students did 

not undertake a final placement in the community before 2006. The newly qualified 

nurses who volunteered for the study did not work in the community, therefore there 

were no newly qualified nurse observations from the community agency.  

 

Data is presented throughout Chapters Six, Seven and Eight as evidence to support 

my conclusions. The data code is found in Table 16. The page number of direct 

quotes in the transcript for that particular interview or observation is included for 

future reference. 

 

Table 16. Coding for field data 

RN 
Preceptors 

Subject 
number 

CDN Focus 
Groups 

Group 
number 

Observations 
of 

assessment 
of newly 
qualified 

nurse 

Subject 
number 

RN 201-207 FG 1-7 NQN 501-507 
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Within the Mountain Region Health Service, there are two separate organisations, 

which operate fairly autonomously, known as Kosciusko Hospital and Bogong 

Community Health Service. A third health organisation, the Buller Hospital, is part of 

a national network of health services and works closely with the Mountain Region 

Health Service. Transition to Practice programs for newly qualified registered nurses 

are offered by these health services. The transition program lasts for twelve months. 

To successfully complete the transition program, the newly qualified nurse must be 

deemed ‘competent’ through a series of assessments and assignments. This record of 

competence is held on file for several years. During the Transition to Practice 

program, nursing identity is produced as competence, often in the form of 

‘competencies’.  

 

Newly qualified nurses are ‘buddied’ with experienced nurses, who are known as 

(RN) preceptors, in all three health services. At Kosciusko and Buller Hospitals, 

Clinical Development Nurses (CDNs) are available (via telephone pagers) to work 

with the newly qualified nurses during morning and evening shifts. In light of 

increasing shortages of experienced nursing staff to support newly qualified nurses as 

preceptors, 40 new CDN positions were collaboratively established across the three 

organisations in late 2004. These more recently appointed CDNs work locally, in their 

area of expertise, with newly qualified nurses.  

 

When I began collecting field data, I was expecting to learn about the ways that the 

ANCI Competency Standards 3e was used to directly assess practice; how it was 

handled in practice. However, after listening to the CDNs talk together about their 

work as assessors, what they did and how they did it, and then watching assessment 
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practices, I quickly became aware that there was not simply one set of competency 

standards used to assess newly qualified nurse practice everywhere. Rather, there 

were many competency assessment instruments. In order to understand how the ANCI 

Competency Standards 3e, a nationally accepted assessment technology, changed to 

something different in the field, I draw upon the work of de Laet and Mol (2000) and 

the Zimbabwe Bush Pump. 

 

De Laet and Mol (2000) are interested in the Zimbabwe Bush Pump because it is so 

successful. The pump provides water, but it also provides health; it is a material-

semiotic assemblage. The Zimbabwe Bush Pump ‘B’ type is made of different types 

of plastic tubing and parts. The pumps are distributed to small rural communities 

across Africa. The pumps leave the manufacturing plant with a complete set of 

written instructions on how it should be maintained. The pumps and instructions are 

received in villages where some of the community members take responsibility for 

caring for the pump. The government established rules about how and where the 

pumps would be installed and maintained but these rules are not always followed or 

enforced. Sometimes one or two members of the community will maintain the pump, 

whereas in other communities up to 20 people will work together.  

 

Maintenance of the pump locally means that when parts break down they are 

replaced. This work involves ingenuity by members of the local communities, as 

replacement parts are not readily available from the manufacturer. de Laet and Mol 

(2000) attribute the success of the pump to its vague and moving boundaries; there is 

creativity in the ways that the pumps are built and re-built in local communities, with 

the pumps appearing, and sometimes operating, in different ways. There are many 
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grades and shades of ‘working’ in the ways that technologies are supposed to work. 

de Laet and Mol (2000) conclude that this movement in working order is fluid. The 

water supplied by the pump is ‘clean’ and sustains the local communities – it fulfils 

its purpose. The fluidity of the bush pump, the way that it changes from one village to 

the next, explains the extent of its diffusion. The pump has a capacity for changing its 

shape and remaking its context. de Laet and Mol (2000) argue that if the company 

that made the pump insisted on replacing its own parts, or if government rules about 

how and where the pump was used were strictly enforced, it would not be so 

successful.  

 

In this chapter, I show how the ANCI Competency Standards 3e is like the Zimbabwe 

Bush Pump in that communities of nurses actively change its shape to make it work in 

their contexts. The ANCI Competency Standards 3e is distributed by the ANCI from 

the national office to localised practice communities in different parts of a wide range 

of health services across Australia. In the process of being distributed to these 

different communities, the ANCI Competency Standards 3e becomes translated into 

many ‘competencies’. Although the ANCI Competency Standards 3e was originally 

accompanied by instructions on how it could (or should) be used (Chapter Five), these 

instructions for use are not enforced by the ANCI. The ways that individual assessors 

work with the ANCI Competency Standards 3e in different practice communities is 

the focus of this chapter.  

 

The work that CDNs and RN preceptors do to translate the ANCI Competency 

Standards 3e into local ‘competencies’, then work with the ‘competencies’ locally to 

produce competence, and then represent these observations in the language of the 
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ANCI Competency Standards 3e is significant and creative. To work with locally 

produced ‘competencies’ involves other people or actors such as the patient, other 

nurses, managers, the newly qualified nurse, doctors, pharmacists, cleaners and 

objects such as beds, call bells, IV poles, and a range of biomedical technologies. This 

work is largely hidden and often not explicitly acknowledged. Data collected from the 

field is presented in this chapter to show how the ANCI Competency Standards 3e is 

translated locally and is made to work in two significant industry arenas: risk 

management and efficiency.  

 

6.1 TRANSLATING THE EVERYDAY WORK OF NURSING 

When the ANCI Competency Standards 3e was published and circulated to the 

profession, it was in the form of a 26-page A4 booklet. There is an introduction that 

provides the history of its development, how the ANCI Competency Standards 3e 

relates to other ANCI published standards such as the Code of Ethics and the Code of 

Conduct, and the purpose of the ANCI Competency Standards 3e. There are 53 

competency elements, grouped into 14 competency units, which are then grouped into 

four domains: professional and ethical practice, critical thinking and analysis, 

management of care, and enabling.  

 

Once published and promoted, how the ANCI Competency Standards 3e is used is not 

monitored by the ANCI. The ANCI Competency Standards 3e is used at one level by 

Nurse Regulatory Authorities as an account of nursing practice at the standard for 

registration. In so doing, the ANCI Competency Standards 3e is used by universities 

to inform curriculum design for pre-service nursing education. It is also used to assess 

the practice of nurses who have qualified overseas.  The use of the ANCI Competency 
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Standards 3e in the Transition to Practice program in the Mountain Region Health 

Service is not for registration, as the newly qualified nurses have been registered 

based upon their education at university or elsewhere. Rather, the ANCI Competency 

Standards 3e is used in this instance to provide feedback to the newly qualified nurses 

on specific aspects of their performance.  

 

At Kosciusko and Buller hospitals, I saw that the ANCI Competency Standards 3e 

document was on the shelf near where the CDN sits in the office or on a shelf in the 

nurses station (central desk) of the wards. It had also been transcribed into an 

electronic word document, with extra white space under each competency element for 

typing in examples from observation or evidence of competence. The CDNs told me 

that they entered evidence from their observations of the newly qualified nurses’ 

practice to show that each competency element was achieved (FG1). In other places 

in the hospitals I saw the ANCI Competency Standards 3e document on shelves in 

nursing units, sometimes hidden among textbooks and binders. I also saw a copy of 

the A4 folded ANCI Competency Standards 3e brochure stored in a plastic sleeve and 

posted with thumbtacks onto a notice board in a nursing staff tearoom. The ANCI 

Competency Standards 3e document was physically present in various places around 

the hospitals for access by the newly qualified and assessor nurses. 

 

Despite it being readily available for consultation by nurses at any time, I saw that the 

ANCI Competency Standards 3e is taken off the shelf or opened on the computer only 

near the end of the Transition to Practice program. In this final assessment, a CDN 

works beside the newly qualified nurse for one to four days, collecting examples from 

practice that can be translated into evidence to demonstrate that the newly qualified 
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nurse meets each competency element. On meeting all elements, the newly qualified 

nurse is declared competent. Prior to this final competency-based assessment, there 

are many other assessments. These earlier assessments seemed fragmented; they each 

appeared to represent only part of the ANCI Competency Standards 3e and yet, each 

one is used to demonstrate competence. When I attended more closely to the practice 

of assessing competence, I realised that each assessment was a unique assemblage of 

the assessor, the newly qualified nurse, various objects, patients, and contexts.  

 

From my observations during this study, I conclude that the ANCI Competency 

Standards 3e is not fragmented. It is not broken into parts to be used in practice as 

‘competencies’. Each time the CDNs and RN preceptors conducted a competency 

assessment to draw a conclusion about the newly qualified nurse’s competence, the 

competence was different. There were many practices, actions, people, and objects 

that produced competence differently each time; competence was multiple. When 

discussing the ANCI Competency Standards 3e, RN preceptors and CDNs shift, 

imperceptibly, from discussing the ANCI Competency Standards 3e to other words 

such as ‘competencies’, ‘risk management’, ‘safety’, ‘attitude’, and ‘time 

management’. I follow these shifts in the localised communities of practice.  

 

On analysis of these conversations, and supported by my observations of assessment 

practice and my personal experience, I came to see that these were not other, 

different, technologies but changes to the boundaries of the ANCI Competency 

Standards 3e. The CDNs designed the local ‘competencies’ used to assess newly 

qualified nurses. The CDNs identified the design of competency assessment 
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instruments, which they called ‘competencies’, as labour intensive work, for which 

they had little time. This was evident in the focus group discussions with the CDNs. 

“the tools will be written I suppose by us …” (FG2, p.15) 

“But who is going to write it is our questions because our role is supposed to be 
80 percent on the floor working one to one with these people [newly qualified 
nurses] and 20 per cent…[in the office]” (FG3, p.2). 

These ‘competencies’ were often related to specific localised procedures associated 

with objects such as biomedical equipment and technologies such as a tracheostomy 

tube and associated equipment such as cloth ties, gauze dressings, cleaning agents, 

oxygen and suction and related tubes, or a haemodialysis machine and associated 

tubes, needles, and blood testing equipment. The ‘competencies’ were usually a series 

of statements printed onto one or more A4 sized pages and held in filing cabinets or in 

binders on shelves around the hospital. I noted during the group interviews that some 

of the CDN assessors were exchanging ‘competencies’ with each other (FG2, p.19).  

The ‘competencies’ were highly valued by CDN assessors for their potential 

consistency between assessors (inter-rater reliability).  

“…some things have tools for formal assessment and some are just you just ask 
them questions so they are a bit more subjective because I might assess 
something differently to the way [name CDN] does. So we do sort of need more 
tools and it is moving towards that but it’s a big job” (FG2, p.20).  

 

The responsibility for ‘competencies’ development was overwhelming for many of 

the CDNs, who commented that there was a need for thousands of ‘competencies’ to 

be developed (FG3, p.2). The need to describe nursing practices through 

‘competencies’ was shared by many of the research participants.  
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“We do have some things as formal assessment tools. Like to take out an ICC 
[intercostal drain] there’s a formal assessment tool for that and so you tick them 
off and they’re found competent or not yet competent” (FG2, p.19). 

 

The CDNs who participated in the study invariably stated that they had completed, 

were completing or were enrolling in the Workplace Assessment Course offered by 

the local vocational education facility. The Mountain Region Health Service paid for 

these courses and provided time release for CDNs to attend. Not only was the 

development of ‘competencies’ viewed by the CDNs as important and never-ending 

work, many of them reported feeling challenged by remaining objective while being 

sensitive to subjective cues. For example, one CDN commented that: 

Again, going to that domain of the subjective realm that’s really hard to 
put your finger on and you have to remain objective and try and give 
examples to the person of acceptable behaviours (FG5, p.25).   

 
 

The differences between the interpretive approach that came with the original 

instructions for the ANCI Competency Standards 3e and the behaviourist approach 

advanced by the vocational-sector Workplace Trainer course is lived out in the 

struggles faced by the CDNs and RN preceptors when they try to provide feedback to 

newly qualified nurses. When they talked about their practice, the CDNs and RN 

preceptors did not voice this tension in terms of different approaches to assessment. 

But when this finding was presented to research participants and other invited guests 

at a seminar in April 2007, one of the guests articulated the tension as related to the 

differences between the interpretive and behaviourist approaches. This comment is 

indicative of the tensions between operational and behavioural or capacity and 

performance that was evident in assessment instrument development, outlined in 

Chapter Two. 
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Although the debate between different approaches to assessment is explicit in the 

nursing literature, it is marginalized in the clinical setting. The debate is implicated in 

everyday decisions about competence but it is also negotiated. CDNs and RN 

preceptors focused on the use of locally developed ‘competencies’ to provide 

feedback to newly qualified nurses, with the expectation that the newly qualified 

nurses would incorporate this feedback into how they performed practice as part of 

their professional development. Their primary interest in nurse performance keeps the 

debate about subjective or objective and interpretive or behaviourist blurred and 

marginalized in the clinical setting.  

 

6.1.1 Translation 

The ANCI Competency Standards 3e left the offices of the ANCI in one form but 

needed to be translated locally by CDNs to do their work in the Transition to Practice 

program. The generic language was translated into specific terminology for use in 

specific practice contexts and called ‘competencies’ by CDNs and RN preceptors. 

The work of developing local ‘competencies’ is time consuming and requires formal 

training. Once developed, the local ‘competencies’ are filed away in cabinets or in 

binders held on shelves and in some cases added to the agency’s electronic procedures 

manual, where newly qualified nurses who are preparing for assessment can access 

them. The CDNs, in particular, saw the need for multiple translations of the ANCI 

Competency Standards 3e as urgent, indicating that the ‘competencies’ were highly 

valued in local practice communities.  
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CDNs and RN preceptors worked the ANCI Competency Standards 3e to create 

localised assessment technologies that they called ‘competencies’. These tools 

required time to prepare. There were shared and accepted practices or processes for 

this translation work that was partially informed by the Workplace Trainer program 

offered in the vocational education sector. When assessing newly qualified nurse 

practice, the CDNs and RN preceptors did not use only these objective 

‘competencies’. They were also using embodied knowing, a subjective understanding 

about practice in specific contexts that they called ‘professional’ practice.  

 

6.2 PROFESSIONAL PRACTICE 

In the group CDN interviews, individual RN preceptor interviews, and in my 

observations, the ‘competencies’ were talked about and used as a framework to 

provide feedback to senior nursing students and newly qualified nurses on their 

performance. For example, one RN preceptor shared her experience of working with a 

senior nursing student who did not report a significantly low respiratory rate.  

“I can remember one example of that when I [thought] that they probably 
weren’t quite ready was when they were looking after a post op patient and I 
was in the other room and the patient’s respiration was dropped quite low.  I 
can’t exactly remember the figure but it was below 10.  It was a single 
digit….[R: Which would be enough to worry] Yes.  They didn’t get 
concerned about it didn’t inform me about it and … [R: So you found out by 
accident just from checking] I generally check the charts but this person had 
been working with me for such a long time and they’d always come back 
when the obs were out of whack and stuff that I hadn’t checked the charts 
until the second set of obs were done and the resps were low and it could 
have been a MET [Medical Emergency Team] call.  So basically I just 
stepped in assessed the patient called the resident and then pulled the 
student aside afterwards and spoke to her about why she didn’t come 
forward” (RN 206, p.5). 

 
The assessment of observations is described in a published ‘competency’ found in a 

binder in the nursing unit. However the interpretation of the results, and associated 

actions, are not included in the ‘competency’. Inability to interpret and report unusual 
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findings puts patients at increased risk of undetected deterioration to the point of 

respiratory or circulatory collapse, and possible death. In this case, competence is 

produced when the senior nursing student analyses the clinical finding of a low 

respiratory rate, understands the meaning of that finding, and then reports the finding 

to a more senior nurse. In this example, the assessor infers that the analysis is not 

done and would use this example as evidence to feed back to the student for learning 

and professional development.  The ‘competency’ for assessing post-operative 

observations, which was found in a binder in the ward, is assembled by the CDN with 

other people and objects such as the patient, the medical charts, the stethescope, the 

sphygmomanometer, the newly qualified nurse’s hands, and although not present, 

with the Medical Emergency Team. I call this grouping a ‘competency standards 

assemblage’. 

 

How the newly qualified nurses judge clinical data, form a conclusion and act on that 

conclusion was considered important for competence. One CDN in one focus group 

shared the following example of interpretation of data by a newly qualified nurse,  

…because often you’ll have somebody who’s got quite good knowledge and 
skills but their attitude is very much so, “oh yeah well they’re fine”.  You know 
they’ve got a blood pressure of 90 on 50 but “oh it’ll be right they’re always 
like that”.  Or actually we had one the other day where the person had a blood 
pressure of 66 on 42 and they basically had that attitude of “that’s them”.  So 
actually competence can be the attitude; it can be that we might say “now tell 
me a little bit more.  Your patient’s got CAL [Chronic Airways Limitation] and 
what does that mean and how does that affect your nursing care for them” 
(FG2, p.19).  

 

When the life threatening nature of hypotension, a blood pressure of 66/42, is not 

acknowledged by the newly qualified nurse, concerns of competence are raised for the 

CDN. In this case, the lack of competence is attributed to lack of understanding of 
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underlying pathology of Chronic Airways Limitation but this needs to be confirmed 

through further questions. Scientific knowledge of the body that supports the 

interpretation of clinical evidence continues to be a standard for nursing practice. It is 

continuous from the time when nurses sought to present themselves as scientific (refer 

to Chapter One).  

 

I observed many cases where the newly qualified nurse did not perform according to 

the standard and was deemed ‘not yet competent’, with feedback on areas for 

improvement provided. In case study 1, Selina was working with a different 

competency standards assemblage for removal of a wound drain with the newly 

qualified nurse, Tom. 

Case study 1: Complex dressing with a drain in the wound 

Tom, a newly qualified nurse working in the orthopaedic unit in Buller Hospital is 
preparing for a competency assessment on removing a drain from a knee wound. He 
recalls from his orientation into the Transition to Practice program that this skill needs 
to be completed by the third month of the program. He thinks to himself that he has 
left his ‘run too late’ because tomorrow is the expected date for completion of this 
skill. To get ready for the assessment, Tom takes the procedure competencies manual 
off the shelf in the central desk area and reads over the competency for removing a 
wound drain. He takes the manual with him to the clean utility room, where he uses 
the lists provided in the competency to set up the dressing trolley. He wants to appear 
organized when the CDN arrives. Once this is done, Tom gets out his copy of the 
Clinical Skills Assessment Book, circulated to all newly qualified nurses in the 
Transition to Practice orientation; it is ready for signing once the procedure is 
completed. Then Tom calls Selina, the area CDN to assess his aseptic technique.  

When Selina arrives, Tom moves the dressing trolley towards the patient’s room. 
Together, Tom, Selina and I go to the patient’s room. On arrival, Tom proceeds to 
introduce Selina and I to the patient and then describes what the procedure will 
involve. Selina stands on the opposite side of the bed to Tom and observes. She 
comments only when Tom looks at her. During the procedure, Selina speaks in a soft 
voice, providing some directions when Tom pauses, such as “move the scissors to the 
corner of the sterile field” and “you are going well”. Selina also speaks with the 
patient, engaging him in a conversation about his property west of Canberra. At the 
end of the procedure, Tom wraps up the bloodied drain in the dressing pack, places it 
on the dressing trolley and leaves the room. Selina settles the patient by returning the 
bedside table and making sure the overhead lifting device is working, placing the call 
bell and Patient-controlled analgesia administration device within reach of his hand. 
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While we are leaving the room, Selina comments to me that Tom had left the patient 
in an unsettled state and because he rushed away, she was unable to assess how he 
discarded the blood filled drainage bag and tube.  

When Tom emerged from the utility room, Selina provides feedback to Tom as shared 
with me. Selina tells Tom that she is concerned about his attention to patient comfort 
and the safe disposal of hazardous waste. Tom’s shoulders visibly slump, while he 
tries to maintain an even facial expression. Tom responds that he knew that Selina and 
the researcher were present and that he did not feel the need to stay. Selina 
acknowledges that this can be confusing, and she and Tom agree that the competency 
will not be signed today and discuss when another assessment opportunity might 
arise. 

 

In this case, Tom was using the ‘competency’ found in the ward binder that outlines 

the techniques for removing a wound drain. However Selina was working with a 

broader idea of competence, incorporating other ‘competencies’ related to safe 

disposal of bloodied tubing and making sure the patient is comfortable and settled 

before leaving the room. The ‘competency’ for removing a wound drain, found in the 

procedure manual, is a partial account of competence.  It must be performed with 

other ‘competencies’ for comfort and safety. In this example, consistent with the 

interpretation of clinical evidence, the newly qualified nurse can be ‘not yet 

competent’ in a procedure such as removal of a wound drain and yet continue to be 

employed (assumed competent) as a nurse in the organization. This apparent 

contradiction was unremarkable for the CDNs and RN preceptors in the study.  

 

However, this contradiction was confusing for newly qualified nurses like Tom. Tom 

had completed the ‘competency’ for removal of a drain from a wound, left the patient 

with two senior nurses, the CDN and the researcher, and discarded the drain in the 

appropriate bin. But he didn’t say on his way out the door that he would leave settling 

the patient to the Selina and researcher; he didn’t demonstrate his understanding that 

settling the patient was necessary. He didn’t wait for Selina to watch him discard the 
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bloodied tubing although he could show her that it was in the appropriate bin. From 

Tom’s point of view, competence was achieved but this was not enough for Selina 

and the organization. Through feedback from the CDNs, the newly qualified nurses 

learn that competence is broader that the ‘competencies’ that were circulated in the 

orientation manual, found in folders, binders, and filing cabinets in the wards and 

found on the intranet policy manual. This experience would be frustrating for those 

newly qualified nurses who are focused on performing well and getting the 

‘competencies’ signed off in their Clinical Skills Assessment Book within the 

timeframes set by the Transition to Practice program.   

 

During data collection I noticed that colleagues, as well as RN preceptors and CDNs, 

make early judgments about the newly qualified nurses’ competence based upon their 

behaviour. This is usually noted by exception, where the newly qualified nurse does 

not demonstrate ‘professionalism’. In interviews with CDNs and RN preceptors, 

professional etiquette included appropriate: 

 Deference to more experienced staff; 

 Dress; 

 Use of voice; 

 Demeanour; and 

 Use of language, particularly medical terminology. 

In one group interview, a CDN described an unprofessional newly qualified nurse 

who was “a non team player, and some of the things that we ended up spelling out 

were quite tangible things like eating in the nurse’s station … and the volume of your 

voice in the hallway” (FG5, p.26). These expectations recalled the behavioural 

aspects of performance, (re)producing the Nightingale standards from the early 20th 
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century where nursing is (re)assembled as a suitable occupation for middle class 

women. Whilst the ANCI Competency Standards 3e has been widely disseminated as 

the professional standard for entry to practice, other standards for being professional 

that originated in other times continue to inform the competency standards 

assemblage and therefore competence. Related to demeanour and presentation, 

‘attitude’ emerged as a significant ‘competency’ during this study and is described 

more in the next section. 

 
6.2.1 Professional attitude 

Attitude came up in every interview, both group and individual. But there were no 

recorded ‘competencies’ for attitude; it was not listed in the orientation manual. 

Attitude is an invisible ‘competency’. In one group discussion, CDNs raised the 

challenge to incorporate attitude into written ‘competency’ documents. CDNs and RN 

preceptors shared some of the ways that they assess for attitude: 

• “… their approach to the patient, understand what and why, clarify patient 
understanding, and safe technique” [FG4, p.12]; 

• “How to be able to look things up when they don’t know the answers to 
questions…an inquiring kind of attitude” [RN206, p.2]; 

• “Good attitude is being receptive to CDN feedback” [FG1, p.20]; and 

• “Competence means ‘right’ attitude, there for ‘right’ reasons, knowledge, talk 
well, etc” [FG6, p.20]. 

 

From these comments, I became increasingly aware that attitude was part of local 

competency standards assemblages, where several ‘competencies’ were combined to 

form a conclusion about competence. CDNs and RN preceptors singled out attitude as 

an important element in their assessment practice. It was an embodied ‘competency’, 

where research participants described attitude in terms of specific behaviours. I have 
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collated the representations for attitude that emerged from the analysis of the field 

data (Table 17).  

Table 17 Criteria used by assessors to judge attitude 

Criteria that indicate a positive attitude Criteria that indicate a negative attitude 

Newly qualified nurses: 

Are proactive in their learning and 
actions. 

Want information, ask questions, but are 
unwilling to have a go.  

Are motivated and enthusiastic.  Don’t participate in the learning contract. 

Perform techniques safely.  Do not communicate effectively. 

Understand what they are doing and why. Make excuses for underperformance.  

Keep trying to address their 
shortcomings. 

Don’t own up to mistakes. 

Consult the senior nurse regularly 
throughout the shift. 

Receive information but don’t apply it – a 
wall comes up. 

Know how to look up information they 
don’t have. 

Don’t express a need to consult resources 
to increase personal knowledge.  

Approach the patient openly & seek to 
clarify patient understanding. 

Are reported by colleagues for 
underperformance. 

Consult the senior nurse when they think 
the situation is wrong. 

Express no interest in nursing or at least 
this area of nursing. 

Attend in-services and other educational 
opportunities without being told. 

Stiffen their bodies (wooden) when you 
are there. 

Are totally receptive to feedback and 
honest about limitations when feedback 
indicates that they are not-yet-competent. 

Are resistant to feedback, defensive or 
rude or even argue and explode on 
hearing feedback. 

 

 

The term ‘criteria’ is used as it captures the standard that was implicit in the 

competency standards assemblages described or observed during the study. In 

listening to the CDNs and RN preceptors talk about their work with newly qualified 
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nurses (RN preceptors also worked with students), attitude was expressed as either 

positive or negative.  In reviewing the list, attitude can be stated as a unique 

‘competency’, created between the newly qualified nurse, the assessor and the 

artefacts in the specific situation. Attitude is given priority and was used to produce a 

new category, the ‘not yet competent’ decision. It can also be embedded into other 

‘competencies’ such as ‘safety’. For example, the attitude competency statement, 

“attend in-services and other educational opportunities without being told”, can be 

incorporated into mandatory attendance at cardio-pulmonary resuscitation in-service 

sessions. So that, not only is the person attending the mandatory cardio-pulmonary 

resuscitation in-service session, he or she is attending without being told or reminded.  

 

Newly qualified nurses who were assessed as having a poor attitude proved to be 

particularly challenging for the assessors. As one RN preceptor states:  

“[There are] one or two in the world that seem to have an attitude problem and 
you don’t seem to be able to work it out at all” [RN208, p.3]. 

 

CDNs and RN preceptors appeared to value their knowledge of the newly qualified 

nurse in relation to themselves. When they were concerned about the competence of a 

newly qualified nurse, they arranged extra time to meet with that nurse, and called 

this ‘tapping in’ (FG2, p.22).  They worked closely with the newly qualified nurse in 

daily practice (for the purpose of feedback and learning), and collaboratively 

developed the localised competency standards assemblage used to produce 

competence. 

 

When newly qualified nurses were being assessed, they could continue to work when 

they were assessed as ‘not yet competent’, or when they presented with what was 
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called a ‘negative attitude’. Multiple ‘competencies’ were assembled by the assessors 

to produce competence or not yet competent. When newly qualified nurses 

consistently performed according to the ‘competencies’ and demonstrated a positive 

attitude, they were classified as competent. More commonly, the CDNs and RN 

preceptors reported, and I observed, cases where the competency achievement and the 

nurse’s attitude did not align. These were classed as ‘not yet competent’, requiring 

feedback, further practice and assessment.  

 

The CDNs and RN preceptors reported that when they considered that negative 

attitude was contributing to underperformance, they would consult others to confirm 

their intuitive judgment. There are no lists to help with this assessment. In order to 

validate their concern about attitude (and competence), the assessor would consult 

colleagues, other CDNs, the managers of the area and experienced staff in the Staff 

Development Unit. Often negative attitude is a contributing factor to those cases 

where competence is not consistently produced. The research participants called these 

‘borderline cases’.  Borderline cases are explored further in Chapter Eight. 

 

So, the ANCI Competency Standards 3e were changed to include attitude, with a set 

of non-codified criteria that were shared implicitly by the nurses responsible for 

assessment. The localised ‘competencies’ for attitude do not exist as black squiggles 

on paper. They are in the minds of the assessors; they are embodied ‘competencies’ 

shared through the provision of verbal feedback. The embodiment of these 

‘competencies’ makes them resistant to explicit representation and yet, as a shared 

standard, the ‘right’ attitude is an assessment technology used by all assessors in this 

study to produce competence.   
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All of the localised competency standards assemblages described and observed in this 

study addressed attitude. The ‘attitude competency’ was used to produce a new 

category of competence called ‘not yet competent’ rather than using the simpler label 

‘not competent’.  When ‘not yet competent’ is produced, there is scope for feedback 

and a learning contract as part of professional development and the newly qualified 

nurse can continue to work as a licensed registered nurse.  

 

6.2.2 Producing professionals 

Competence is multiple when it is produced through localised translations of the 

ANCI Competency Standards 3e into ‘competencies’. These ‘competencies’ were 

both codified, such as the procedure of removing a wound drain, and embodied, such 

as attitude. Attitude ‘competencies’ were difficult to reify because they are embodied 

in the minds and flesh of the CDNs and RN assessors. Multiple ‘competencies’ were 

assembled in each assessment, leading to a conclusion regarding competence.  

 

The local competency standards assemblages represented a mix of professional values 

that stemmed from the 19th and 20th century. The Nightingale era standards of a good 

woman are present in demeanour and attitude. Standards for scientific knowledge 

related to inquiry, understanding and judgement were also present. While the CDNs 

and RN preceptors worked with the material-semiotic ‘competencies’ to make 

competence, newly qualified nurses were not always aware of the complexity of these 

assemblages.   
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The localised competency standards assemblages were arranged differently in each 

place and for each activity. Multiple competencies are developed (translated) from the 

ANCI Competency Standards 3e and then worked by the CDNs and RN preceptors 

into competency standards assemblages. These assemblages are partial accounts of 

competence that are later coordinated by the CDNs and RN preceptors back into the 

language of the ANCI Competency Standards 3e. This reworked record of 

competence is produced for nurse regulatory authorities and managers and discussed 

in Chapter Seven.  

 

The localised competencies found in folders and procedure manuals near the central 

nursing desks in hospital wards provided only partial accounts of competence. The 

newly qualified nurse could follow the steps for a particular procedure correctly and 

yet still not be deemed competent. CDNs and RN preceptors used their embodied 

knowledge of attitude to judge competence. Embodied knowledge of attitude was 

another competency providing a partial account of competence. ‘Not yet competent’ 

was a category used by CDNs and RN preceptors to label newly qualified nurse 

performance so that the newly qualified nurse could remain employed and registered 

as a competent nurse for regulatory purposes while also indicating that specific 

aspects of practice required further development. The category ‘not yet competent’ 

provided a space for learning and coaching.  

 

6.3 RISK MANAGEMENT 

The safety of patients was a constant goal for CDNs and RN preceptors when 

working with newly qualified nurses. Patient and staff safety was highly valued. 

Safety was the focus of strategies to prevent the risk of injury to the patients or nurses. 
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Examples of these strategies include taken-for-granted everyday practices such as 

washing hands between patients to reduce the risk of cross infection, making beds at 

an appropriate height to reduce the risk of back injury, and removing tape from 

patients in ways that did not hurt too much or remove too much hair.  

 

To illustrate the nature of safety ‘competencies’, I return to the vignette of Tom and 

Selina presented in case study 1. There is an element of risk management evident in 

the feedback from Selina. How the bloodied tubing is discarded is a risk management 

matter. It must be discarded in the hazardous waste bin, where it will be incinerated to 

prevent possible transmission of blood-borne pathogens. Discarding the bloodied 

tubing in the hazardous waste bin reduces risk to patients’ and staff health. Having the 

call bell and the patient controlled analgesia (PCA) button nearby reduces the risk of 

injury or increased pain to the patient. A working overhead lifting device provides the 

necessary support for the patient to move himself in the bed, with reduced risk of 

injury. Tom’s inaction, or Selina’s non-observation of action, contributed to Selina’s 

overall judgment of ‘not yet competent’. In this competency standards assemblage, 

competence was not produced despite Tom’s positive attitude, revealed by his 

readiness to be assessed, and completing the steps of the procedure as they are written 

in the ‘competency’ for the removal of a surgical wound drain. Selina arranges the 

multiple ‘competencies’ to produce ‘not yet competent’ in this case. This is complex 

judgment work that is difficult to communicate to newly qualified nurses.  

 

When I looked at the ANCI Competency Standards 3e these specific safety matters 

were not visible or explicitly stated. They were inferred within Competency Element 

1.4 (Refer to Appendix 1, p.6). In the case study, Tom’s practices needed to be 
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described and then translated into the language of the ANCI Competency Standards 

3e for the CDN’s records. 

 

Safety in the workplace is legislated through the ACT Occupational Health and Safety 

Act (1989). When shaping the localised competency standards assemblage, Selina 

may have considered this legislation. When Tom did not demonstrate practice 

consistent with the ‘safety’, he was deemed ‘not yet competent’. By supporting safe 

practice, CDNs and RN preceptors were reducing the risk to the organisation in terms 

of potential staff injury and medical litigation by patients. Selina worked to translate 

her observations into the language of the ANCI Competency Standards 3e to provide 

feedback to Tom. She described his performance using the term ‘safe’, such as safety 

of the patient and safe disposal of the hazardous waste. The ANCI Competency 

Standards 3e changed shape in the unique context of the specific event, the actors and 

the artefacts, including consideration of legislation, that were involved.  

 

CDNs and RN preceptors were aware that while observing performance that was not 

competent, the patient and organization was at risk. Several declared that they would 

intervene if they believed that there was a risk of imminent harm to the patient (FG 1, 

p.3; FG2, p.24; FG6, p.14; RN202, p.14; RN205, p.23-24). I observed their 

interventions in the form of coaching and gentle feedback, including questioning, but 

did not see anyone stop or actually takeover a procedure while I was collecting data. 

In my experience, taking over can occur when the senior nursing student or newly 

qualified nurse is unaware that she or he is about to make a significant error such as 

contaminating the open sterile dressing field with bare hands, or inability to work out 
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how to put on the oxygen mask or manipulate the suction catheter when the person is 

experiencing difficulty breathing.  

 

In consideration of safety, one of the key indicators of competence that I observed 

being used by the CDNs was checking of emergency equipment at the beside. Oxygen 

and suction outlets are at each person’s bed head in the hospitals. In a bag next to the 

outlets are sterilised packages of tubing, suction catheters, and oxygen masks. CDNs 

expect the newly qualified nurses to check this equipment for their allocated patients 

(or empty bed bays) at the beginning of each shift. According to one CDN, “…there’s 

nothing worse than having a patient who needs to be suctioned because their airway is 

compromised and actually being able to go for that [suction catheter] and not have it 

there…it’s our duty of care to ensure that it [is there]” (FG6, p.17). When the newly 

qualified nurse does not routinely check the bedside emergency equipment, the newly 

qualified nurse is judged ‘not yet competent’. In one case, the CDN reports that, 

“…in the first assessment ..they checked the emergency equipment at the 
commencement of the shift [and] saw that there was actually no tubing from 
the canister to the patient ….then the CDN doing the assessment went and got 
some tubing and placed it on the end of the patient’s bed and said ‘I’ve put that 
tubing there for you to set up for your emergency equipment’ but the tubing 
actually sat there for the next four hours and the CDN prompted by saying, 
‘Now you know that that’s there’, with the response of ‘Oh, it’ll be right, I’ll 
fix it later’ ” (FG6, p.23).  

 

In this case, the CDN provided feedback to the newly qualified nurses that the 

competency of ‘safety’ had been compromised. Further assessment time was arranged 

at a later date to permit observation of emergency equipment checking to produce 

competence. Delayed assessment provides the newly qualified nurses with the 

opportunity to demonstrate checking equipment on another day. CDNs also report 
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that they will do ‘spot checks’ on the bedside emergency equipment during the day, 

when the newly qualified nurse is not aware. This activity is undertaken to determine 

whether the checks are being done only at the time of assessment or whether the 

practice of checking equipment is a consistent part of the newly qualified nurse’s 

practice. The competency standards assemblage is not simply checking the oxygen 

and suction, but consistently checking them, even when the assessor is not present.  

 

When CDNs talked about patient and staff safety, they were talking about localised 

competency standards assemblages. In the Transition to Practice program, there were 

several ‘competencies’ that were considered essential to assess such as: 

Drug administration; 

Aseptic technique (basic dressing); 

Gowning and gloving (sterile); 

Respiratory nursing assessment; 

Environmental assessment; 

Pulse oximetry; 

Skin assessment; and 

Pressure relieving devices.  

 

Safety and legislative requirements were treated as more important than other 

‘competencies’, and this was manifest in being labelled as ‘essential’. When safety 

was compromised through actions such as not leaving the patient’s call bell within 

easy reach or not ensuring that oxygen and suction is operational, newly qualified 

nurses were deemed to be ‘not yet competent’. The safety ‘competency’ is highly 

valued by CDNs and RN preceptors in competency standards assemblage work. 

Being ‘unsafe’ is consistent with ‘not yet competent’. 
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All competency standards assemblages include a safety ‘competency’ either explicitly 

as in a procedural step, such as handwashing before doing a dressing change, or 

implicitly embodied in the experience of the assessor. The CDNs and RN preceptors 

worked the safety competency standards assemblage to include legislation as well as 

the ANCI Competency Standards 3e. In summary, the safety ‘competency’ was 

privileged over other ‘competencies’, with risk management, for individual patients 

and the organization, being an important influence. This is a relatively new discourse 

of nursing where competence is related to safety and reduced organizational risk.  

 

6.4 EFFICIENCY 

As noted in Chapter Five, during this study there was, and continued to be at the time 

of data collection, an international shortage of nurses. Locally, the shortage was 

manifest in not enough nurses who were familiar with the ward environment and the 

routines of the hospital. On any given shift, there would often be newly qualified 

nurses, agency nurses, and sometimes student nurses to be managed and supported. 

The pressure on nurses with seniority and experience in the work was high; they were 

responsible for the delivery of high quality care as well as the supervision of a range 

of other workers with variable abilities. Senior nurses in the team, usually RN 

preceptors, assessed newly qualified nurses on a day-to-day basis.  

 

6.4.1 Competence in the context of teamwork 

During this study, there were continuous productions of competence by the work 

team. The ability to work as a team member, and work with local ‘rules’ of the 

practice community presented some challenges for the newly qualified nurses and 

CDNs. The ability and willingness of the newly qualified nurses to ‘fit into’ the team, 
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when rotated every four months, was an early indicator of competence for the CDNs 

and RN preceptors. The newly qualified nurses’ ability to talk easily and 

appropriately with other team members, and a willingness to help others, such as 

answering patient call buzzers, was valued by the team. In the team context, choosing 

to prioritise practices that were valued by the team was perceived as good time 

management. The CDNs, responsible for the final determination of whether the newly 

qualified nurse is competent, often used third party reports from team members such 

as other RNs, the local CDN, the RN preceptor, and the Clinical Nurse Consultant 

(CNC) to inform their final competency judgment.  

 

Both CDNs and RN preceptors acknowledged that when they heard reports from their 

colleagues in the practice team or community that indicated that the newly qualified 

nurse may not be ‘fitting in’ or ‘getting along with staff’, they were alerted to possible 

issues with competence. Sometimes, the CDN would get a report from a number of 

staff in a unit indicating that the newly qualified nurse was not progressing well. In 

these cases, the CDN would go to the unit and speak directly to the staff, seeking 

clarification of their concerns by identifying specific examples to indicate lack of 

competence.  

 

When the newly qualified nurse comes into a new placement, she or he is required to 

undertake a series of ‘competencies’ related to the specific equipment and practices in 

the area. It takes time for the newly qualified nurse to complete these ‘competencies’. 

Other nurses must cover for the newly qualified nurse until these ‘competencies’ are 

completed. Completion, or lack of completion of ‘competencies’ within a certain 

timeframe is used as evidence of competence (or not). When the ‘competencies’ are 
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not completed within the time expected by the work group, problems emerge for the 

newly qualified nurse. Other nurses will report their concerns to the CDN. CDNs 

reported that the concerns were often related to the slow work pace of the newly 

qualified nurse, usually contributed by constantly looking up information related to 

medication administration and other technical medical procedures. In one case, the 

newly qualified nurse had been placed in the operating theatres for the first placement 

and was then moved to a general surgical ward. The routines and processes of the 

operating theatre are very different to those of the wards and most newly qualified 

nurses beginning placement in a ward are coming from another ward. There were 

many concerns about this nurse’s time management. As a second placement, with five 

months of practice experience, the team had particular expectations about work pace 

that were not fulfilled (FG2, p.11). 

 

When I referred to the ANCI Competency Standards 3e there were no competency 

elements related to timeliness of work. Getting the work done within a predetermined 

time frame is a localised competency standards assemblage used by teams to produce 

competence. 

 

During interviews with CDNs and RN preceptors, time management regularly arose. 

In one focus group, the difference between working in the operating theatre and the 

general medical ward showed that ward work was the standard for time management: 

“because she spent all that time in theatres where its completely different to the 
ward so a lot of things she will never have the chance to have tick off so… 
Things like time management its just completely different” [FG2, p.10]. 

“where someone has their first placement as a theatre placement their time 
management is not up to standard” [FG2, p.11]. 
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Newly qualified nurses who are slow in progressing their work (poor time 

management), are unable to help others, and require support from more senior RNs, 

are judged as ‘not yet competent’ by the local team. Providing continuous support for 

the newly qualified nurse can disrupt the work order for the team and at times is 

viewed as inconvenience because staff have to stay late to finish their own work after 

helping the newly qualified nurse. This is exacerbated when senior staff members, 

who spent their time supporting the newly qualified nurse, find themselves 

consistently staying back to finish their work while the newly qualified nurse goes 

home on time.  

 

The CDN and RN preceptor assessors did not view time management in the same way 

as the local teams. They remained focused on safety, and supported the newly 

qualified nurses to go slowly in order to be sure that they have performed the 

procedure safely.  

“…feedback from staff that their time management was poor and they weren’t 
able to prioritise so that’s one other thing…I said okay I’m going to spend four 
hours the first half of the morning working with…this nurse…and just making 
sure she’s up to scratch and seeing where she’s at and that whole shift after the 
four hours it was actually, I can’t see a problem” (FG2, p.21).  

“They’re [newly qualified nurses] labeled… and they [staff] may be expecting 
too much” (FG2, p.23). 

From these examples, it appeared that CDN assessors and work peers or colleagues 

produced localised competency standards assemblages, called ‘time management’ 

differently. Therefore, localised competency standards assemblages for ‘time 

management’ are multiple. Although CDNs are aware of these differences, these 

different competency standards assemblages can confuse newly qualified nurses.  
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Expectations that time management will improve during the transition year are 

commonly held in work groups and problems occur when these expectations are not 

met. When they do not meet expectations for ‘time management’, newly qualified 

nurses may find themselves not fitting into the team culture. CDNs and RN preceptors 

reported that newly qualified nurses might try to avoid work or experience fear about 

coming to work when they do not fit in: 

“Well it depends…like..  Probably it comes across as being … it’s 
probably fear.  They’re probably scared out of their wits actually 
especially if it happens to be first placement and things like that or if it 
happens to be someone coming from an acute area like A&E [Accident & 
Emergency] or [Operating] Theatre and then onto a ward.  Something 
that’s very different and then onto a ward like two different or vice versa 
probably have experienced that.  So some of them have an interesting 
attitude at first but then it may settle and I kind of don’t take too much 
notice of it for the first little while.  I feel well look they’ve been thrown in 
…” (FG3, p.19). 

 

The CDNs expressed concern that newly qualified nurses who did not fit in may 

choose to leave the Transition to Practice program and the organization, contributing 

further to the nursing shortage and thereby reducing organizational efficiency. 

Assessors are aware of this dynamic and employ assessment strategies, such as 

working beside the nurse, to assess and provide feedback on the gaps in practice while 

providing support and feedback. This work with the newly qualified nurses reduces 

the supervision work for the senior nurses in the team and it increases the likelihood 

that the newly qualified nurse can get the work done in a timely manner. By helping 

the newly qualified nurse achieve the team-generated time management 

‘competency’, the CDN is supporting the newly qualified nurse to move from ‘not yet 

competent’ to ‘competent’ from the perspective of the team. The CDN does this with 

the subsequent expectation that the newly qualified nurse will be included in the team.  
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Sometimes not fitting in can be related to the different approach the newly qualified 

nurse may have to practice that is not consistent with the accepted team practice. It 

was acknowledged by CDNs and RN preceptors that shared team practices may be 

different from that outlined in the hospital policy or procedures or written 

‘competencies’. The CDNs called these practices, ‘shortcuts’ (FG2, p.24). ‘Shortcuts’ 

are informally accepted practice for experienced clinicians who have knowledge and 

experience to inform the ‘shortcut’. But ‘shortcuts’ are not acceptable for newly 

qualified nurses. This is a problem for newly qualified nurses who are shown the 

‘shortcut’ by clinical staff in the unit and have received local feedback on that 

procedure consistent with the shared practice or shortcut. The ‘shortcut’ produces 

competence within the practice community. Then the newly qualified nurse is 

formally assessed on the same procedure by the CDN, who expects the formal 

codified ‘competency’ to be followed, resulting in the production of a not yet 

competent determination. Sometimes competence is produced differently within the 

team and across the organization. 

 

Newly qualified nurses who demonstrate practice that is not consistent with 

organizational standards can be deemed ‘not yet competent’ despite the fact that the 

way the newly qualified nurse did the procedure was consistent with the community’s 

practice. The CDNs and RN preceptors acknowledged that this was puzzling for 

newly qualified nurses; they worked with the different localised competency 

standards assemblages as part of the assessment process. When it came to deciding 

which localised ‘competency’ was most important, the team standard would ‘lose’ to 

the documented ‘competencies’ or agency procedural policy. The ways that 

assessment practices are enacted locally are different between work teams and CDNs. 
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The newly qualified nurses must negotiate these different expectations and practices, 

recognising ‘shortcuts’ from formal policy.  

 

Another aspect of working within a practice community is how the newly qualified 

nurse thinks ahead. Some RN preceptors reported using the strategy of asking the 

newly qualified nurses about their plan for the day, at the start of the shift: 

So at the beginning of the shift asking them what we’re going to do and 
when and asking what they expect of their patients what they understand 
of their patients’ condition if they miss something in handover or they 
don’t understand what a particular diagnosis is.  So making sure they make 
a step-by-step plan on paper so that they can show it to me and then I 
review it before this [indistinct] is changed and give them reasons why I 
think they could easily get [indistinct] or something like that (RN206, p.3). 

 

This makes the newly qualified nurse think about what is required, and the newly 

qualified nurse’s response provides the RN preceptor with evidence of the newly 

qualified nurse’s level and breadth of thinking. When observing one CDN working 

with a newly qualified nurse, I saw her ask the newly qualified nurse what would 

happen next in her day. The newly qualified nurse did not respond. The CDN left to 

“get linens and when she returned, the newly qualified nurse responded that she 

usually goes from one task to the next without thinking about what came next 

automatically and having to say it out loud was difficult” (NQN 505, p.6).  

 

Whereas, in another observed interaction, I saw another newly qualified nurse able to 

respond to the CDN questions about what would come next in the process of the day. 

Planning the day is related to flexibility, it is difficult to know what changes can be 

managed if you are not clear about what you must be committed to do. This flexibility 

is also called ‘time management’, the ability to change plans and priorities dependent 

upon the situation or context. An inability to be flexible, or to keep track of what 
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should come next, would not be well tolerated in a busy practice community and may 

be perceived as ‘not yet competent’.  

 

The competency called ‘time management’ changes shape depending upon the 

situation. The time management ‘competency’ is being able to do the work with 

minimal assistance and going home on time; it is being able to practice safely, taking 

time to think about what you are doing; it is knowing when to use and not use 

‘shortcuts’; it is knowing which ‘competency’ will rule and being able to change 

practice to explicitly achieve that ‘competency’; it is being able to state what you are 

planning to do next; and it is being able to change those plans when the situation 

changes. 

 

6.4.2 Competency standards assemblages to promote efficiency 

During analysis of the data from interviews and field observations, it first appeared 

that multiple assessment instruments or ‘competencies’ were being used to assess 

competence. But on closer examination, each of the unique and localised 

‘competencies’ produced competence. These ‘competencies’ were then assembled by 

CDNs and RN preceptors to arrive at a conclusion of ‘competent’ or ‘not yet 

competent’ when they observed the actions of the newly qualified nurses in various 

situations. 

 

But the people working with the newly qualified nurses assembled ‘competencies’ in 

different ways, with local teams valuing efficiency in the form of ‘time management’ 

more highly than the CDNs who valued risk management in the form of ‘safety’ more 

highly. These different localised competency standards assemblages would initially 
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be confusing for the newly qualified nurse. However those newly qualified nurses 

who could change their performance to match the behavioural expectations related to 

the different competency standards assemblages in each situation would most often be 

deemed ‘competent’.  

 

6.5 LOCALISED COMPETENCY STANDARDS ASSEMBLAGES  

As seen in Chapters Four and Five, the ANCI Competency Standards 3e was 

developed for the regulation of nursing practice including accreditation of pre-service 

education, assessment of nurses qualified overseas, and investigating reports of 

unprofessional practice.  In these practices, the ANCI Competency Standards 3e is 

evaluative, fulfilling a function of determining competence in order to register, and 

then maintain a license to practice, as a nurse. 

 

In this chapter, I have followed the ANCI Competency Standards 3e to one Transition 

to Practice program. The use of the ANCI Competency Standards 3e to provide 

feedback to already qualified nurses was not the original intention of the ANCI, but 

there are no officials entering hospitals and telling others how to use them. Health 

services have access to the ANCI Competency Standards 3e, which are publicly 

available on the ANCI website. Like the Zimbabwe Bush Pump (deLaet & Mol 

2000), the open quality of the ANCI Competency Standards 3e ensures its robust 

nature. In this study, the ANCI Competency Standards 3e was changed, through the 

diligent and creative work of CDNs, from a list of competency elements to multiple 

localised ‘competencies’ that were assembled by CDNs and RN preceptors to produce 

competence as professional, safe and efficient practice.  
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This chapter showed that ANCI Competency Standards 3e has many boundaries. At 

the level of Euclidean space, the ANCI Competency Standards 3e are black squiggles 

on a page separated by white space, having no meaning unless read and made 

meaningful by other actors with experience of nursing and/or assessment work. The 

document is circulated in hard copy in the forms of an A4 sized book and an A4 

sized, double-sided brochure, folded into three sections.  The ANCI Competency 

Standards 3e is also mounted electronically on the ANCI website where it can be 

downloaded and read on the computer or printed onto A4 paper.  

 

The ANCI Competency Standards 3e is also an assessment device, where it is 

translated into ‘competencies’. These ‘competencies’ are designed to assess 

individual performance of specific practices or skills. They are lists describing the 

actions and equipment necessary to perform technical procedures. ‘Competencies’ are 

developed for specific procedures such as removing a drain from a wound and 

administering medications.  The ‘competencies’ have an expected level or standard 

for practice written into locally produced documents. They are used to provide 

feedback on individual performance with a view to improve practice. By clearly 

describing a variety of nursing tasks as ‘competencies’, nursing practices are made 

explicit and assessable, providing a vehicle for feedback to the newly qualified nurse 

on expected practice in relation to specific nursing practices.  

 

Assessors, usually Clinical Development Nurses (CDNs), create these 

‘competencies’. The translations from the ANCI Competency Standards 3e take time 

to produce and many CDNs must attend a Workplace Trainer course to develop the 

writing skills required to do the translation work. But not all ‘competencies’ were 
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codified into words on paper. Some of the ‘competencies’ were embodied in the 

CDNs and RN preceptors through years of experiences. These ‘competencies’ were 

more difficult for newly qualified nurses to see and were only revealed through verbal 

feedback on performance. Many of these embodied ‘competencies’ were historical 

continuities of professional productions of nurses as good women and scientific 

thinkers.  

 

Another boundary of the ANCI Competency Standards 3e is how it is used to manage 

organizational risk. Nurses constitute 54% of the Australian health workforce 

(AIHW 2004). Determining that the practice of these nurses meets the expected 

(ANCI Competency) standards may reduce potential risk from human error or poor 

judgment thus reducing the risk of injury to a patient or of litigation against the 

organization. With some minor exceptions, the practice of nurses is generally 

monitored by assessing the practice of entry level or newly qualified nurses. Of note, 

during this study, was a shared concern by CDNs that all nurses, not only those newly 

qualified, should be subject to assessment.  

 

During this study, there were a handful of nursing practices that were considered 

essential (high risk) and required assessment of all nurses. For these, attendance at an 

annual in-service was the ‘competency’. For example, for child mandatory reporting, 

a recent legislative requirement, attendance at a one hour in-service was made into 

competence. However, for nurses who regularly came into contact with children, such 

as those working in paediatrics and the emergency department, there was a longer, 

four hour, in-service required to produce competence. In this case, the competency 

standards assemblage is localised and changes shape from a one hour in-service for 
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most nurses and a four hours in-service for nurses working in paediatric and 

emergency areas. Other essential practices that had a variable in-service requirement 

included cardio-pulmonary resuscitation, advanced life support, and manual handling.  

 

The ANCI Competency Standards 3e is also used to increase or improve efficiency. 

Locally developed ‘competencies’ were used to provide feedback on individual 

performance with a view to improve practice, and therefore, improve service delivery. 

The delivery of services in timely ways is another consideration in efficiency for the 

organization, but also for the work team. Overall efficiency and effectiveness in 

health services is important in a competitive economic environment and created 

another boundary for the ANCI Competency Standards 3e.  

 

Safety or organizational risk and efficiency are relatively recent representations of 

nursing work, and therefore nurses. The discourse of the competent nurse is loose 

enough to accommodate the earlier discourses of the good woman and the scientific 

thinker, as well as more recent discourses of safety and efficiency.  

 

The CDN then assembles multiple ‘competencies’ to produce competence. The 

assembling work was context-dependent where how the ‘competencies’ were 

assembled and which ‘competencies’ were counted changed in each situation. The 

work of assembling is explored further in Chapter Seven. This work sometimes leads 

to the judgment of ‘not yet competent’, a transient state whereby the actions of the 

newly qualified nurse has not produced competence but it has not produced 

incompetence either. Often ‘not yet competent’ decisions were made when in a given 

situation some ‘competencies’ produced competence and others produced ‘not 
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competent’. This aspect of producing competence is explored further in Chapter 

Eight.  

 

But the translation work is not limited to changing the ANCI Competency Standards 

3e into ‘competencies’. Once the ‘competencies’ are developed, they are then used to 

translate nursing performance into words. A final report of competence, produced for 

managers and sometimes the regulatory authority, is the final translation of many 

competency standards assemblages back into the language of the ANCI Competency 

Standards 3e. This is described in Chapter Eight. 

 

In analysing the multiple ways that the ANCI Competency Standards 3e was used, I 

found that as a technology, it was not too rigorously bounded. The boundaries could 

be moved to make the ANCI Competence Standards 3e work in many ways.  It could 

be simply pages with black squiggles, meaningless unless read by a knowing actor. It 

could be descriptions of nursing practices translated into ‘competencies’ and used as 

evidence of competence to manage organisational risk and to improve efficiency. 

These boundaries are within the health service but there are many more boundaries 

extended to regulatory, educational, microeconomic (government) and professional 

boundaries as seen in Chapters Four and Five.  Like the Zimbabwe Bush Pump (de 

Laet & Mol 2000), the ANCI Competency Standards 3e can be changed in local 

situations to make competence; it is used by those who are held accountable for 

nursing practice. In this sense, the ANCI Competency Standards 3e is adaptable, 

flexible, and responsive.  
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In Chapter Seven, I show how the how the competencies are assembled by CDNs to 

produce competence, using the example of medication administration. In Chapter 

Eight, I show the difficult and creative work of the CDNs and RN preceptors when 

making judgments about competence in localised situations.  
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Chapter Seven 

Aligning multiple assemblages to produce competence 

 

In the previous chapter, how many people, working in different places and in different 

ways, work to produce competency standards assemblages was introduced. It is 

remarkable that so many different practices co-exist and go under the same name of 

competence, with very little controversy. The assemblages produced in the practice of 

assessment change in shape from one site to another – they are not the same. 

 

In this chapter, I shift the focus of analysis from an overview of the different kinds of 

competency standards assemblages to ‘zoom in’ on one competency standards 

assemblage, that of medication administration. In doing so, I show the complex and 

layered translation and coordination work that is done by CDNs and RN preceptors 

to produce competence, not only in different places with different people and objects 

but also over time. In this work, the CDNs and RN preceptors draw on many of the 

‘competencies’, both codified and embodied, introduced in Chapter Six. This chapter 

addresses how different competency standards assemblages that undergo the same 

name, in this case ‘medication administration competency’, avoid clashes and 

explosive confrontations. The work in this chapter is informed by Mol’s (2002) 

theoretical framework for considering how the complex relations between 

assemblages are done. 

 

Mol (2002) follows atherosclerosis, a disease of the legs, through a hospital in 

Europe. She follows the disease from the pathology lab, where atherosclerosis is 

enacted with a small section of the thickened intima of the artery put under a 
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microscope. The visibility of the intima depends on the microscope and the pointer, 

and the two glass sheets that make the slide, and the decalcification procedure that 

allows the technician to cut a thin slice of tissue. There are also tweezers and knives 

and dyes that change the various cells to different colours of pink and purple. 

Atherosclerosis is produced in the laboratory using all of these artefacts, without these 

artefacts, atherosclerosis is not visible in the laboratory.  

 

When Mol (2002) follows atherosclerosis into the clinic, atherosclerosis is produced 

by the doctor who watches the patient walk with a limp, listens to the patient’s report 

of pain on walking, and doesn’t feel pulsations when touching the patient’s lower 

legs. In this production of atherosclerosis, the patient needs to be present and a bed for 

the patient to lie upon is required. This is a different atherosclerosis to that found in 

the laboratory. Mol (2002) notes that these two forms of atherosclerosis exclude one 

another. The first requires a cross section of artery visible under the microscope and 

the second requires a patient who complains about pain in the legs. These exigencies 

are incompatible, “they cannot be realised simultaneously” (Mol 2002, p.35). 

 

Yet they have, as a single referent, a single disease, residing inside the body, in its leg 

arteries to be specific. This single referent is enacted by the practices of the technician 

and the doctor in different sites. Atherosclerosis is enacted in other sites in the 

hospital as well, there are fragmented and multiple atherosclerosis in the hospital. The 

multiple fragments are ‘added up’ to form a definitive diagnosis of atherosclerosis. 

But sometimes the assemblages do not add up. Sometimes when the patient is 

walking in the doctor’s office, there is no limp, no report of pain but there is also no 

pulsations felt in the lower leg. The doctor must weigh up what to do. The laboratory 
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cannot help until the leg is amputated, where the tissue can be collected. Other tests 

are enacted such as pressure measurements until the multiple assemblages can be 

aligned into one category: atherosclerosis. 

 

In making atherosclerosis in the laboratory and the clinic, both the technician and the 

doctor are familiar with the single smooth narrative of atherosclerosis found in 

medical textbooks. Atherosclerosis is on the shelf of the laboratory or the clinic, not 

directly a part of the assemblage but somehow sitting behind it. The theory of 

atherosclerosis (semiotic) is present in the methods of both the technician and the 

doctor who produce atherosclerosis with different materials in the laboratory and the 

clinic. These two unique theory-methods packages, or material-semiotic assemblages, 

are arranged to formulate a diagnosis of atherosclerosis. 

 

Atherosclerosis, and in the case of this thesis, competence, can be treated like a 

vanishing point for artists. Competence exists ‘out there’ and the CDN draws lines 

and paints the colours in such as way that the vanishing point becomes real; it is 

produced. The vanishing point makes what is present in the painting, or in the case of 

atherosclerosis, what is present in the laboratory or the clinic, meaningful. Using the 

theoretical frameworks of Mol (2002) and Law (2004), this chapter shows how nurses 

in daily clinical practice align several localised competency standards assemblages to 

create a single competence, using the case study of medication administration.  

  

The source of data for this chapter is the Transition to Practice programs at three 

health agencies associated with the Mountain Region Health Service, introduced in 

Chapter Six. Sources of data for this chapter includes the documents distributed to 
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newly qualified nurses as part of the induction to the Transition to Practice program, 

interviews with RN preceptors, and group interviews with CDNs. Observations of 

assessment practices, collected at two hospital sites, provide further data for analysis. 

Analysing how competency standard assemblages for medication administration are 

coordinated in various places by different people and objects over the one-year period 

of the Transition program is the focus of this chapter. 

 

As identified in Chapter Four, until the ANRAC Competencies were published and 

promoted, there was a range of tools available to support the assessment of nursing 

practice, particularly for nursing students. During the period of ‘education’ into the 

use of the ANRAC Competencies, many nurse assessors reworked these tools to 

become ‘competencies’.  The development of ‘competencies’ for assessing nursing 

performance is within the scope of the CDN role. CDNs are responsible for the 

development of ‘competencies’ and, as seen in Chapter Six, are supported in this 

work by the health service through a Workplace Trainer course, offered in the 

vocational education sector. These ‘competencies’ were highly valued by participants 

in this study and are a key element in the competency standards assemblages 

reviewed in Chapter Six.  

 

During the data collection, I became increasingly aware that the Transition to Practice 

program was a vast labyrinth, with multiple layers and networks between 

‘competencies’, the ANCI Competency Standards 3e, individual values, community 

expectations, and many other discourses. As such, the Transition to Practice programs 

were, in and of themselves, a form of people-processing organisational structures 

(Clarke 2005, p.158). The users, the CDNs and RN preceptors, had faith in a single 
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competence with specific attributes, even when those attributes were neither clear in 

the practice itself nor in the competency standards assemblage.  

 

I found that CDNs and RN preceptors used many strategies to keep competence 

singular and ‘out there’.  Following Law (2004), I would argue that competence is 

made to be a single referent, despite being enacted in different ways in the workplace. 

Rather than competence being a skill, attribute, or set of skills or attributes with an 

objective presence in the newly qualified nurse that can be observed from various 

perspectives, this out-there singularity is being fabricated through coordination of 

multiple sites at which competence is enacted, in different ways at each site. An out-

there singular competence is manufactured in the situated actions and encounters of 

newly qualified nurses, CDNs, RN preceptors and the artefacts they use. Through 

analysis of the practices of assessment of competence in medication administration, I 

show the ways in which medication administration competence is produced in 

different parts of the hospital and how these different competences are accomplished 

to avoid clashes.  

 

7.1 TRANSLATION OF THE ANCI COMPETENCY STANDARDS 

Administering medications is a substantive part of the Registered Nurse role. In the 

ANCI Competency Standards 3e, there is no single domain, competency unit, or 

competency element dedicated to medication administration. Rather, medication 

administration is drawn from “Competency unit 1, Functions in accordance with 

legislation and common law affecting nursing practice” (ANCI Competency Standards 

3e, p.5 and found in Appendix 1).  
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Competency unit 1 has been translated by Clinical Development Nurses, and possibly 

nurse educators who have come before, into a 15-page Medication Administration 

Policy. The Medication Administration Policy describes the responsibilities of the 

nurse at each step of the administration process. A list of the headings in the policy is 

provided in Figure 6.  

 

 Approved nursing personnel 

 Prescribing of medications 

 Emergency telephone/ verbal orders 

 Standing orders 

 Administration of medication to patients 

 Recording of entries in ward drug registers 

 Security of medication keys 

 Safe keeping of medications 

 Self medication by patient 

 Patient’s own medication 

 Nurse initiated medication 

Figure 6. Medication Administration Policy Subsection Headings 

 

This policy creates a single smooth narrative of competence in relation to medication 

administration. As a ‘competency’ the Medication Administration Policy is highly 

valued. It is considered so important by the health service that a copy is circulated to 

all newly qualified nurses during the induction program. But when I observed CDNs 

assessing newly qualified nurses, and listened to CDNs and RN preceptors talk about 

their assessment practices, the medication policy was not discussed or pulled out of 

the orientation folder as a reference. When doing assessment work, the assessors were 

not ‘ticking off’ a list of steps or responsibilities fulfilled from the medication policy 

 
219



as might be expected; they were using other strategies. These strategies are outlined in 

the next section.  

 

7.2 MEDICATION ADMINISTRATION COMPETENCE 

In the Transition to Practice program, the practice of administering medications is 

broken into three formal assessments. During induction, newly qualified nurses 

undertake a calculations test with other new nurse employees. Then, usually around 

three months into the program, the newly qualified nurse is assessed for competence 

in doing a medication round. Finally, near the end of the program, the newly qualified 

nurse is assessed for managing the delivery of medications in the context of a usual 

workday. In each of these assessments, competence in medication administration is 

produced differently.  

 

During the induction period, each new staff member, including newly qualified 

nurses, is required to undertake a mathematical calculations test. The test is two A4 

size pages consisting of a series of problems that require a calculated solution. I 

observed the test being undertaken in a small room, in the training area of Buller 

Hospital (8 November 2005). Newly qualified nurses sit around a large table with 

experienced nurses, who are also new to the hospital. The test papers are circulated by 

the assessor, a Nurse Educator, who states that she assumes they “know the 

calculations and formulae but its not ‘do or die’ if you don’t”. Discrepancies, such as 

not calculating the correct solution, are accepted and feedback is provided to calculate 

the correct solution.  
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The Nurse Educator also circulates a paper with a list of standard formulae for 

calculating drip rates (intravenous medications) and a small calculator. The room is 

silent and participants work individually on the questions, using a pencil and eraser. 

After ten minutes, the Nurse Educator moves around the room, looking at each 

person’s paper. When one of the nurses is struggling, the Nurse Educator moves a 

chair to sit next to her and using leading questions, assists the nurse to decide which 

formula is required to solve the problem.  The Nurse Educator moves around to the 

other nurses and checks their responses, providing feedback in the form of positive 

comments such as “that’s good”, “well done”, and “try this way instead”.  

 

Medication administration is enacted as the ability to determine the salient 

information in a problem and then calculate appropriate dosages in tablet, liquid, and 

injectable forms. Calculating intravenous drip rates is also tested. Competence is 

produced as ascertaining salient information and carrying out calculations with a 

pencil, paper and a calculator. Competence produced in this way is the first of three 

layers that fold back and forth to make competence in medication administration.  

 

Newly qualified nurses administer medications as part of their work from the first 

week of their employment.  When newly qualified nurses administer medications the 

first few times at work, RN preceptors observe them giving medications and inform 

them that they are ‘right’ to continue to give medications unsupervised. There is a box 

on the Clinical Skills Assessment Book for the RN preceptor to sign, indicating that 

they have observed and are satisfied with the newly qualified nurse’s performance of 

medication administration. Boxes for oral, subcutaneous, intramuscular and 
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intravenous medication administration must be ticked in order for the newly qualified 

nurse to practice these skills autonomously. 

 

This informal assessment is different to the previous calculations test and the later 

medication round assessments. Although the informal assessment of medication 

administration was not observed as part of this study, RN preceptors who were 

interviewed spoke about observing newly qualified nurses when they arrived in the 

ward area. The processes associated with giving medications is deemed to be ‘black 

& white’ by RN preceptors as noted in this example: 

“So assessment of their skills becomes a very clinical assessment of skill.  
Again Schedule 8 drugs get checked every shift.  If there’s a nurse’s name 
who’s appearing and there’s errors well then you know that you pick them 
up once.  If it happens a second time well it’s a major education of sort of 
picking them up.  Sometimes it’s little errors like failing to sign a book.  
Well that’s sort of something if it happens a second time. Then the 
responsible preceptor has got to really put down that there’s a legal 
requirement that these are very technical skills, that you can say it’s black 
or white and that’s very easy to measure” (RN205, p.6). 

 

The RN preceptors valued newly qualified nurses asking questions when unsure as 

expressed by this RN preceptor: 

“And also I find very important just their willingness to learn.  Their willingness 
to ask when they don’t know something.  I think that’s very very important as a 
student but also as a graduate” (RN203, p.2). 

 

When the newly qualified nurse asked about something related to medication 

administration, the discrepancy from competence was rationalised because he or she 

asked the question rather than acting without knowledge. So the competency 

standards assemblage that was more valued was the ability to ‘know what you don’t 

know’ as expressed in this exchange from a group discussion: 

“I think questioning and talking to them is a big part of assessing 
competence and it’s not so much if they can’t do something or they don’t 
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know how to do it that they can tell you the procedure and where to go.  So 
that they know that there’s a procedure manual they know to go to the next 
person up where to find help and I think that’s a big part of someone being 
competent.  That someone can be safe to work because you know that they 
know the steps and when not to do something” (FG2, p.22).  
 
“They can identify their limitations and find out where to go from there” 
(FG2, p.22). 

 

The second formal assessment, the medication round competency, occurs within the 

first three months of the Transition program. CDN assessors used a process known as 

the ‘5 rights and 3 checks’ in their assessment practice. These rights and checks are 

not found in the ANCI Competency Standards 3e, nor are they found in the 

Medication Administration Policy. These rights and checks are not codified in the 

ward area. Instead, they have been learned and rehearsed during pre-service nursing 

education and have become a mantra for assessors and newly qualified nurses alike. 

The five rights and three checks are described in Table 18. 

Table 18. Five rights and three checks (from Crisp & Taylor 2005) 

Five rights Three checks 

Right medication 

Right dose 

Right patient 

Right route 

Right time 

Check the medication label against the doctors order at three 
points: 

• Removing medication from the cupboard or drawer; 

• Preparing the medication for administration (pour into a 
cup, draw up into a syringe, etc); and 

• Just prior to administration.  

 

When these rights and checks are attended during the process of administering the 

medications, competence is likely to be produced. Not only used to judge 

competence, I saw the CDN assessor use the rights and checks to coach the newly 

qualified nurse when an error was imminent. For example, I observed the CDN Beth 

use this strategy when assessing the newly qualified nurse, Gemma (NGN505). 
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Gemma was about to administer some pills to the patient when Beth prompted her to 

repeat the five rights out loud. When Gemma checked the person’s identity bracelet, 

she found that it was soiled and illegible. Gemma then prepared a new bracelet and 

gave the medication. In this case, competence was produced as enacting the five 

rights and three checks rule.  

 

Another way that the CDN assessor coached the newly qualified nurse during an 

assessment was to share tricks for practice. One example that I witnessed was the 

“CDN showing the newly qualified nurse how to mark the medication sheet before 

giving medications to record what has been poured and identify where to sign when 

the patient has consumed the medication” (NGN505, p.5). In this process, there is 

demonstration-observation and coaching by the assessor rather than observation 

alone. Competence is produced as the newly qualified nurse changing personal 

practice to mark the medication sheet with a small dot, next to the prescribed time of 

delivery, where the signature will go once the patient has consumed the medication. 

The newly qualified nurse’s response to coaching is also part of the medication 

administration competency standards assemblage, using embodied knowledge related 

to attitude ‘competencies’ (see Chapter Six).    

 

When observing the practice of assessing medication administration, I observed the 

CDNs asking questions of the newly qualified nurses. The questions commonly 

included: 

• How does [name of medication] work? 

• What are the most common side effects of [name of medication]? 

• Why is [name of patient] prescribed [name of medication]? 
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The newly qualified nurses answered these questions, often stopping what they were 

doing to look at the CDN and respond. Sometimes, when they didn’t know the correct 

answer or provided an incorrect answer, they were expected to read about the 

medication in the reference book found on the medication trolley. Competence is 

enacted as explanations about how the medications work, the side effects, and why 

the patient has been prescribed that medication (disease). It is enacted as looking for 

the required information in an acceptable reference book; as knowing these things 

before administering medication.  

 

The frequent pauses to respond to questions from the assessor slowed down the 

process, so that there was less time for the newly qualified nurse to attend the other 

work required during the shift. CDNs emphasised the importance of knowing the 

medication effect, side effect and purpose as seen in the following examples: 

“We want to see them to be able to demonstrate that they have gained 
that knowledge in that particular thing that we’re assessing them.  So 
getting them to talk back to us or talk through how they’re thinking or 
why they’ve come to a particular conclusion or maybe what that 
particular medication does or maybe the side effects and what they 
might actually do about them then it’s actually them able to 
demonstrate that they actually have that knowledge or if they don’t 
have that knowledge they know where to find it as well” (FG6, p.5). 

 

“I think that in some cases because the wards and other nurses don’t 
operate according to policies; they don’t always follow how things 
should be done that I think in some cases … I don’t know if this is 
relevant or not but in some cases grads find themselves in a ward and 
actually blend into the culture and don’t … and because other people 
are doing it they actually don’t see that it’s actually not competent 
[practice]” (FG6, p.25).   

 

Like many practical procedures, medication administration could be affected by the 

work team’s culture. When a newly qualified nurse begins working in the team, she or 

he is assumed to be able to do the same amount of work as more experienced nurses. 
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Extra staff are not rostered when there are newly qualified nurses rostered; the 

organisational systems do not have the capacity to differentiate between the abilities 

of newly qualified and experienced nurses when rostering staff to their duties.  

 

Time management is highly valued in nursing workgroups, as seen in Chapter Six. 

Because people’s well-being often depends on procedures being performed within a 

limited time-frame, the nurses speak of ‘managing their time’, rather than completing 

procedures. When a procedure takes more time than expected because of the 

inexperience of the newly qualified nurse, other nurses in the team must complete 

other procedures allocated to the newly qualified nurse to ensure that they are 

completed within the expected timeframe.  

 

Sometimes, other nurses resent having to do the extra work. The feeling of resentment 

reduces the sense of team that is required to sustain a busy practice community. 

Newly qualified nurses, who are working hard to become members of the work team, 

may be giving medications without knowing their effects, side effects, and purpose in 

order to get the medications delivered in a limited amount of time so that they can 

complete their other allocated duties. Although this practice is accepted by some of 

the nurses in the work team, it was deemed by CDNs to be behaviour consistent with 

‘not yet competent’. When CDNs observed newly qualified nurses giving medications 

without knowledge of effects, side effects, and purpose, competence was not 

produced. The medication drug round competency was a place where potential 

conflict between the team expectations and the CDN expectations had to be 

negotiated by the newly qualified nurse in order to produce competence.  
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During the third and final competency-based assessment, undertaken near the end of 

the Transition to Practice program, the CDN will work beside the newly qualified 

nurse for a period of one to four days. During this time, the CDN collects evidence to 

support a decision of competence for the overall practice of the newly qualified nurse. 

As medication administration is a significant part of the RN work, it is again assessed 

during the final competency-based assessment.  

 

In this final assessment of medication administration, other actors and objects that 

contribute to producing competence are much more obvious. The work of 

administering medications is highly complex; to produce competence in these 

complex situations is tricky work. The previous assessment of the medication round 

began to reveal the complexities related to the realities of working within a team and 

how these factors contribute to the production of competence. The following case 

studies of competence assessment are a glimpse into the creative work of CDNs to 

translate observed practices to fit with policies and standards. For the purpose of this 

analysis, I will focus on the 15-page medication policy and the first competency Unit, 

“Functions in accordance with legislation and common law affecting nursing 

practice”.  

 

Two case studies have been produced from the data (Case studies 2 & 3). In the case 

studies, the CDN Debbie is assessing the newly qualified nurse, Mary. As already 

shown, medication administration is a complex task, dependent upon a range of 

people and objects. Assessing competence in medication administration is the 

collection of evidence about how the newly qualified nurse works with the objects 

and people involved to deliver the medication to the patient.  
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Case study 2. The right dose. 

During the final competency based assessment, Debbie, the CDN, is assessing Mary, 
a newly qualified nurse.  It is 10.30 am and Mary is giving medications and has the 
large medication trolley beside her. On top of the trolley are four A3 size clipboards 
with two different sized papers attached. There is single large A3 sized sheet with 
several A4 size sheets affixed to the left side. The A4 sheets are the type of paper that 
copies can be made below. These A4 sheets can be torn off and sent via internal mail 
to the pharmacy department where the medications are prepared and delivered to the 
ward. This system ensures an adequate supply of medications for each patient. Also 
on the trolley are an A5 size medication book, known as MIMS, and an assortment of 
pill cups, spoons, and a mortar and pestle. Debbie is standing near Mary, on her right 
side where she can see what Mary is doing and read the medication charts, medication 
jars and webster packs. The medications for three patients have been administered and 
there are four to be completed. Mary identifies the medication Spironalactone has 
been ordered for the fourth patient at10am. When questioned by Debbie about the 
action of the medication, Mary responds that ‘it makes you wee’. Debbie is frowning 
and asks, “what class of medication is Spironalactone?” Mary correctly responds that 
it is a diuretic. When Debbie asks Mary what the possible side effects might be, Mary 
looks up Spironalactone in the MIMS found on top of the trolley. Mary reads the 
entry for Spironalactone and states the side effects to Debbie’s satisfaction. When she 
goes to pour the tablets into the pill cup, Mary discovers that there is only one 50 mg 
tablet in the package and the order is for 100 mg. Mary states that she will look for a 
100mg tablet in another patient’s drawer (on the trolley) or get another 50 mg tablet 
from pharmacy. At this point, the same patient calls out to Mary and asks for 
something to ease her pain.  Mary and Debbie leave the Spironalactone and the 
medication trolley to attend to the patient. 

 

In case study 2, the questions used to ascertain the newly qualified nurses’ knowledge 

are employed by the CDN, with the expectation that Mary will read about the 

medication and know its effects, side effects and purpose before administering it. 

Clearly stating how the medications work, using medical language, and reading about 

the medications before giving them are deemed to be competence. The missing tablet 

is confounding. Mary presents some possible solutions. Mary’s solutions can be 

interpreted by the CDN as evidence to demonstrate the newly qualified nurse’s 

commitment to the duty of care (competency element 1.2), to provide the right 

medication, via the right route, in the right dose to the right patient at the right time 

(five rights). The medications for the ward are supplied by pharmacy and Mary’s 

 
228



proposed solutions demonstrate her ability to identify an unsafe situation and respond 

appropriately (borrow medication and contact pharmacy to replace medications) to 

ensure a safe outcome (competency element 1.4).  

 

In case study 3, which continues from case study 2, as Mary and Debbie approach the 

patient’s bedside after she has called out to them, evidence regarding competency 

element 1.1 is also collected. But there are some translations undertaken by the CDN 

evident here.  

Case study 3. Giving prn medications 

When Mary and Debbie arrive at the patient’s bedside, the patient states that she is 
experiencing pain. Mary leaves the room, assuring the patient that she will return with 
medication to ease the pain. Mary checks the medication chart for medication orders 
that may be used in the presence of pain. She discovers an order for ‘Oxycodone 10-
20mg every six hours prn’ but the printing is so small on the chart that it is unclear 
what time the patient was last administered the medication. Debbie suggests that since 
Oxycodone is a controlled substance, there would be a record of when it was removed 
in the S8 book held in the medication room.  

When they examine the S8 book, the reported time of signing out the last dose of 
oxycodone is incorrect. Debbie deduces this from the clearly written times that the 
medication count was done (this is done every 8 hours as a legal requirement) before 
and after the entry. Debbie uses a range of prompts, coaching Mary to logically 
develop a strategy for managing the situation. This takes five minutes. Mary 
concludes that an incident form will need to be completed and then leaves to get the 
key to unlock the S8 cupboard, which is carried by the senior RN on shift.  

The medication order indicates a dose range of between 10 and 20 mg of oxycodone. 
When Mary returns to unlock the cupboard, Debbie asks her how much she will 
administer. Mary pauses and then states that she will go back to the patient and get 
more information about the pain, locking medication cupboard. When she returns, 
Mary states that the patient rates her pain at 8 on a scale of 0 to 10 and so she will 
administer 20 mg. Mary re-opens the locked medication cupboard. She empties two 
10 mg tablets into a medication cup, signs the S8 book with Debbie, and locks the 
medication cupboard.  

They walk together to the patient’s room to deliver the oxycodone. On the way, one 
of the medical officers interrupts Mary and asks for the medication chart that she is 
using. Mary responds that he would need to wait until she had finished giving the S8 
medication and Debbie smiled in support. The medical officer waited outside the 
room until the patient has consumed the oxycodone.  
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In case study 3, the CDN is continually moving from assessor to teacher/coach and 

back to assessor. Watching the CDN work was like watching a well choreographed 

artistic performance. Competence is produced through observation and coaching 

Mary in the administration of a regulated substance, narcotic analgesia. This 

production of competence is very different to vocational competence assessment 

grounded in observations and ticking boxes.  

 

The five rights and three checks process is enacted as Mary moves from the 

medication trolley and chart, to the patient, to the locked cupboard, to the medication 

chart, back to the patient, back to the locked cupboard, and finally back to the patient. 

Mary demonstrates dosage calculations, determining that 20 mg is two pills. The 

legislation around Schedule 8 medications requires locked cupboards and keys, books 

to be signed and medication counts to be done every eight hours. Competence is 

constantly being enacted as Mary progresses in the administration of oxycodone.  

There is detective work done by Debbie regarding the time of the last dose of 

analgesic. Debbie then painstakingly coaches Mary to recognise the error, and the 

significance of the error in terms of the legislation related to S8 medications. The 

need to report the incident formally, using a standard form is concluded. This 

conversation produces competence that can be translated into competency element 

1.5, recognises and acts upon breaches of law relating to practice.  

 

The hospital’s policy for administering S8 medications requires two nurses to go to 

the bedside and identify the patient. The final check is done at the bedside and the 

medication chart is required for this check. Competence was produced when Mary 

refused to give the medication chart to the medical officer until the medication was 
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administered. This would be used as evidence to demonstrate knowledge of policies 

and procedural guidelines that have an implication for practice (competency element 

1.4). The final competency assessment involves a series of productions of 

competence, each constituted by a different assemblage. How the actors and objects 

are counted, what is excluded and what is included is constantly changing.  

 

As with earlier assessment of ‘medication administration competency’, the assessor 

and the newly qualified nurse are standing or sitting close together, leaning into each 

other, pointing, marking places on papers, watching, listening and talking, using their 

bodies. The physical, as well as the verbal, engagement between the assessor and the 

newly qualified nurse was a significant aspect of the competency standards 

assemblage. Competency standards assemblages were embodied in the seemingly 

choreographed dance. But there is a point where the assessor will determine that 

coaching is no longer appropriate; this is ‘not competent’. In ‘not competent’ 

decisions, coaching is replaced by correction and sanctions. This is explored further in 

Chapter Eight.  

 

7.3 DISTRIBUTION OF MULTIPLE ASSEMBLAGES  

Through each of these competency standards assemblages, competence is produced; 

competence is multiple. There are many localised competency standards assemblages 

and sometimes these meet. Often, the assemblages do not meet; they are distributed. 

There are a series of assessments to undertake, measured with various objects such as 

pencils, paper, lists, descriptions, as well as embodied criteria for behaviour. Many of 

these are made explicit to the newly qualified nurse in the induction folder, circulated 

in the first week of the program. When competence is mapped as a journey for the 
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newly qualified nurse, it is distributed across the health service. Competence is 

enacted over and over again during the twelve-month period of the program. In this 

way, each variant of competency standards has a site of its own. As seen in the 

example of the medication administration competency, the assemblages are 

distributed over place and time and there are no competing sides or need to choose. 

There is a flow to the medication administration competency, held together by tests, 

policies, tick sheets, drug trolleys, pill cups, keys, cupboards, doctors, and reference 

books so that the newly qualified nurse moves from one site to another.  

 

In a second distribution of competence, there are certain localised competency 

standards assemblages that are core or essential to complete and there are many more 

that are ad hoc and completed if there is time (Chapter Six). There is agreement 

amongst the nursing community as to the core competency standards assemblages and 

these are made into representations such as lists or tests. The ‘competencies’ are 

developed by the CDNs, when they have time. The codified ‘competencies’ are 

objects that can be traded with other areas and used across contexts and are valued by 

assessors in assembling localised competency standards and producing competence.  

 

There is a third type of distribution where variant meanings of competence are kept 

separate but acknowledge the reality of the other. For example, two meanings of 

medication administration competence were: ‘administer the medications on time’, 

held by the nursing team, and ‘clearly state the actions and side effects of medications 

at the time of administration’, held by the CDNs. The two meanings have very 

different implications for the newly qualified nurse’s performance. The CDN keeps 
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these lines open and in tension as she tries to determine the newly qualified nurse’s 

competence in medication administration.  

 

These forms of distribution, the different ways that competence is enacted, are kept 

apart. Competence has various local alternatives such as the newly qualified nurse 

‘reports to the senior nurse regularly during a shift and finishes work before going 

home’ and ‘states what the medication’s actions and side effects are before 

administration’ and ‘moves the call bell near the patient’s strong hand before leaving 

the room’. But to talk with each other about the local enactments of competence, 

CDNs use the term competency standards. The term, competency standards, bridges 

boundaries and helps distribution from becoming a pluralising of competence into 

separate and unrelated objects.  

 

How the assessors, CDNs and RN preceptors ‘read’ practice and translate that 

practice into competency standards assemblages, at once privileging some actions and 

making others silent, is creative work that represents practice in particular ways. This 

work proceeds smoothly when the distributed competency standards assemblages do 

not come into direct contact. When the competency standards assemblages conflict, 

the difficult and inventive work of assembling becomes visible. This work is explored 

further in Chapter Eight. 

 

7.4 ALIGNING MULTIPLE ASSEMBLAGES TO PRODUCE COMPETENCE  

The assessment of medication administration is a web of inter-related standards, 

policies, and relationships. These examples from the hospital illustrate the work 

required to produce competence. The Nurse Educators, RN preceptors, and CDNs 
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who assess competence translate test results, their observations of practices, and their 

embodied knowledge of competence into the language of policies and standards. 

These translations appear to be informed by a view of competence that is not visible 

in the assemblage per se. Rather, the ways that practices are enacted in the different 

practice settings need to be coordinated to make the multiple assessments of 

medication administration competence congruent with a single competence ‘out 

there’. This is accomplished by translating nursing practice into the language of the 

hospital’s policies and ANCI Competency Standards 3e, distributing competence over 

multiple assemblages, explaining discrepancies between the policy and the 

performance, and coordinating assemblages into hierarchies. 

 

First, the 15-page Medication Administration policy provides a single smooth 

narrative of competence that accounts for the various versions and manifestations of 

competence. For example, the policy requires the nurse to know the patient’s 

diagnosis and allergies, the action and therapeutic effects of the prescribed 

medication, the common adverse and side effects of the prescribed medication, and 

the dosage range and route of administration of the medication (E.1, p.5). During 

assessment, this part of the policy is translated into questions asked by the CDN at the 

time of medication delivery. The newly qualified nurse’s responses are then judged by 

the CDN according to some other criteria – how much knowledge/depth is enough? 

What is OK to have to look up? What shouldn’t the newly qualified nurse have to 

look up? Another set of translations occurs in the final competency-based assessment, 

where the CDN considers the newly qualified nurse’s responses to questions about the 

medications and determines whether the duty of care (ANCI competency element 1.2) 

is being fulfilled.  
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Secondly, the competency standards assemblages are coordinated. Each represents 

competence in medication administration, yet they each produce medication 

administration competence in a different way. The calculations test, usually 

administered on the first day in a classroom, is different to the informal assessment of 

medication administration done by the preceptors in the first week of employment, is 

different to the assessment of rights and checks and knowledge assessed on a formal 

medication round, and is different again to managing the multiple events that occur 

during a usual medication round. In this way competence in medication 

administration is distributed over all of these competency standards assemblages. 

Despite these differences, or possibly because of these differences, the assessor 

continues to hold a faith in competence that is ‘out there’; it is not physically present 

in the practice of calculating drug doses, or checking arm bracelets, or refusing to 

share the medication charts. Competence is both material and semiotic; the meaning 

of competence is produced by the ways that the CDN or RN preceptor coordinates the 

various competency standards assemblages. 

 

Thirdly, CDNs and RN preceptors keep the multiple material assemblages of 

competence congruent with the singular competence ‘out there’ by explaining 

discrepancies between the standard (policy) and performance. For instance, the 

calculations test is not ‘do or die’ if the calculations are incorrect. The newly qualified 

nurse is ‘right’ to give medications unsupervised when she or he demonstrates the 

‘right attitude’ enacted most commonly as a willingness to ask questions. When 

newly qualified nurses don’t know about the medications that they are administering, 

this is explained in relation to ward culture and team expectations.  
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The methods used to assemble the objects could shift too. The CDNs shifted easily 

from the role of assessor to that of teacher/coach. Competence is not ‘black & white’.  

It is produced for different social worlds or audiences. Being able to do mathematical 

calculations is produced as competence for entry to clinical practice, being ‘right’ to 

give medications is produced as competence for working in a nursing team, managing 

the medication round is produced as competence for the Transition to Practice 

program, and giving medications as part of the daily work of nursing is produced as 

competence for employers. How competence is produced was related to the 

relationship between the assessor and the newly qualified nurse. RN preceptors and 

CDNs judge competence in the situation and are able to explain discrepancies as a 

learning need whilst claiming the newly qualified nurse is competent to continue to 

provide nursing care to patients. There is an ‘out-there’ (semiotic) competence that 

makes what is happening in practice (material) acceptable, so that the newly qualified 

nurse could be judged to be not yet competent, requiring further professional 

development. 

 

Fourthly, Nurse Educators, CDNs and RN preceptors coordinated competency 

standards assemblages for medication administration into hierarchies. In particular 

contexts, some competencies are taken more seriously than others. The initial pen and 

paper assessment was not ‘do or die’. It takes up to 30 minutes and is a fairly 

simplified assessment, given the complexities of administering medications to people 

who are sick enough to be hospitalised. On the other hand, the final competency-

based assessment of medication administration is considered to be the ‘gold’ standard. 

It takes up to four days and is undertaken one-on-one, making it resource intensive.  It 
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is the assessment that provides the evidence or examples that will be translated by the 

CDN into the language of the ANCI Competency Standards 3e for an ‘outside’ world. 

To illustrate the hierarchical nature of these assessments, there is an expectation that 

the other assessments must be attended before the final assessment can occur. 

Aligning multiple competency assemblages to produce a final judgement of 

competence, and therefore successful completion of the Transition to Practice 

program, is further explored in Chapter Eight.  

 

Law (2004) suggests that these four strategies “work to produce singularity out there, 

in the face of difference, in here” (Law 2004, p.75). Despite these differences, or 

possibly because of these differences, the assessor continues to hold a faith in 

competence that is ‘out there’; it sits behind the practice of calculating medication 

doses, checking arm bracelets, filing incident reports, and refusing to share the 

medication charts. When the newly qualified nurse is unable to correctly calculate 

dosages in the classroom test but is able to administer drugs consistently using the 

five rights and three checks, there is a potential clash between these different 

competency standards assemblages. But what actually happens in practice is not an 

Aristotelian form of opposition between competency standards assemblages as might 

be expected. The CDNs creatively and deftly work with both assemblages as partial 

accounts of competence with neither directly representing competence. These 

competency standards assemblages are situated rather than definitive. Each 

performance of medication administration competence is different but the 

performances collaborate; they are mutually included. Calculating drug dosages is 

necessary in the five rights, three checks but they are not the same as each other. Each 

is a part of the other. The assessors, the Nurse Educator, the CDN and the RN 
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preceptor make and bring together competency standards assemblages that are 

inclusive of each other in practice.  

 

The series of multiple performances of competence eventually get made into a single 

competence. Each enactment or assemblage of competence is pushed into invisibility, 

as the new assemblage is enacted, to make competence a singularity. The 

observations and assessments undertaken by the CDNs and others are crafted into 

written evidence to support claims against 53 competency elements in a standard list 

(ANCI Competency Standards 3e) following a final competency-based assessment. 

While each of these activities of medication administration are enacted over time, 

they are being paradoxically and simultaneously erased and reshaped into a singular 

competence. The work done by the CDNs to coordinate between the distinctive 

competency assemblages disappears when competence is recorded as a smooth 

cohesive whole. The coordination work done by the CDNs disappears when the final 

Competence Report is prepared, and the language of the Medications Administration 

Policy (the ‘competency’) is replaced with the language of the ANCI Competency 

Standards 3e. 

 

7.5 OTHER POSSIBILITIES 

CDNs and RN preceptors eventually gather the multiple assessments of medication 

administration with assessments of other practices to make a single decision about 

competence. A singular competence (or not yet competent) is reproduced as a 

statement, a symbolic act, after each competency standards assemblage is performed. 

The problem with this single semiotic competence (statement) is that it makes it 

difficult to think about partial connections, partial inclusions, partial relations when 
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the multiple possibilities are made invisible, by the CDNs themselves, through the 

final representation in the report against the ANCI Competency Standards 3e. The 

examples from the data presented in Chapters Six and Seven, make the partial 

connections, inclusions and relations involved in producing competence as a visible 

entity. Once the range of material practices that are used to produce competence are 

revealed, it is possible to claim that realities might be otherwise; there is not one 

competence or one performance of competence. Competence is multiple. Singularity 

not only hides the practices that enact it but also conceals the possibility that different 

assemblages might make it possible to practice in different ways.  

 

The findings in this study open up a debate about performing reality (or in this case, 

competence) in one way or another. The description of the practices of medication 

administration competency assessment reveals that rather than being a singular ‘out-

there’ concept, competence is produced and re-produced in everyday practices. These 

multiple competences are rendered invisible by the continuous translation work 

undertaken by CDNs.  

 

In Chapter Seven, I showed how competence is (re)produced by CDNs and RN 

preceptors working with material competency standards assemblages and a faith in a 

single semiotic competence (out-there). But there is more to explain because 

sometimes competence is produced in one competency standards assemblage and not 

another. Recall Tom (case study 1) who performed the dressing change according to 

the procedural competency for aseptic technique but did not display the 

‘competencies’ for safety in discarding bloodied materials or settling the patient after 

the procedure. In this case, one competency standard assemblage ‘won’ over another. 
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How CDNs negotiate and coordinate the multiple competency standards assemblages, 

large numbers of newly qualified nurses, and a range of situations and events into one 

smooth narrative of competence is the focus of Chapter Eight.  
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Chapter Eight 

Crafting competence 

 

This is the third of three chapters focused on the practices of newly qualified nurses 

and those nurses responsible for their assessment. In this chapter, the findings of 

Chapters Six and Seven continue to be developed to show the craft of producing 

competence (or not competent) in the clinical setting. The work of competency 

assessment is complex, requiring a range of skills and knowledge. It also requires an 

artistic component of creativity and openness to difference. The art of crafting 

competence, bringing together the evidence from the earlier chapters, is described.  

 

In Chapter Six, I showed how Clinical Development Nurses (CDNs) and RN 

preceptors work with ANCI Competency Standards 3e locally to produce competence 

through competency standards assemblages. The CDNs in particular work to translate 

the ANCI Competency Standards 3e into codified ‘competencies’ that describe 

nursing procedures, while all participants also used embodied ‘competencies’ for 

professional practice borne from other times in nursing history. The competency 

standards assemblage can produce competence or ‘not yet competent’. These 

assemblages are partial accounts of competence and a ‘not yet competent’ in one or 

more assemblages usually does not affect employment. Instead, they are used to 

inform further learning. 

 

In Chapter Seven, I showed how the partial accounts of competence, the competency 

standards assemblages, are aligned by the CDNs to produce competence in one 

practice area, medication administration. The alignment of partial accounts involves 

 
241



translation of the ANCI Competency Standards 3e into a single smooth narrative 

known locally as a ‘competency’ or policy. Competence is distributed over these 

documents. These codified ‘competencies’, are assembled with embodied 

‘competencies’ to form competency standards assemblages. Competency standards 

assemblages are distributed over time, within a hierarchical frame. The competency 

standards assemblages are also distributed geographically, with specific competences 

being produced in different parts of the hospital by different actors. CDNs coordinate 

these assemblages to determine competence or ‘not yet competent’. The coordination 

occurs with competence being at once material and semiotic; the assessor aligns the 

real time competency standards assemblages to produce a single competence. How 

the CDN assessors gather the multiple competency standards assemblages into one 

smooth single narrative of competence is the focus of this chapter. 

 

For the nurse assessor, competence is like a vanishing point, existing ‘out there’ and 

the ‘competencies’ are assembled in ways that make some ‘competencies’ more 

pronounced or obvious than others. Sometimes when the newly qualified nurse does 

not perform the ‘competencies’ as expected, the variation can be explained and a ‘not 

yet competent’ decision is made, with feedback provided to refine future 

performances. Finally, in a particular area, such as medication administration, as each 

competency standards assemblage is performed, previous assemblages are made 

invisible, or pushed to the background in the practice of alignment.  

 

The data from these last two chapters goes some way to explaining how the potential 

clashes, which can emerge with so many different competency standards 

assemblages, are avoided in the field. In the previous chapter, I argued that far from 
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existing as singular, competence is multiple and partial and that this multiplicity of 

competence is deftly hidden through the work of the newly qualified nurses, CDNs 

and RN preceptors to align multiple competences. These individuals work to produce 

competence as if it were singular. There are multiple localised competency standards 

assemblages and sometimes these meet. Often, the assemblages do not meet; they are 

distributed. The multiple competency standards assemblages are distributed across 

geographical place, through different actors and objects, and over time.  

 

For specific areas of competence, like medication administration, when each new 

competency standards assemblage is performed, previous assemblages are made 

invisible. Through distribution and alignment, competency standards assemblages 

rarely clash. In many cases, the work of each competency assemblage is rendered 

invisible in a final smooth narrative of competence written in the language of the 

ANCI Competency Standards 3e. However, in some cases, the competency standards 

assemblages do not align; there are clashes and when this occurs, the final narrative 

about competence is incredibly challenging to craft.  

 

The data in this chapter builds on the previous two chapters and shows how the CDNs 

work to produce competence, and in some cases not competent, in the form of a 

Competence Report. The Competence Report is the final outcome of the Transition to 

Practice program and is prepared by the CDNs using the language of the ANCI 

Competency Standards 3e. The final Competence Report is completed by the CDNs at 

twelve months. It provides recommendations for continued employment. The reports 

for each newly qualified nurse enrolled in the Transition to Practice program are 

submitted to the senior line manager. The final Competence Report must become a 
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single smooth narrative of competence provided for each newly qualified nurse. The 

work in developing this report is significant and involves high levels of critical 

thought by the CDNs. 

 

To understand the work that goes into making the Competence Report, three 

trajectories towards competence (or not) and the work associated with each trajectory 

is described using examples drawn from group interviews with CDNs, individual 

interviews with RN preceptors and observations of competency assessment. Each of 

the trajectories is managed by the same technologies introduced in Chapter Six, such 

as codified and embodied ‘competencies’, the Clinical Skills Assessment Book 

circulated to all newly qualified nurses in their orientation, and a computer software 

program used to track the progress of newly qualified nurses on the required 

assessments. The Clinical Skills Assessment Book outlines what is involved in the 

program, including the types of assessments that are required for successful 

completion of the program and the dates by which the assessments should be 

attended. CDNs entered their work with newly qualified nurses each day into the 

password-protected New Graduate Database. There were over 100 newly qualified 

nurses on the database at any one time. 

 

The three trajectories to be described are when competence is consistently produced, 

when competence is not produced, and when competence is inconsistently produced.  

 

8.1 COMPETENCE IS CONSISTENTLY PRODUCED  

In this first trajectory, the newly qualified nurse moves through the Transition to 

Practice program in a relatively ordinary way. ‘Competencies’ are attended in a 
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timely manner, the differences between ward practice-based ‘short cuts’ and codified 

‘competencies’ is understood and practised, and the right attitude is consistently 

performed. The CDN does some coaching of the newly qualified nurse, with variance 

in practice often rationalised by the newly qualified nurse’s explanations. For these 

newly qualified nurses, competence is clearly aligned for each of the major practice 

areas and the process of aligning competency standards assemblages appears to be 

one of ‘adding up’. The newly qualified nurse completes (and gets ticked off) the list 

of ‘competencies’ provided in the Clinical Skills Assessment Book.  

 

The competency standards assemblages are then gathered, recorded in the New 

Graduate Database, and the newly qualified nurse’s progress is tracked, where an on-

screen graph will show that the newly qualified nurse is maintaining expectations. 

The tracking on the database is itself another production of competence when 

computer program generated expectations are achieved by particular dates. The 

competency standards assemblages, collected and recorded in the New Graduate 

Database, are used to confirm a decision of competence. They are retold as evidence 

or examples to support claims of competence in the final Competence Report. Writing 

the report is a time-consuming, but straightforward, task of recording examples of 

competency standards assemblages against each of the 53 competency elements.  

 

When competence is consistently produced, the work of translating multiple 

competency standards assemblages into the ANCI Competency Standards 3e language 

is time-consuming but straightforward. The multiple competency standards 

assemblages appear to be easily added up to make a smooth narrative of competence.  
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8.2 COMPETENCE IS NOT PRODUCED 

Although I did not witness the production of ‘not competent’ during the period of data 

collection, the CDNs reported that arriving at a decision of ‘not competent’ was 

personally, as well as professionally, challenging. In order to produce ‘not 

competent’, the CDNs were required to translate the observed performance of nursing 

practice into competency standards assemblages and provide consistent feedback to 

the newly qualified nurse. Sometimes this feedback was provided in writing, as well 

as verbally. 

  

 Near the end of the Transition to Practice program, the CDNs would translate the 

competency standards assemblages and associated feedback into the language of the 

ANCI Competency Standards 3e, providing evidence of a claim of ‘not competent’ for 

many of the 53 competency elements. When newly qualified nurses are found to be 

‘not competent’, the work of translating practice into the language of the ANCI 

Competency Standards 3e is much more significant, and can be personally gruelling. 

One CDN described a recent case where the newly qualified nurse was to be 

terminated from the agency: 

“…I found the grad not yet competent in probably more domains than I’ve ever 
found a grad not yet competent in and that has been actioned and she’s going to 
be terminated and that has been like… I could almost describe it as harrowing 
for myself as an assessor but also for [name CDN] and [name CDN] who are I 
guess supporting [me]. But also agreeing because we had to submit a document 
to management and we all had to, like 100 percent, know that that was totally 
not subjective but it’s objective and we’ve gathered this information and that 
your competency and your code of conduct…you know your rules of 
evidence… I was very traumatized by that…” (FG7, p.6). 

 

The work of translation is intellectually and emotionally demanding work, 

particularly for CDNs who are committed to supporting newly qualified nurses. In 
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this work, embodied knowledge gained from years of personal experience is 

assembled with specific translation techniques learned in a vocational education 

program, and the unique localized and situation specific details of patient care events.  

This work takes time in the form of writing ‘competencies’, comparing judgments 

about competence with others, providing verbal and written feedback to newly 

qualified nurses, and keeping records of performance. Writing and recording 

performance in this way does not come naturally. The embodied criteria are 

particularly difficult to translate, with some CDNs fearful that these criteria are 

subjective and should not be included in the final account so that it is ‘100% 

objective’.  

 

This is the work of recording professional practice, which is used later to produce 

competence (or in this case not competent) in the form of a report against the ANCI 

Competency Standards 3e. The work of producing competence was challenging work 

that required attention to detail, ingenuity and creativity, all of which requires an 

investment of self, to produce the professional nurse as a (not) competent nurse.  

 

The CDNs reported that sometimes, when they invested in providing significant 

feedback, both verbal and written, the newly qualified nurse’s practice did improve. 

In one example, the delivery of this feedback in the written form, shared in one 

intensive session, was time-consuming and uncomfortable for both the newly 

qualified nurse and the CDN but the outcome was positive: 

“…well, one I can remember. A graduate knew that she wasn’t going so 
well but was never getting any real concrete feedback so when I did the 
assessment and came back with a lot of not yet competent [decisions], I 
sat down [with her] and went through them all. At the time it was quite 
distressing for her and then after working with her for another couple of 
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months and redoing it and at the end she met competency and her 
feedback back to us, as CDNs, was ‘thank you so much for being able 
to identify the areas that I had to specifically work on’…” (FG1, p.19). 

This outcome reinforces the value of feedback and coaching in the achievement of 

competence. 

 

But on another occasion, with another newly qualified nurse, ‘not competent’ was 

produced in a single incident (FG7, p.14-15). On this day, the newly qualified nurse 

refused assistance from the CDN early in the morning, stating that she had things 

under control. Later in the day the CDN was telephone paged to the same ward. One 

of the patients in the care of this newly qualified nurse had significantly deteriorated; 

the deterioration was detected at a late stage due to the lack of nurse monitoring in the 

form of assessment of vital signs and neurological observations. The staff had called 

the CDN to report their concerns about the event and to get support for the newly 

qualified nurse. But when the CDN arrived, the newly qualified nurse had left for the 

day. The CDN interpreted this departure as a lack of accountability and awareness of 

the ramification of her practice. This critical patient event was related to the newly 

qualified nurse’s (non) performance. It constituted a serious safety concern for the 

patient and the hospital and the CDN reported feeling very angry. The following day, 

when questioned about the incident, the newly qualified nurse could not explain the 

variance in her performance. She was unable to sufficiently explain why the 

observations were not attended. Instead, she focused on what she had done such as 

provided a bedbath; she lacked insight into the significance of her inaction.  

 

The CDN reported that in this case the nurse resigned that day and a report about the 

newly qualified nurse was forwarded to the regulatory authority. ‘Not competent’ is 
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not only produced for the employer, it is also produced for the regulatory authority 

responsible for monitoring nurses and their standards of practice as part of their 

mandate to protect the public.  

 

‘Not competent’ can be produced in one significant event or it can be (re) produced 

over time. A series of ‘not yet competent’ decisions produced from many competency 

standards assemblages provides the evidence required to translate the newly qualified 

nurse’s performance into the ANCI Competency Standards 3e. When the CDNs were 

aware of a pattern of not yet competent, they would intervene early. They would work 

with the newly qualified nurse and then provide feedback, both verbally and in 

writing. This labour-intensive work was often focused on a few newly qualified 

nurses in each Transition to Practice program. But sometimes the newly qualified 

nurses would not accept assistance, in one case with dire consequences for a patient.  

 

When the CDNs are about to present a newly qualified nurse with a ‘not competent’ 

decision, there is additional work done to prepare. One CDN describes her experience 

below: 

“Then if you go ahead and you write up and you’ve made an assessment 
decision that its not yet competent on the whole… depending on how 
serious it is, we always all talk about it. This is what I found: get 
somebody else to review your documentation to make sure. You have to 
think about fairness and all the rules about evidence and that. And then, if 
its quite… we sometimes go to a senior education leader and [we explain 
that] this is our assessment decision and we are going to meet with this 
new graduate tomorrow afternoon. This is our… plan, so they don’t just 
come in, be told they’re not yet competent, and then go away. We’ve got a 
plan of what’s next. So we work that out. We look at our calendar, we look 
at their rosters, and say OK when can we work, what articles can we give 
you, how can we help you with this to ensure that you are competent next 
time? And its very very [stressful]. If they take it really badly, sometimes 
we suggest they go to the counselling service…. You’re counselling them 
all the time. But you have to be aware that perhaps what they say in the 
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chair here to you, they can go home and be absolutely devastated despite 
the fact that you explained that its a temporary thing and it can be 
improved” (FG1, p.11). 

A ‘not competent’ decision requires significant work to develop the Competence 

Report and then provide emotional and professional support for the newly qualified 

nurse. Other resources such as other CDNs, the unit managers, senior nursing 

education managers, and counselling services are utilised when a ‘not competent’ 

decision is made. CDN awareness of the devastating effect that the Competence 

Report will have on the newly qualified nurse compounds their anxiety about the 

process. In order to balance these concerns, the CDNs remind themselves that: 

“It actually took me quite a while in this position to be able to step back 
and bring it back to what we are all here for – it’s about the patient…and 
it’s now quite easy for me to say. But when you don’t do that, the 
consequences to the patient are…[voice fades]” (FG1, p.13). 

 

In the examples provided by the CDNs, the competency standards assemblages 

combining safety and attitude competencies are used to produce ‘not competent’; 

safety and attitude are privileged in making ‘not competent’ decisions. Translating 

practice into competency standards assemblages, repeatedly providing feedback, both 

verbal and written, and continuously monitoring the performance of the newly 

qualified nurse is challenging and emotionally gruelling work for the CDNs. When 

the final Competence Report is submitted, the smooth narrative of the report renders 

invisible this emotional and time-intense work to produce the report. 

 

8.3 COMPETENCE IS INCONSISTENTLY PRODUCED 

The distributed character of competence is more visible in those cases of assessment 

where the evidence for the competency standards assemblages consistently conflict. 
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These are challenging cases for assessors, often called ‘borderline’ or ‘49/51’ during 

the study. As seen in the previous two examples of competence or not competent, 

localised competency standards assemblages are gathered by the CDNs into one final 

Competence Report. In the process of this work, some competency standards 

assemblages are made invisible while others are privileged in a process of crafting a 

final Competence Report.  

 

The story of Sharon, a newly qualified nurse, and Emily, the CDN, is presented in 

case study 4. We met Sharon before; she is the newly qualified nurse who did her first 

placement in the Operating Theatre and struggled to manage the expectations of her 

team on her second placement in the ward (refer to p.202). Here this case illustrates 

what the CDNs call a ‘borderline’ case. Examining a ‘negative’ case, where 

assembling competence is not smooth, is important for qualitative research. This story 

has been crafted from the evidence collected in the field and has been validated by 

three CDNs who participated in the study. In this story, Sharon is in the sixth month 

of the Transition to Practice program. The Transition to Practice program consists of 

completion of a prescribed list of ‘competencies’, attendance at in-services for annual 

‘competencies’ such as CPR, mandatory reporting of child abuse, and manual 

handling, and completion of self-directed learning packages in the specialist areas. 

Case study 4 Sharon and Emily 

 

Emily is a Clinical Development Nurse (CDN), employed to support newly qualified 
nurses in the medical ward in Kosciusko Hospital. She has decided to work closely 
with one of the newly qualified nurses, Sharon, today. Sharon is in her second 
placement of three four-month placements. Emily has received conflicting 
information about Sharon’s performance to date. Some staff members report that she 
is not safe and refuse to work with Sharon, while others comment that Sharon is going 
OK but she just needs more time. Emily is aware that some people expect everyone to 
be learning at the same pace, and that some staff will form opinions and make 

 
251



judgements without all of the evidence. However, she finds the management of 
conflicting information about the new graduate nurses challenging and working with 
Sharon is one strategy that she has developed to validate or refute the claims made by 
others. This is an informal approach to assessment, where learning and assessment 
occur concurrently, with feedback an essential part of the cycle.  

Emily has been working as a CDN for one year and was a senior clinical nurse and 
preceptor for ten years before this. Emily recently completed the vocational education 
Workplace Trainer course. She is aware each person needs to be judged 
independently, in light of many variables. Emily knows that Sharon’s first placement 
was in the Operating Theatres (OT), which is a very different practice environment to 
the wards. She suspects that the staff in the medical ward are expecting a new 
graduate nurse with five months experience, but due to the different contexts, Sharon 
is really only in her first month of ward practice. The expectations of ward staff may 
be too high for Sharon.  

Before they go to handover, Emily suggests that Sharon keep her Clinical Skills 
Assessment Book out on the desk where they can get it and sign off on the skills that 
are completed during the shift. Emily attends the morning handover with Sharon and 
sits quietly while Sharon writes her plan of care onto an A4 paper, with columns and 
words prepared earlier by an administrative assistant for this purpose. Emily asks 
Sharon to identify the three main priorities for the first part of the morning and 
indicates that she is satisfied with Sharon’s responses. Emily continues to follow 
Sharon. She asks Sharon to speak her actions out loud – to pretend that Emily is a 
student – so that she can assess Sharon’s understanding in relation to actions. At 
times, Sharon does not speak and then Emily asks her questions about drug actions, 
assessment data, and to provide rationale for her actions.  

Sharon does a round of the patients that she is allocated to nurse today. She 
(re)introduces herself and Emily. Sharon has worked with this group of patients for 
the last three days. Emily notes that Sharon does not check the wall oxygen and 
suction and gently reminds her that this must be attended every shift. On completing 
the introductions and equipment checks, Emily meets the Clinical Nurse Consultant 
(CNC) for the ward and Sharon proceeds to prepare for the drug round.  

Sharon joins Emily and the CNC and asks Emily to observe her removing staples on 
Mr G, who is being discharged today. Sharon tells Emily that aseptic technique has 
not been signed off in her Clinical Skills Assessment Book and she is hoping to do this 
today. Sharon begins setting up the trolley and Emily helps her by cleaning the 
dressing trolley with an alcohol preparation while asking Sharon questions about the 
patient, his surgical procedure, and the discharge plans. Sharon concludes from this 
conversation that she is unsure whether it is every staple or every second staple that 
are required to be removed and states that she will check the patient’s notes for 
clarification. Together, Emily and Sharon read the notes and determine that the 
doctor’s handwriting is illegible, making it difficult to know which staples should be 
removed. On prompting by Emily, Sharon telephone-pages the medical registrar for 
clarification. 

When the registrar returns the call, he advises that the staples are not to be removed 
for 10 to 12 days and an appointment in the outpatient clinic was required for this to 
occur. Sharon and Emily proceed to Mr G’s room where Sharon performs the 
dressing change according to the steps in the Aseptic Technique ‘competency’. Emily 
is particularly concerned that Sharon did not realise that the patient had recent surgery 
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and was prepared to remove the staples prior to coaching to validate the action with 
the doctor’s orders. 

Sharon and Emily go to the four-bed ward and approach Mr G. Sharon informs the 
Mr G about the procedure. The curtains are pulled closed and Sharon moves the 
dressing trolley to the right side of the bed. Emily takes a position on the left side of 
the bed where she can see what Sharon is doing and maintain eye contact with the Mr 
G.  

Sharon prepares the trolley, opening the dressing pack and adding equipment such as 
the dressing. Emily notes that Sharon does not wash her hands after removing the 
dirty dressing, as described in the institutional protocol. However, she also notes that 
the wound area is not contaminated, and allows Sharon to continue without making 
comment.  

On completion of the procedure, Emily follows Sharon to the dirty utility room, 
where Sharon is cleaning the dressing trolley. Emily asks her to evaluate the 
procedure. Sharon does not identify the missed hand-washing step and Emily brings 
this to her attention. Sharon’s response is that she usually does wash her hands at that 
point but didn’t today because she is a bit nervous about being watched by Emily. 
Emily is aware that this can be a factor but notes that she will need to validate this 
claim – after many years of assessing she usually knows whether practices are 
habitual or undertaken as a show for her. She advises Sharon that they won’t sign this 
off in the clinical book today, as competency needs to be 100% - the protocol must be 
closely followed. 

Later, Emily notes that when working with a 70-year-old man, who has been admitted 
with a stroke, Sharon pays attention to the little things like combing his hair, washing 
his face and hands before breakfast, making sure he is well positioned and the call 
bell is near his stronger hand. The urinal is kept close by, under the covers so it is not 
seen by passers-by. These actions take time and delay Sharon completing the drug 
round and Emily considers that this may be why Sharon is labelled as ‘slow’ by some 
of the nursing team members. When they leave his room, Emily asks Sharon about 
what was important to her while caring for this man, and Sharon responds that his 
self-esteem and independence are most important at this time. Sharon goes on to say 
that she realises that concentrating on the gentleman’s appearance will slow her down 
in the delivery of medical care but she values these aspects of her work. Emily 
provides Sharon with positive feedback regarding her response.  

During lunch, a patient returns from operating theatres and Sharon takes the handover 
from the OT nurse. Emily has left to attend to another new graduate nurse in response 
to a paged call. Sharon continues with the observations for this patient and checks on 
other patients in the ward while there is skeleton lunchtime staff. When Emily returns, 
she checks the recorded observations for the post-operative woman and notes that the 
blood pressure recorded is low, 66/42, and the pulse is elevated at 106 bpm. On 
checking manually, the result is confirmed and Emily increases the IV fluid rate, 
checks the wound dressing, and pages the registrar for possible action. While waiting 
for the doctor to respond, she finds Sharon and asks her about the post-operative 
observations.  

Sharon accurately reports the findings but does not seem concerned about the low 
blood pressure result. Emily and Sharon work together with the doctor to address the 
fluid volume deficit for this post-operative patient, with a good result. Emily provides 
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feedback to Sharon about the risks inherent in this situation. In trying to get Sharon to 
feel more accountable, Emily asks “What if that was your mother or sister? Would 
you want someone to act to ensure her safety, her life?” This seems to get Sharon’s 
attention. With coaching, Sharon is able to identify what actions should have occurred 
and, without prompting by Emily, is able to identify further reading that she can do to 
increase her understanding of potential post-operative complications.  

Emily is very concerned about this incident – it indicates lack of knowledge regarding 
essential practices. She wonders if Sharon is ‘fudging’. Some newly qualified nurses 
use fudging or bluffing their way through– this is often interpreted by CDNs as an 
indicator of poor attitude. Emily resolves to continue to monitor this aspect of 
Sharon’s practice. Emily has discussed this with other CDNs - the challenge for their 
work is how to assess people’s knowledge of disease processes and clinical 
presentation? Surely, this is something that they learned at uni.  

At 14:00h, the CNC lets Emily and Sharon know that there is an in-service on a new 
wound drain. Sharon asks Emily if she can attend. Emily responds by asking Sharon 
about her plan for the rest of the shift. Together they negotiate Sharon’s work order so 
that she can attend. Emily is happy that Sharon wants to go to the in-service; her 
experience suggests that new graduate nurses who show initiative to attend in-services 
and other educational opportunities, without being told, successfully achieve 
competence in the program.  

Emily finds the CNC and seeks her assessment of Sharon. The CNC states that 
Sharon expresses a willingness to learn, such as going to the in-service session but she 
has been rostering Sharon with senior staff due to her concern about accountability. 
Emily thanks her for this information and returns to her office.  

In her office, Emily makes entries in the graduates’ progress notes. Here she records 
her interactions with the new graduate nurses in her areas and monitors their progress 
in a password protected word document on the computer. Only authorised members 
of the CDN team have the password to access the progress notes. Emily reflects on 
the incidents regarding the missed hand washing step, the missed low blood pressure, 
and the extra care provided to the gentleman with the stroke. Sharon’s knowledge of 
post-operative complications is a concern given her last placement was OT. Her 
attitude is defensive, she states she is willing to learn but her behaviours don’t 
indicate an open attitude. For Emily, this seems to be a case of poor attitude. Emily 
notes the need to discuss post-operative risks with Sharon again. Emily begins to plan 
how she will inform Sharon that a learning contract would be helpful to focus her 
professional development.  

 

 

In the Transition to Practice program, competence requires both a newly qualified 

nurse and an assessor. In competence assessment, the assessor is confronted with a 

busy clinical workplace, with various noises, patients, families, doctors, pharmacists, 

physiotherapists, drug trolleys, dressing trolleys, intravenous tubes, bags, and stands, 
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beeping machines that control drip rates, overhead announcements, telephones, pagers 

and more. A set of potential patterns dazzle the assessor – it is hard to condense the 

patterns and make them present without some guidance. And yet in each of the case 

studies in Chapters Six, Seven, and Eight, the assessors skilfully see the limits of the 

newly qualified nurse’s knowledge of practices, inexperience with techniques, and 

attitudes to practice. To do this work requires multiple technologies, critical thinking 

ability, and embodied knowledge of nursing and nursing work.  

 

The CDNs and RN preceptors in this study valued the assessment instruments or 

‘competencies’, those socio-technical objects that guide assessment. But, as suggested 

by Law (2004), these assessment instruments, including the official ANCI 

Competency Standards 3e, condense as well as amplify competence in selective 

ways. For example, Emily stays with Sharon during the shift to ‘get to know’ her 

practice. As Emily works with Sharon, she is assessing Sharon’s performance using 

her knowledge of the ANCI Competency Standards 3e. But Emily is thinking about 

other standards as well: the Clinical Skills Assessment Book on the desk, the annual 

competencies, theory related to hypovolemic shock, the nursing ethic of maintaining 

another’s dignity, and legal and moral accountability. Emily is generating multiple 

competences in her mind. Each of these very different competences exists in open 

tension with the others. This openness to tension is a critical thinking skill required 

for such complex assessment work.  

 

To produce competence in borderline cases like this, the boundaries of the 

competency standards assemblages are kept fluid and manipulated by the CDN 

assessors in crafting competence.  As seen in Chapter Seven, calculating drug doses is 
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necessary in the five rights and three checks but calculations and checking are not the 

same as each other. They are both partially inclusive, related, with calculations 

necessary for administration of the correct dose and checking of drug dosage supplied 

necessary for calculations. The assessors manipulate the borders of assemblages, 

incorporating the fragments of assemblages into other assemblages. This is complex 

work that is deftly and invisibly managed by the assessors. In this case, Emily has 

received conflicting information from some ward staff indicating that Sharon is not 

safe and others reporting that she just needs more time. Emily is aware that Sharon’s 

first placement in the Transition to Practice program was in operating theatres and 

that nursing teams in the wards may not be aware of this, and expect Sharon to have 

more experience in ward work than she actually possesses. From the case study of 

Emily’s day of working with Sharon, multiple competency standards assemblages 

were being performed. These are described in Table 19. 

Table 19. Competency standards assemblages worked by Emily and Sharon 

Action Conclusion 

Sharon prepares a plan for the day on the prepared A4 sheet of 
paper following morning handover. 

Competent 

Sharon identifies three main priorities for the first part of the 
morning. 

Competent 

Sharon is inconsistently provides explanations for her actions. Not yet competent 

Sharon visits and quickly assesses each patient in an early round, 
where she introduces herself and Emily. 

Competent 

Sharon does not check wall oxygen and suction without 
prompting. 

Not yet competent 

Sharon seeks opportunity to perform the aseptic technique 
procedure from the Clinical Skills Assessment Book – get signed 
off. 

Competent 

Sharon is not clear about the healed status of the wound prior to 
preparing for staple removal. 

Not yet competent 
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Table 19 continued. Competency standards assemblages worked by Emily and Sharon 

Action Conclusion 

With CDN prompting, Sharon validates her belief that staples 
should be removed by checking the medical order in the notes. 

Not yet competent 

With CDN prompting, Sharon calls the registrar to clarify 
message in the patient’s record 

Not yet competent 

There is a risk that, in the absence of the CDN, Sharon would 
have removed the staples without consulting the notes or a senior 
nurse. 

Not yet competent 

Sharon does not wash her hands after removing the soiled 
dressing from the wound during the aseptic technique procedure. 

Not yet competent 

On review of the procedure, Sharon does not recall that she has 
missed the hand-washing step in the procedure. 

Not yet competent 

Sharon attends to an older gentleman’s care in a gentle way, 
brushing his hair, washing his face and hands before a meal, 
making sure he is well positioned, and placing the call bell near 
his stronger hand. 

Competent 

Sharon is delayed in beginning the drug round due to time spent 
settling the older gentleman. 

Competent 

Sharon records a low blood pressure and elevated pulse rate in a 
post-operative patient but does not action a response. 

Not yet competent 

Sharon is unable to identify the risks for the patient inherent in 
this situation. 

Not yet competent 

Sharon does not appear concerned about the risks for the patient 
inherent in this situation. 

Not yet competent 

With coaching, Sharon is able to identify the readings that she 
can do to revise her understanding of potential post-operative 
complications. 

Competent 

Emily suspects that Sharon is ‘fudging’ her knowledge of 
compensatory mechanisms within the body following a surgical 
procedure.  

Not yet competent 

Sharon asks to attend an in-service on a new wound drain. Competent 

The CNC reports that Sharon appears willing to learn but is not 
accountable for her practice. 

Not yet competent 
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In Table 19, there are eight actions that are read as competence and another 13 read as 

‘not yet competent’. Each action produces competence (or not yet competent) through 

a competency standards assemblage constituted by Emily by bringing together her 

observations of Sharon’s actions, her knowledge of codified and embodied 

‘competencies’, her embodied knowledge as a nurse and assessor gained from years 

of education and experience, her understanding of Sharon’s history in the Transition 

to Practice program, and the views of Sharon’s peers and manager in the nursing 

team. Each action is read through a competency standards assemblage, producing 

partial and multiple competences and not yet competences. This is complicated and 

delicate work. Emily must decide which aspects of not yet competent require 

recording and follow-up, and what type of follow-up, as part of the process of 

working with Sharon to achieve a satisfactory final Competence Report. Emily 

records her findings in the New Graduate Database as another way of validating 

Sharon’s progress in the Transition to Practice program.  

 

When the CDN assesses the newly qualified nurse performing an action such as the 

aseptic technique procedure, the ‘competency’ contains many detailed steps but at the 

same time ignores other realities, such as patient comfort and dignity, and disposal of 

bloodied tubing. As seen in case study 4, when Emily assessed Sharon, who was 

considering removal of staples, she encouraged Sharon to check the patient’s notes for 

a medical order before proceeding. This is not in the checklist for aseptic technique 

but it might live in the hospital’s procedural policy for removal of sutures/staples. In 

case study 1, Tom performed the aseptic technique and removal of drain correctly, but 

he did not put the call bell and PCA button nearby and check the overhead lifting 

device before leaving, nor did he wait for Selina to watch him discard the 
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contaminated drain. In assessing competence, realities are made and unmade through 

amplification and textual expression. Assessors, the CDNs and RN preceptors, 

undertake the work of amplification and textual or discursive expression when they 

translate their observations into the language of the ANCI Competency Standards 3e. 

 

The nature of the work of the CDNs and RN-preceptors to translate witnessed 

practices of newly qualified nurse into words and measures, into the language of the 

ANCI Competency Standards 3e, is of particular interest. In Chapter Seven, I argued 

that competence is simultaneously conjured as a singular entity, while in the reality of 

day-to-day interactions competence is produced as multiple. What is what is not 

counted or rendered invisible, as well as what is present and counted as competence, 

is multiple. When a nursing practice is described as evidence for a competency 

standard, it is not the direct nursing practice that is presented as evidence; the practice 

is mediated where some aspects of that practice are not counted. Mediation “is the 

process of artful deletion” (Law 2004, p.88). When CDNs and RN preceptors are 

assessing newly qualified nurse practice, they are making some practices invisible 

through mediation, while making other visible through representation. Those 

invisible practices are not counted in the final Competence Report. 

 

In the case of Sharon and Emily, Emily notes that Sharon pays attention to the little 

things, like gently combing a gentleman’s hair, washing his face and hands before a 

meal, and keeping the urinal nearby, that contribute to the patient’s dignity. This 

observation may be presented as evidence in the final Competence Report under 

ANCI Competency Standards 3e competency element 11.5, “acts to maintain the 

dignity and integrity of individuals/ groups” (ANCI p.22). But in singling out this 
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practice, other actions are made invisible such as how often the urinal is checked, 

whether it is emptied regularly, whether the bedside table is close enough to reach 

when breakfast arrives, whether the wheels on the bed are locked, and whether the 

overhead lifting device is within reach. All of these actions and objects are mediated 

by the CDN when she focuses on the actions of combing hair and washing face and 

hands before breakfast.  

 

In case study 1 (p.187), another CDN mediated the complex whirl of data from 

practice so that having the overhead lifting device and call bell within reach were 

present and other aspects such as where the urinal was kept and whether personal 

hygiene was attended were not counted; they were made absent. The process of 

mediation is constant for CDNs and RN preceptors. It also occurs when earlier 

competency standards assemblages are made invisible when other assemblages are 

performed such as seen with competence in medication administration (Chapter 

Seven). Mediation is artful; it relies upon years of experience and implicit 

understanding of context as well as observation of actions.  

 

The ability of the CDNs to work with newly qualified nurses who inconsistently 

produce competence in their practice involves more than mediation. They are able to 

work with multiple competency standards assemblages at once, where some produce 

competence and others produce ‘not yet competent’, while at the same time providing 

verbal, and when necessary written, feedback in the language of the ANCI 

Competency Standards 3e. The CDNs are able to hold several different competency 

standards assemblages that do not necessarily cohere while continuously working 
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with the newly qualified nurse. This ability to keep the borders open, for multiple 

competences to co-exist without conflict, can be attributed to the art of allegory.  

 

Allegory is defined by Law (2004) as the art of decoding meaning or reading between 

the lines. Allegory is a rhetorical device, similar to a metaphor but sustained for 

longer. Unlike analogy, which appeals to reason or logic, allegory appeals to 

imagination. One example of allegory is the famous novella by Orwell (1971), called 

Animal Farm. In this literary piece, animals play the roles of Bolshevik 

revolutionaries who overthrow and oust the human owners of the farm, much like the 

communists ousted Tsar Nicholas II in 1917. In this story, Orwell describes how a 

utopian society is made impossible by the corrupting nature of the very power 

necessary to create it.   

 

In the case study of Emily, the real time material-semiotic actions (and inactions) that 

produce (or not produce) competence are read allegorically by the experienced CDN, 

Sharon. At once, the CDN is able to describe what actions produce competence in a 

given situation, mediating some practices while representing others, and what actions 

do not produce competence, again mediating some practices while representing 

others. These representations in the case of Emily were listed in Table 16.  

 

The newly qualified nurse can correctly remove a drain using aseptic technique but 

not attend to the person’s need to have the call bell nearby. The newly qualified nurse 

can make sure the call bell is nearby for an elderly gentleman who has had a stroke, 

but not a woman who has had a recent dressing change. Mistakes can be made while 

still being deemed competent to be continuously employed. The multiple 
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competences (and ‘not yet competents’) that are produced do not necessarily cohere 

but they are held together by the CDNs. In this way, CDNs and RN preceptors were 

working allegorically. As established in earlier chapters, the material competency 

standards assemblage is also a semiotic competence. What is physically enacted using 

human bodies and non-human materials such as beds, dressings, IV poles, is like a 

play; competence is enacted. However the meanings of the actions is a semiotic 

competence, derived from the knowledge and experience of the CDN. The CDN 

works simultaneously at the material and the semiotic level. Competence and the local 

socio-technical competency standards assemblages are enacted at the same time.  

 

The inclusive nature of competency standards assemblages, as discussed in Chapter 

Seven, means that they can relate in ‘spirals’, ‘loops’, ‘up and down’ and ‘tensions’. 

The boundaries are not natural but are imposed by the CDN or RN preceptor. Law 

(2004) suggests that the scales or criteria used to make judgements about the natural 

order are collected from aggregate data but then applied to the individual. This 

becomes most obvious when confronted with evidence that conflicts and does not 

lead easily to a smooth narrative of competence, such as in Sharon’s case. She 

demonstrated a caring approach to the gentleman who had experienced a stroke but 

not for the woman who had returned from surgery. Emily reads between the lines to 

identify what may be contributing to this apparent inconsistency in practice. Emily is 

trying to explain the variation by drawing upon past experience with newly qualified 

nurses who pretend to know when they don’t and she called this ‘fudging’.  

 

Emily is an allegorist; she is crafting together manifest realities from Sharon’s 

practice that are non-coherent. Emily and other CDNs and RN preceptors work the 
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boundaries of what is made manifest and what is made invisible in their day to day 

account of competence. In the case of the ‘borderline’ performance, tensions are held 

open. For example, Emily reads the inconsistencies in practice as possible ‘fudging’ 

but waits for more evidence to confirm or deny this conclusion. But the system, the 

Transition to Practice Program, requires coherence. A single reality, in the form of a 

Competence Report is required as an outcome of the program. Emily enters the data 

that she has collected during the shift with Sharon into the New Graduate Database, 

using it to provide a progress report to validate her concerns about Sharon’s practice 

and possibly use as evidence in the later translation of Sharon’s practice in the 

language of the ANCI Competency Standards 3e. In these borderline cases, clashes do 

not only occur between material competency standards assemblages. The CDN is also 

keeping open the semiotic competence by using the term, ‘not yet competent’.  

 

Studying the practice of assessing competence on a day-to-day basis reveals the work 

done by CDNs and RN preceptors to produce competence. Each time a competency 

standards assemblage is undertaken, competence is produced (or not). In the CDN and 

RN preceptor practice, there are multiple competences produced in a single shift. 

Each competence is a material-semiotic assemblage; it is at once competence as real-

time performance and as meaning.  Holding the semiotic of competence with each 

new material performance is the art of allegory; it is creative but hidden work 

undertaken in daily assessment practice. Sometimes, even when the competency 

standards assemblage indicates not competent, competence is deemed as present 

through the term ‘not yet competent’ and the newly qualified nurse is allowed to 

continue to practice as a registered nurse.  
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In this study, competence was directly represented in the final Competence Report, 

where selected examples from practice are written into the language of the ANCI 

Competency Standards 3e. When a Competence Report for competent or not 

competent is prepared, it simply seems to describe competence as a real and 

measurable thing. This direct representation is possible because the multiple 

competency standards assemblages, within which it is located, have been rendered 

invisible. The authorship, the uncertainties, and the (re)enactment of competence as a 

vanishing point all disappear in direct representation. I argue that the CDNs and RN 

preceptors invent competency standards assemblages to make the immaterial fact of 

competence visible to them and to others. This work results in multiple competences 

that are more clearly visible when the competences are inconsistently produced, as in 

the case of Sharon (case study 4).   

 

An allegorical attitude to material-semiotic assemblages such as competency 

standards assemblages carries an alternative politics to those carried by direct 

representation. In the production of competence, CDNs and RN preceptors have scope 

for creating multiple competences in the unique and situated everyday world of 

nursing practice. This view generates a different ontological politics to that associated 

with the dominant approach in the nursing literature that requires a single best tool to 

measure a singular and pre-determined competence.  

 

8.4 THE FINAL COMPETENCE REPORT 

Certain practices and events are condensed and through the process of preparing the 

Competence Report others are made absent, and are not counted at all. Given the 

research data so far, competence can no longer be considered as independent, prior, 
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definite and singular as imagined by the nursing profession generally and nurse 

researchers specifically. Rather, competence becomes fragmented, remade, indefinite 

and multiple. How the assessors, CDNs and RN preceptors ‘read’ practice and 

translate that practice into competency standards assemblages, and then coordinate the 

assemblages into a smooth narrative of competence, at once privileging some actions 

and making others silent, is critical and creative work that represents practice in 

particular ways. This work proceeds smoothly when the distributed competency 

standards assemblages do not come into direct contact, as in a final decision and 

narrative of ‘competent’ or ‘not competent’. When the competency standards 

assemblages conflict, the difficult and inventive work of crafting competence 

becomes visible. 

 

The Competence Report is the final outcome of the Transition to Practice program. 

The final Competence Report is completed by the CDNs at twelve months. It provides 

recommendations for continued employment based upon a determination of 

competence. The individual reports are submitted to the senior line manager of each 

newly qualified nurse. The final Competence Report is a single smooth narrative of 

competence provided for each newly qualified nurse. I have shown the work in 

developing this report is significant and involves high levels of allegorical work by 

the CDNs.  

 

The partial accounts of competence, the competency standards assemblages, are 

gathered in particular ways to make competence a final Competence Report. For each 

newly qualified nurse, the selected competency standards assemblages will be drawn 

together and mapped by a CDN into the framework of the ANCI Competency 
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Standards 3e. The process of selecting which assemblages are included and which are 

excluded in the final report, and how evidence is gathered to demonstrate each 

standard is complicated work.  

 

The CDNs reported that the final document is usually twelve to 14 pages long and 

takes up to 20 hours to prepare (FG1). This report produces a single narrative of 

competence that is required by the organization. The final Competence Report, 

evidence of competence, becomes a probationary report for managerial review. It can 

also be submitted to the regulatory authority for self-regulatory audit purposes (by 

newly qualified nurses) or for disciplinary review (by CDN). In this way the final 

Competence Report acts as a boundary object between the two social worlds of health 

services and professional regulation.  A boundary object is a concept developed by 

Star and Greisemer (1989) and was introduced in Chapter Four. Boundary objects 

refer to things that exist at junctures between social worlds and are ‘translated’ to 

address the multiple needs or demands placed upon them by the different worlds 

involved (Clarke 2005).  

 

The Competence Report embodies many hours of working together, relationship, 

coaching, teaching, counselling, as well as assessing.  However much of this work is 

made invisible by the CDNs. The report provides examples from practice that are 

translated to ‘fit’ the 53 competency elements or categories of the ANCI Competency 

Standards 3e. In developing the report, the CDNs craft multiple entries from the 

database and personal experiences with the newly qualified nurse into a final 

Competency Report. By doing so they mediate practice through artful deletion. In this 

representational work, the CDNs provide a singular account of the newly qualified 
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nurse’s practice, rendering themselves and their work with the newly qualified nurse 

invisible through the discursive practices required by the ANCI Competency 

Standards 3e itself.  

 

The coherence of the textual report, such as the final Competence Report makes 

powerful realities. These reports can lead to the newly qualified nurse keeping or 

losing employment. But the textual report also loses something – the non-coherent, 

non-textual nursing practices that occur everyday and are enacted in other ways. Non-

coherence or difference may be what keeps the system of competence assessment 

together.  Law (2004) provides the metaphor of allegory as one way of understanding 

how multiple realities can be sustained. Allegory uses what is present as a resource to 

mess about with absence; it extends fields of visibility and crafts new semiotic 

realities (Law 2004). Through allegory, there is space for ambivalence and ambiguity. 

Nurse assessors in this study were skilled in reading between the lines and the 

category ‘not yet competent’ emerges. Allegory and gathering are useful metaphors 

for understanding how competence assessment is negotiated in practice. Through 

allegory, the non-coherent multiplicity of competence can be apprehended.  

 

The multiple realities of competence generated by Emily may not get to a textual 

form. The competences, taken singularly, do not make competence in the ways that 

the regulatory and health services want it to be. Emily’s competences are incomplete, 

partially connected to each other. How Emily makes the competences explicit, what 

she chooses to include in her report and which competencies she chooses to sign off 

in Sharon’s Clinical Skills Assessment Book constitute the competency standards 

assemblage. Applying the allegorical attitude to competency standards assemblage 
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carries an alternative politics – it discovers and enacts new and only partially 

connected realities (Law 2004). It offers other ways of making competence a reality, a 

network of objects and people working to make competence. 

 

These findings suggest that good competence assessments are studies in allegory that 

depict and manifest multiple realities rather than a single-version discursive 

consistency that is merely being represented. In the following chapter, I close my 

investigation of how what has come to count as competence is settled and consider 

the implications of these findings. 
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Chapter Nine 

Competence in nursing: a case study of the governance of multiplicity 

 

In undertaking this research, I set out to examine the concept of competence, as it is 

used in nursing, more closely. Rather than continue to work within the modern 

paradigm, dominant in the health care industry, I approached this study with a post-

modern lens, informed by theories from the science, technology and society (STS) 

discipline. In doing so, I found that the stability of competence can be attributed to the 

use of competence and competency standards as a theory-methods package. I found 

that what comes to count as competence is localized and situated. In this way, 

competence is multiple; nurse assessors crafted competence into a singular 

representation, in the form of the ANCI Competency Standards 3e. The discourse of 

competence arising from my research is non-linear and provides an alternative to 

modern scientific attempts to logically develop the ‘best’ assessment instrument. 

These revelations inform the competence debate in nursing and other professions and 

bring fresh knowledge and insight into the daily work of competency assessment. 

Further, this methodological approach may hold promise for revealing the knowledge 

that is embedded in other practices, adding to the body of practice knowledge.  

 

I came to this doctoral study as a nurse academic, involved with regulation and 

education of nurses. I was searching for a way to understand how competence came to 

be ubiquitous in nursing and to make sense of the increasing literature around the 

search for the ‘best’ instrument to measure nurse competence. From my own practice, 

I was aware that competence assessment was fraught with concerns around inter-rater 

reliability, fairness, and validity across sites. Yet positivist scientific approaches 
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adopted by the nursing research community had not yielded a single definition of 

competence that would be widely accepted and translated into one ‘best’ assessment 

instrument. Despite the lack of a clear definition for competence, the search for an 

assessment instrument continues to be legitimated by a range of social worlds. For 

example, as recently as 2007, the Australian Learning and Teaching Council awarded 

a grant of $205,150 to nurse researchers based in Wollongong to develop a single 

assessment instrument to be used to assess competence in Australian nursing students 

(University of Wollongong Faculty Research Committee Newsletter October 2007).  

 

9.1 ON METHOD 

This study of competence and competence assessment was informed by a critical 

stance drawn from STS theories (Foucault 1970/2005; 1972/2005, Latour 2005; Law 

2004; Star & Ruhleder 1996; Star & Greisemer 1989; Bowker & Star 2000; Mol 

2002; deLaet & Mol 2000; & Haraway 1988). I used analytical techniques from 

discourse analysis (Foucault (1970/2005; 1972/2005), classification theory (Bowker 

& Star 2000), actor-network theory (Latour 2005), and situational analysis (Clarke 

2005). In the tradition of the STS discipline, I assumed that knowledge claims were a 

consequence of method, and as such I chose to focus this study on how competence is 

made.  

 

Initially I explored how the ANCI Competency Standards 3e came to be in the form 

used by nurses in 2005. I reviewed minutes of meetings and iterations of the standards 

documentation over time to identify whose interests were served by what was left in 

the competency standards technology and whose interests were overlooked by what 

was left out.  
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To gain an understanding of how competence came to be the dominant way that 

nursing represents itself, I moved my study to the workplace. I chose to focus on the 

practices of nurses involved in competence assessment rather than the individuals 

themselves. This focus highlights the aspects of practice that are not available or are 

more or less invisible in studies where personalities take centre stage.   

 

I focused on the human and non-human objects, the materials that are present and 

used in making competence in the workplace. This approach is different to that of the 

dominant paradigm, where competence is assumed to be a determinant set of 

discoverable entities and processes and the research focus is on defining competence 

and developing the best technically robust account of competence through a reliable 

instrument. Rather, I chose to focus this study on the practice of competency 

assessment. Using situational analysis (Clarke 2005) and actor-network theory 

(Latour 2005), I made the assessor and the objects used in competency assessment 

visible; and through this, the work of judging competence was revealed. 

 

This research contributes to a body of work in the STS discipline. Unlike the 

positivist post-hoc renderings of practice where the material realities used to produce 

the report are made invisible and singularity is dominant, this research shows the 

contingencies and possibilities that go into the production of competence. Choosing 

actor-network theory as method, I could show how the ANCI Competency Standards 

3e is an inscription device used to translate multiple material competences into a 

singular competence for several audiences. As an inscription device, the use of the 
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ANCI Competency Standards 3e by many social worlds contributes to its robust 

quality.   

 

The findings of this study, and the thesis proposed, have been drawn from a small 

jurisdiction in Australia. Consistent with the methodological choices made, the 

findings should not be generalized. However, this work provides new insights into 

competence and competence assessment, as well as how technology is used in nursing 

work. The relationships, associations, and networks previously rendered invisible in 

the logico-positivist research methods into competence and competence assessment 

have been revealed in particular ways by the methods adopted in this study. The 

methodological approaches used in this study provide a unique framework for 

analysis that can be further developed by future researchers interested in technology 

and nursing work.  

 

9.2 REVISITING COMPETENCE 

In approaching this study, I took competence to be the latest way that the occupation 

of nursing (re)presents itself. Competence, as it is enacted in daily practice, has 

continuities with past representations of nursing as the work of ‘good’ women and 

scientifically derived. The competence bandwagon, evident in the early 1990s, 

provides an historical continuity between past representations of nurses and nursing 

work and competence. Competence did not have the power to impose itself. It spread 

because there were people outside the regulatory world who associated themselves 

with it. Resistant voices were silenced, people were ‘convinced’ about the value of 

competence in addressing the political and social problems of the time. 
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Competence and competency standards were produced by nurses from different social 

worlds who came together with shared agendas. Competence and competency 

standards helped:  

• Nurses to transfer nursing education into the universities; 

• Governments to mobilize a migrant workforce living in Australia; 

• Health managers to clarify work roles; 

• Nurse educators to develop curricula; and  

• Nurse researchers to describe nursing work.  

People from these same social worlds continued to share agendas in relation to the 

work that competence and competency standards could do and so sustained the shared 

definition of competence and two separate ANCI Competency Standards for 

Registered and Enrolled Nurses, even in light of research evidence to suggest another, 

more continuous, representation of nurses and nursing work. This alternative 

representation, proposing one set of competency standards to be used for both the 

Registered and Enrolled Nurse, was rejected by nurse leaders.  

 

This finding suggests that the ANCI Competency Standards 3e is not simply a 

scientifically derived technology, representing nature. Rather, like other scientific 

technologies, the ANCI Competency Standards 3e has a politico-social aspect. For 

those researchers working to develop the ‘best’ technology using scientific methods, 

this thesis offers insight into the development of technologies and related social and 

scientific representations. For those nurses working in the social worlds of education 

and regulation and who carry responsibility for the assessment and regulation of 

nurses, this thesis offers new ways of working with competency assessment 

technology for professional development and learning, as well as assessment. I argue 
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that the assessment technology will necessarily be influenced by, and will influence 

the politico-social culture in which the technology is developed and applied; it should 

not be uncritically accepted as a straightforward scientific ‘measure’ of competence.  

 

When I moved the investigation of competence from the boardroom to the workplace, 

I found that competence was not singular; there were multiple competences. 

Competence was enacted in localized situations, with diverse objects and people 

involved in each enactment. These competences were distributed across time and 

place and held together in what I call competency standards assemblages of very 

specific competencies. The specific competencies were both written and embodied 

and assembled by the nurse assessor in ways that led to a decision about competence. 

Nurse assessors then coordinated multiple competency standards assemblages to craft 

competence into a singular, as required by the ANCI Competency Standards 3e.  

 

The apparent stability of competence, given the multiple localized competences, can 

be accounted for through the stabilities and continuities across situations. While doing 

assessment work, nurse assessors held a singular competence ‘out there’ like a 

vanishing point for artists. This singular competence was used to assemble different 

competencies in each unique situation into a competency standards assemblage in 

order to conclude competence. Nurse assessors had shared understandings, 

assumptions, and agreements around professional practice expressed as attitude and 

scientific knowledge, as well as around risk management and efficiency. It is the 

embodied knowledge and practice of the assessors that contributed to the stability of a 

singular competence. In this way, the ANCI Competency Standards 3e were taken-for-

granted, functioning as a black box technology. 
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9.3 REVISITING THE ANCI COMPETENCY STANDARDS 

The ANRAC Competencies and then the ANCI Competency Standards were developed 

and refined by nurses from particular social worlds and committed to associated 

agendas. Both standards technologies were used to construct the world and as such 

were outcomes of particular desires, positions and historical circumstances. The final 

set of standards was not neutral; it embodied the values and beliefs about the world 

held by those people who designed it. The final constitution of the ANCI Competency 

Standards 3e advanced the interests of the regulatory and professional nursing worlds 

while limiting the interests of the clinicians themselves. The ANCI Competency 

Standards 3e did not have the power to change nursing practices; it was made to work 

by people from these many social worlds with a professional and personal 

commitment to the success of competence and competency standards to address their 

political and social imperatives.  

 

Once it was developed, nurses used the ANCI Competency Standards 3e to do their 

work. The ANCI Board promoted earlier editions of the ANCI Competency Standards 

through seminars, workshops and publications. Once it left the ANCI offices, the 

ANCI Competency Standards 3e document could be used in any way; its use was not 

monitored. Nurses picked through the document and took bits and pieces from it to do 

their work, such as developing localized competencies. Using Latour’s (2005) idea of 

chains of association, these partial translations of the ANCI Competency Standards 3e 

to localized ‘competencies’ in the workplace contributed to the stability of 

competence.  
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I have argued that the ANCI Competency Standards 3e is a boundary object for many 

social worlds with a stake in nurse competence, with each world holding its own 

codes, habits, instruments and ways of understanding the world. As shown by Star 

and Griesemer (1989), these worlds share the boundary object but the special 

meanings attached to it are different. Nurse leaders such as Gray, Pratt, Cameron and 

Percival were able to work with the multiple meanings of the ANCI Competency 

Standards across the different social worlds. As long as no one stressed the different 

meanings, there is only one boundary object that is fuzzy enough in its boundaries to 

absorb these tensions.  In this study, the ANCI Competency Standards 3e had multiple 

boundaries in the workplace; these differences were not emphasized but worked with, 

in matter-of-fact ways, by nurse assessors.  

 

When I followed the ANCI Competency Standards 3e to the workplace, I found that it 

was used not only to judge competence but also to support workplace learning. To do 

this, a new category of competence emerged, that of ‘not yet competent’. This design 

exigency, to develop new categories, is important to the success of a classification 

system (Bowker & Star 2000). This use of the ANCI Competency Standards 3e in the 

support of newly qualified nurses’ learning has significantly contributed to the 

stability of competence as a representation of nursing today. The category of ‘not yet 

competent’ provides a useful device for staff development and workplace learning 

that can be explored through further research.   

 

Through the early stages of this research (Chapters Four and Five), the ANCI 

Competency Standards 3e emerged to be like a black box technology. A black box 

technology “refers to a tool that no longer is questioned, examined, or viewed as 
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problematic, but is taken for granted” (Fujimura 1996, p.213).  However, when I went 

into the workplace, I found that there was much more effort undertaken to make the 

ANCI Competency Standards 3e work in practice than is revealed in published 

accounts of competency assessment. The findings of this research suggest that the 

taken-for-granted nature of a black box technology is an illusion. RN preceptors and 

Clinical Development Nurses spent time and energy to produce a single competence, 

in the form of a Competence Report. The work to reach this final report included 

translation, distribution, alignment, coordination, representation, mediation, gathering, 

and allegory. This work is not included in contemporary courses on assessment; it is 

learned ‘on the job’. This work is rendered invisible by the nurse assessors themselves 

as they produce a single competence for outsiders such as nurse managers and 

regulatory authorities. 

 

9.4 ASSESSMENT WORK 

Once published, the ANCI Competency Standards were open to be used for a range of 

purposes by nurses in various social worlds and practical settings. In this research, I 

was interested in what counts as competence in the workplace; in particular, how the 

ANCI Competency Standards 3e was used in the clinical setting with newly qualified 

nurses. As noted earlier, when I saw the assessment work undertaken by these nurses, 

I came to realize that the ANCI Competency Standards 3e as a black box technology 

was an illusion; that the taken for granted nature of the ANCI Competency Standards 

3e is achieved through the work of nurse assessors in crafting nursing practice to fit 

the standards.  

 

 
277



These nurse assessors are bricoleurs. Their work is that of creation, translation, 

assemblage, coordination and articulation to make the ANCI Competency Standards 

3e work in practice. Through the crafting, and re-crafting of competence as 

competencies, competency standards assemblages, and a final report of competence, 

the nurse assessors render their craftwork invisible. Through the process of mediation, 

the whirl of practical reality is made invisible when one action is selected over 

another to represent competence. Nurse assessors translated what they witnessed in 

practice to ‘fit’ the forms. Translation involved ticking boxes on specially designed 

booklets or databases, ticking lists of steps or criteria in psychometric instruments, 

and writing a record of encounters either in personal file notes or on a shared 

computer database.  

 

Through the process of mediation, competencies are assembled in particular ways to 

represent competence and provide feedback to the newly qualified nurse. In this 

process, some competencies ‘win’ over others and the newly qualified nurse is judged 

‘not yet competent’. Through the process of mediation, competency standards 

assemblages are aligned to demonstrate competence in a particular area, such as 

medication administration. Assessments from earlier times and different places are 

made invisible in a hierarchy of assessments. And finally, the process of mediation is 

again used to select competency standards assemblages for inclusion in the final 

report. Mediation is an artful activity developed over many years of experience, as 

well as through implicit understanding of context.  

 

The nurse assessors translate practice into the language of competence, using the 

terms ‘competencies’ and ‘competency standards’. They take the work of mediation 
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and translation for granted. By creating the third category, that of ‘not yet competent’, 

the nurse assessors make their relationship with the newly qualified nurse as a coach 

and colleague, as well as an assessor, possible. This category provides the space for 

feedback, discussion, and learning contracts. The assessors don’t try to address the 

question of why a person is not competent, rather they work to identify what needs to 

happen, what experiences provided, in order for the newly qualified nurse to develop 

competence. In this way, competence is acknowledged as transient, enacted and 

situated. A newly qualified nurse can be ‘not yet competent’ but remain employed 

and active in nursing work, remain registered as a nurse.  

 

In this work of assessing competence while observing practice, nurses assessors work 

allegorically.  Their work is represented in the final Competence Report, where 

selected examples from practice are written in the language of a singular competence. 

As such, the final Competence Report seems to be a description of competence as a 

real and measurable thing. But this direct representation is only possible because 

multiple localized, situated and enacted competences, some of which are 

contradictory and uncertain, are erased; they are made to disappear in this final 

account. In the practice of assessing competence, nurse assessors create material 

competencies and competency standards assemblages to make competence visible to 

themselves and others, such as the newly qualified nurses with whom they work. This 

allegorical work creates materials that align competence ‘out there’ and practice ‘in 

here’.  

 

The final representation of competence, in the Competence Report, appears to be a 

straightforward account of assessing competence, consistent with the logico-deductive 

 
279



approach dominant in the nursing literature on instrument development. However, 

this research shows that the ANCI Competency Standards 3e are not simply used to 

measure competence; rather they have to be worked by nurse assessors in localized 

workplaces. Multiple competences co-exist in the workplace but are mediated into 

one discourse of competence; a discourse that is acceptable to the multiple social 

worlds who worked to create the ANCI Competency Standards 3e.  

 

The methods used within the research framework of STS were used to produce 

another discourse of competence within nursing. In particular, actor-network theory 

(Latour 2005) was used to show the network of relations between people, objects, 

techniques, texts and architectural arrangements that contribute to the enactment of 

competence. The construction of the ANCI Competency Standards 3e has become so 

embedded in Australian nursing practice that it is ubiquitous; the technology cannot 

be remade because “it is too expensive to undo the hinterland and remake it in some 

other form” (Law 2004, p.56).  The enactment of competence requires a continuous 

practice of crafting; it is through enactment and crafting that the competence is made 

into a reality. But that reality is not a reified solidity and if competence seems solid it 

is because it is being continuously enacted, and re-enacted, in practices that continue 

and are multiple. Using actor-network theory to explore other taken-for-granted 

concepts and technologies in nursing, such as the nursing process and the nursing care 

plan, may show that these too have become ubiquitous through enactment in everyday 

practice.  
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9.5 SUMMARY OF THESIS 

This thesis set out to explore how what comes to count as competence is settled.  

Using a post-modern approach, it provides an alternative discourse of competence 

where competence does not pre-exist assessment technologies; competence is not 

separate from the technologies used to produce it (Chapter Three). Rather than a 

natural phenomenon as suggested by many researchers in the literature reviewed in 

Chapter Two, competence and more specifically, the development of the national 

ANCI Competency Standards 3e, was found to be political and socially constructed in 

Chapters Four and Five.  In Chapter Four, I found that competence was used to 

advance the social and political interests of many institutions, organizations and 

individuals, while limiting the interests of others. Networks between individuals and 

organizations such as hospitals, tertiary education facilities, professional 

organizations, and nurse regulatory authorities were used to advance the interests of 

the nursing profession to move nurse education into the tertiary education sector and 

the government to utilize the migrant workforce living in Australia at the time. In 

Chapter Five, these same individuals, and others who joined the competence 

bandwagon worked to ensure that the ANCI Competency Standards was sustained in 

its original form. 

 

In the field observations and interviews, I found that the work of assessing 

competence is a not a logical step-by-step process guided by the ANCI Competency 

Standards 3e as was expected. I found that the black box technology of the ANCI 

Competency Standards 3e is an illusion. The ANCI Competency Standards 3e is not 

too rigorously bounded and as such, it was used by nurse assessors to translate 

practice into ‘competencies’, used as evidence of competence to manage patient 
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safety, organizational risk and improve efficiency (Chapter Six), providing an 

emerging discourse of nursing practice. This is in addition to its use to regulate 

nursing practice as seen in Chapters Four and Five.   While a singular competence is 

(re)produced in each enactment of action, the singular competence makes it difficult 

to think about partial connections. By shifting to ‘multiple competences’, the partial 

connections, partial inclusions, and partial relations that exist in the work of 

assembling competency standards assemblages can be made visible (Chapter Seven).  

 

A new category of competence, that of ‘not yet competent’ emerged (Chapter Six). 

Through this category, nurse assessors could work with newly qualified nurses to 

develop practices while continuing to work as licensed registered nurses. This 

visibility of assemblage work raises the possibility of practice in different ways, with 

different assemblages. In Chapter Eight, competence and the taken-for-granted nature 

of competency standards were achieved through the mediation and allegorical work of 

nurse assessors. The gathering of multiple competences to make a decision of 

competence was done allegorically. Through mediation, histories of competency 

assessment were made invisible. It is through these localized, material and partial 

practices that competence remains a stable concept. Through their work of crafting 

competence, nurse assessors make these materials and practices invisible, leading to 

an illusion of the ANCI Competency Standards 3e as a black box technology.   

 

When researchers focus on theory and definitions, without acknowledging the 

methods, as with psychometric approaches to instrument development, they ‘miss’ the 

richness and diversity of the daily practices of assessment work. The final 

Competence Report makes the assessment practices appear to be linear and logical, 
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but exploration of the work of producing competence reveals a very busy, creative, 

and potentially explosive set of circumstances that are governed by nurse assessors 

who craft competence. 

 

Contemporary discourse advocates for one competence, which may have different 

characteristics and qualities, depending on various perspectives. In this discourse, 

pluralism provides an explanation for the diversity of assessment practices that exist 

but it is still assumed that competence is singular.  The contribution of this thesis is 

that rather than a singular pre-existing and natural competence, waiting to be 

measured with the ‘best’ assessment instrument, competence may be multiple. 

Multiple competences are transient, reified in the moment of specific and localized 

action. These multiple competences are not bound by Aristotelian logic that black 

cannot be white; partial connections can and do exist in the competency standards 

assemblages crafted by nurse assessors. They make multiple competences singular 

through creative and involved translation processes including mediation and allegory. 

 

The power of competence and the ANCI Competency Standards 3e as representations 

and organizational tools in nursing is not concentrated in the hands of the nurse 

leaders who created them. Instead, the power is distributed among different people, 

objects and social worlds. The distributed authority of competence and the ANCI 

Competency Standards 3e renders competence, the latest representation of nursing 

and nurses, as more stable and entrenched.  

 

This study demonstrates that standardization, continuity and stability do not mean 

equivalency in an ontological sense. As suggested by Fujimura (1996), concepts, 
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practices, and materials can be treated as the same or continuous or stable and yet still 

be divergent in some way. The local construction of competence is craftwork; it is 

done in constant interaction with the rest of the world. What comes to count as 

competence is localized, situated, and enacted and these competences are then crafted 

and re-crafted into a singular competence required by regulatory authorities and 

others. Following this study, there is scope to study the coordination work done to 

assess competence in other occupational groups. This methodology, focused upon 

practices rather than people could be used to study other phenomena in nursing where 

there is a reliance on technology. 

 

9.6 FINAL REMARKS 

The findings of this study challenged the assumptions underpinning contemporary 

discourse on competence. In this discourse, competence is assumed to be a natural 

and measurable concept. But when I explored the development of the ANCI 

Competency Standards 3e using theories from the STS discipline, I found that 

competence was not natural; the definition of competence was based on negotiations 

and pastiches between individuals from different social worlds. The ANCI 

Competency Standards 3e and competence were used to achieve personal and 

disciplinary agendas. In selecting the theoretical frame of STS for this thesis, I have 

argued that assessment technology is not used to discover and depict the reality of 

competence. Instead, the assessment technology participates in the enactment of 

those realities. In this way, competence is multiple and situated. This work offers a 

new way of thinking about competence and competence assessment in nursing. In this 

section, I offer some propositions about the implications of the findings from this 

research.  
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Firstly, I propose that rather than investing any more resources to develop the ‘best’ 

assessment technology to measure competence, further research should be focused on 

how current technologies are used to enact competence in localized, partial and 

material ways in other Australian jurisdictions and internationally. Rather than 

continuing to treat the competency standards technology as the holy grail of 

performance assessment, I suggest a series of forums, sponsored by the regulatory 

authorities or professional organisations, for nurse assessors to come together and 

discuss their practices and the materials they use to produce localized and partial 

competences. Such a forum could promote inter-collegiality and sharing of the 

challenges of competence assessment, as well as exploring the value of embodied 

competencies such as those called ‘attitude’. How this assessment work is translated 

into a form that can be used by the regulatory authorities, the Competence Report, is 

worthy of much greater discussion and debate.  

 

At the time that I am finishing this thesis, research into the management of clinical 

processes in health services is advancing. Healthcare services have tended to be craft-

based (Leggatt 2008), with a focus on the skill, knowledge and attitude of individual 

clinicians. This thinking has informed newly qualified nurse transition programs 

nationally; these programs have been advanced in a number of federal government 

reviews of nursing and nursing education (Heath 2002; Reid 1994; Senate 

Community Affairs References Committee 2002). While these programs have been 

established to support the transition of newly qualified nurses into the workforce, the 

resources required to produce competence for each newly qualified nurse is a 

significant financial investment. How these programs impact on the quality of service 
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delivery and patient outcomes is not clearly demonstrated. Further, the removal of 

highly experienced, critical thinking nurses from health care delivery, in order to do 

assessment work, may not be in the best interests of patients and more generally, the 

Australian community.  

 

Therefore, secondly, I propose that it is time to review the time involved in, and the 

experience of, producing competence in Transition to Practice programs. More 

specifically, it seems to me that the knowledge and creative energy of those 

outstanding experienced nurses who become Clinical Development Nurses should be 

shifted from the work of producing competence in newly qualified nurses 

(assessment) to that of developing the culture and practices of nursing and multi-

disciplinary teams that contribute to health service delivery; it is time to shift the 

focus of development work from the nurse to patient outcomes.  

 

Organisational change requires more than good clinical skills, but also required are 

good social skills, self-awareness and knowledge of how the health care organization 

actually works (Sorenson & Iedema 2008). Processes to support a broader form of 

development, rather than a focus on the individual nurse, are required. Practice 

development incorporates “all the activities necessary to achieve quality patient 

services, and this includes nurturing innovation in the practice setting” (Manley & 

McCormack 2003, p.22); it is focused on the management of systems and processes in 

the context of localized practice communities. The contextual nature of practice, 

evident in my study, is valued in practice development theory (McCormack et al 

2002) and other theories of development such as Communities of Practice (Wenger 

1998). Thirdly, I propose that investment should be shifted from checking whether 
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newly qualified registered nurses are competent to developing patient-centred 

practices with teams of nurses, where the community of nurses values learning. The 

embodied knowledge of experienced nurses who are in CDN positions can be used to 

facilitate practice change and learning with groups or communities of people who 

have shared health service delivery agendas.  

 

This research revealed that individuals from diverse social worlds, worlds that were 

grappling with difficult political and social issues, settled on competence and 

competency standards to address those concerns. The technology of the competency 

standards had a scientific basis but it also required a politico-social consensus in order 

to become the robust technology that it is today. The transfer of nursing education 

from hospitals into the higher education sector was closely aligned with the 

development of competency standards technology. Finally, the findings of this study 

support the need for greater opportunities for clinical practice while undertaking pre-

service education than that currently available. The incorporation of nursing students 

into multiple communities of practice, situated in hospital wards and unique 

community services, where they participate in practice and learning in the context of 

that community, may go some way in reducing the need for expensive Transition to 

Practice programs.   

 

This research journey has been long, but fulfilling. My awareness of the messy 

relationships between science, technology and society has been piqued; I am 

interested in using these methodologies to investigate other phenomena in nursing 

such as workplace learning, practice development, and communities of practice. 

While this research will not change the way that nurses are assessed; it may stimulate 
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individual nurses, nurse leaders, and government officials to be open to the limitations 

of scientific technologies as vehicles for social and political change. 
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Appendix 3: Table of changes in Competency Standards 1994 to 1998 
 



 

Competency Standards: 2nd Edition 1998 (from 1st Edition published 1994) 

 
The first edition of the national competency standards was published in 1990. In 1994, the list was grouped into domains and republished in this 
format. At the same time, a review was commenced in 1994, with the final report being tabled at Council in February 1996 (from Information 
Paper, December 1997).  The report of the review was noted but not accepted [page 2 is missing – get this from ANMC next visit].  A project for 
the exploration and progression of matters arising from the review of the ANC national nursing competency standards was established under the 
chair of Professor Elizabeth Cameron-Traub. The report of this committee’s work is held in another document. 
This document presents the changes in the list of national competency standards for the registered nurse from the first to second editions. The 
two documents compared are: 

 ANCI (1994) National Competencies for the Registered and Enrolled Nurse in Recommended Domains. 
 ANCI (1998) ANCI National Competency Standards for the Registered Nurse 2nd Edition. 

 

General comments on the changes 
The preamble provides some history and context for the revision of the competencies.  
The purposes outlined on page 2 are not different from the 1994 bulleted list of five purposes 
Four domains described on page 3: 

 Professional and ethical practice is described in the same way as professional/ethical practice in 1994 edition 
 Reflection has changed from ‘reflective practice’ (1994). Description is the same. 
 Problem solving has changes from ‘framing and solving problems’ (1994). Description remains the same. 
 Enabling is the same heading and description as 1994 edition with the addition of the statement “It also includes those interactions with 

other members of the health care team” 
 
Teamwork, as a domain, is not longer included in the second edition. It appears to be subsumed within enabling.  
There are changes to the glossary of terms (Table 1). 
The revised competencies are listed in table 2 and their relation to the first edition competencies are noted for each. There are only 14 
competency standards in the second edition, compared with 18 in the first edition.  
Table 1. Glossary of terms has changed 

Competency Standards: First to second edition 1994 to 1998 
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1994 1998 

Term Definition Term  Definition 

Competency An attritubute of a person which results in efficient 
and/or superior performance  (cite ANRAC 1990). 
There are 18 competencies, each with sub-units. 

Competency unit Represents a major function/ functional area in the 
total competencies of a RN in a nursing context 
representing a stand-alone function which can be 
performed by the individual. 
There are 14 competency units 

Verbal 
Descriptor 

Statements setting down the properties thtat 
characterise something of the expected standard of 
performance. They can assist the assessor in making 
the necessary judgements (cite ANRAC 1990) 

  

  Competency 
element 

Sub function of a competency unit 

Cues Selected, concrete examples illustrative of the 
competency. They assist the assessor in determining 
whether a competency has been achieved (cite 
ANRAC 1990). 

Cue Key generic examples of competent performance. 
They assist the assessor when using their 
professional judgement in assessing nursing 
practice.  
They further assist curriculum development.  
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Table 2: Revised competency standards 1998 
1998 1994 

Domain Competency 
Unit/ 

element No. 

Statement Domain: 
Competency No. 

Statement 

Professional and ethical practice   

 1 Functions in accordance with legislation 
and common law affecting nursing 
practice 

Professional/ethical 
practice: 2 

Same 

 1.1 Demonstrates knowledge of legislation 
and common law pertinent to nursing 
practice 

Professional/ethical 
practice: 2.1 

Demonstrates knowledge of legislation 
pertinent to nursing practice 

 1.2 Fulfils the duty of care in the course of 
practice 

Professional/ethical 
practice: 2.3 

Same 

 1.3  Demonstrates knowledge of policies and 
procedural guidelines that have legal 
implications for practice 

Professional/ethical 
practice: 2.4 

Same 

 1.4 Identifies unsafe practice and responds 
appropriately to ensure a safe outcome 

Professional/ethical 
practice: 2.6 

Responds appropriately to instances of unsafe 
practice 

 1.5 Recognises and acts upon breaches of 
law relating to practice 

Professional/ethical 
practice: 2.5 

Intervenes when policies or practices may 
impede care or contravene the law 
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Professional and ethical practice   

 2 Conducts nursing practice in a way that can be 
ethically justified 

Professional/ethical 
practice: 5 

Same 

 2.1  Practices in accordance with the profession’s 
code of ethics 

Professional/ethical 
practice: 5.1 

Complies with the profession’s code of 
ethics 

 2.2 Demonstrates knowledge of contemporary 
ethical issues impinging on nursing 

Professional/ethical 
practice: 5.2 

Same 

 2.3 Engages effectively in ethical decision making Professional/ethical 
practice: 5.3 

Same 

 2.4 Ensures confidentiality of information Professional/ethical 
practice: 3.4 

Same 

 3 Protects the rights of individuals and groups in 
relation to health care 

Professional/ethical 
practice: 3 

Protects the rights of individuals and 
groups 

 3.1 Acknowledge the rights of individuals/ groups in 
the health care setting 

Professional/ethical 
practice: 3.1  

Demonstrates knowledge of the rights of 
individuals/ groups in the health care 
setting 

 3.2  Acts to ensure that rights of individuals/ groups 
are not compromised 

Professional/ethical 
practice: 3.5 

Acts to maintain the rights of individuals/ 
groups 

 3.3  Involves the individual/group as an active 
participant in the process of care 

  

 3.4 Respects the values, customs and spiritual beliefs 
of individuals and groups 

Enabling: 10.2 Same 
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Professional and ethical practice   

 3.5 Provides for the spiritual, emotional and 
cultural needs of individuals/ groups 

Enabling: 10.3  

 3.6 Provides relevant and current health care 
information to individuals and groups in 
a form which facilitates their 
understanding 

  

 3.7 Encourages and supports 
individuals/groups in decision making 

Enabling: 11.4  

 4 Accepts accountability and responsibility 
for own actions within nursing practice 

Professional/ethical
: 4 + 4.1 

Demonstrates accountability for nursing 
practice +  
Accepts responsibility for own actions 

 4.1 Practices in a manner that is consistent 
with the agreed standards of the 
profession 

  

 4.2 Consults with an experienced Registered 
Nurse when nursing care requires 
expertise beyond won scope of 
competence. 

Reflective practice: 
6.2 

Consults with an experienced registered nurse 
when nursing care requires expertise beyond 
own abilities and qualifications 

 4.3  Consults with other health care 
professionals when individual/group 
needs fall outside scope of nursing 
practice 

Reflective practice: 
6.3 

Same 
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Reflection   

 5 Acts to enhance the professional development 
of self and others 

Reflective practice: 
7 

Same 

 5.1 Uses professional standards of practice to 
assess the performance of self 

Reflective practice: 
7.1 

Uses professionally accepted standards of 
practice to assess the performance of self and 
others 

 5.2 Recognises the need for and participates in 
professional development of self 

  

 5.3 Recognises the need for care of self   

 5.4 Contributes to the learning experiences and 
professional development of others 

Reflective practice: 
7.4 + 7.5 

Contributes to the learning experiences of 
colleagues 
Enhances the professional development of 
others 

 6 Values research in contributing to 
developments in nursing and improved 
standards of care 

Reflective practice: 
8 

Recognises the value of research in 
contributing to developments in nursing and 
improved standards of care 

 6.1 Acknowledges the importance of research in 
improving nursing outcomes 

  

 6.2 Incorporates research findings into nursing 
practice 

Reflective practice: 
8.2 

Same 

 6.3 Contributes to the process of nursing research Reflective practice: 
8.1 

Same 
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Problem Solving   

 7 Carries out a comprehensive and accurate 
nursing assessment of individuals and 
groups in a variety of settings 

Problem framing 
and solving: 14 

Same 

 7.1 Uses a structured approach in the process of 
assessment 

Problem framing 
and solving: 14.1 

Uses a systematic approach to the process of 
assessment 

 7.2 Collects data regarding the health and 
functional status of individuals and groups 
through interaction, observation and 
measurement 

Problem framing 
and solving: 14.2 

Assesses the health and functional status of 
individuals and groups through interaction, 
observation and measurement 

 7.3 Analyses and interprets data accurately Problem framing 
and solving: 14.3 

Analyses data to identify findings 

 8 Formulates a plan of care in consultation 
with individuals and groups 

Problem framing 
and solving: 15 

Formulates a plan of care in consultation with 
individuals/groups taking into account the 
therapeutic regimes of other members of the 
health care team 

 8.1 Established priorities for resolution of 
identified health needs in consultation with 
the individual/group 

Problem framing 
and solving: 15.1 

Established priorities for resolution of 
identified health needs 

 8.2 Identifies expected outcomes including a 
time frame for achievement in consultation 
with individuals and groups. 

Problem framing 
and solving: 15.2 

Identifies expected outcomes including a time 
frame for achievement  
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Problem Solving   

 8.3 Develops and documents a plan of care to 
achieve optimal health, habilitation, 
rehabilitation and a dignified death. 

Problem framing 
and solving: 15.3 

Same 

 9 Implements planned nursing care to 
achieve identified outcomes within scope 
of competency 

Problem framing 
and solving: 16 + 
16.1 

Implements planned care +  
Implements planned nursing care to achieve 
identified outcomes 

 9.1 Provides planned care   

 9.2 Plans for continuity of care as 
appropriate 

Enabling: 13.5 Ensures continuity of care 

 9.3 Educates individuals or groups to 
maintain and promote health 

Problem framing 
and solving: 16.3  

Same 

 10 Evaluates progress toward expected 
outcomes and reviews and revises plans 
in accordance with evaluation data 

Problem framing 
and solving: 17 

Same  

 10.1 Determines the progress of individuals or 
groups towards planned outcomes 

Problem framing 
and solving: 17.1 

Same  

 10.2 Revises nursing interventions in 
accordance with evaluation data and 
determines further outcomes 
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Enabling     

 11 Contributes to the maintenance of an 
environment which promotes safety, 
security and personal integrity of 
individuals and groups 

Enabling: 9 Maintains a physical and psychological 
environment which promotes safety, security 
and optimal health 

 11.1 Acts to enhance the safety of 
individuals/groups at all times 

  

 11.2 Provides for the comfort needs of 
individuals and groups 

Enabling: 9.2 Provides for the comfort needs of individuals 

 11.3 Establishes, maintains and concludes 
caring, therapeutic and effective 
interpersonal relationships with 
individuals or groups 

Enabling: 9.3 Same 

 11.4 Applies strategies to promote 
individual/groups self esteem 

Enabling: 10.4 Applies strategies to promote self esteem, 
including identifying and using appropriate 
support networks 

 11.5 Acts to maintain the dignity and integrity 
of individuals/groups 

Enabling: 10 Same 

 12 Communicates effectively with 
individuals and groups 

Enabling: 12 + 12.1 Communicates effectively and documents 
relevant information 
Communicates effectively with individuals or 
groups and with other members of the health 
care team 
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Enabling     

 12.1 Communicates using formal and informal 
channels of communications 

Enabling: 12.2 Utilises effectively formal and informal 
channels of communication within an 
organization 

 12.2 Ensures documentation is accurate and maintains 
confidentiality 

  

 13 Manages effectively the nursing care of 
individuals and groups 

Enabling 13 Effectively manages the nursing care of 
individuals/ groups 

 13.1 Organises workload to facilitate planned nursing 
care for individuals and groups 

Enabling: 13.1 Organises workload to ensure that planned 
nursing care for individuals and groups is 
effected. 

 13.2 Delegates to others activities commensurate with 
their abilities and scope of practice 

Enabling: 13.2 Delegates to other nurses activities 
commensurate with their abilities and scope of 
practice 

 13.3 Uses a range of  supportive strategies when 
supervising aspects of care delegated to others 

  

 13.4 Responds effectively in unexpected or rapidly 
changing situations 

Enabling: 13.7 Same 

 14 Collaborates with other members of the health 
care team 

Teamwork: 18 Collaborates with the health care team 

 14.1 Recognises the role of members of the health 
care team in the delivery of health care 

Teamwork: 18.1 Same 
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Enabling     

 14.2 Establishes and maintains collaborative 
relationships with colleagues and 
members of the health care team 

Teamwork: 18.2 + 
18.3 

Establishes and maintains constructive 
relationships with colleagues in the nursing 
team 
Establishes and maintains collaborative 
relationships with members of the wider 
health care team 

 14.3 Participates with other members of the 
health care team and the individual/ 
group in decision making 

  

Deleted in 1998 publications 

   Professional/ethical 
practice: 1 

Demonstrates a satisfactory knowledge base 
for safe practice 

   Professional/ethical 
practice: 2.2 

Demonstrates an awareness of the legal 
implications of actions taken in nursing 
situations 

   Professional/ 
ethical practice: 3.2 

Recognises when policies or practices 
impinge on the rights of individuals/ groups 

   Professional/ethical 
practice: 3.3 

Serves as an advocate when the rights of 
individuals/ groups are overlooked 

   Professional/ethical
: 4.2 

Clarifies unclear instructions 

   Professional/ethical
: 4.3 

Questions interventions which appear 
inappropriate 
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   Professional/ethical
: 4.4 

Makes sound, independent clinical 
judgements 

   Professional/ethical
: 5.4 

Maintains an effective process of care when 
confronted by differing values, beliefs and 
biases of the client 

   Professional/ethical
: 5.5 

Responds appropriately to instances of 
unprofessional conduct 

   Reflective practice: 
6 

Recognises own abilities and level of 
professional competence 

   Reflective practice: 
6.1 

Practises within the limits of own abilities and 
qualifications 

   Reflective practice: 
7.2 

Identifies areas where professional growth can 
occur 

   Reflective practice: 
7.3 

Recognises the need for continuing education 

   Reflective practice: 
7.6 

Participates in activities of the profession 

   Reflective practice: 
8.3 

Promotes research designed to improve 
nursing practice 

   Enabling: 9.1 Acts to prevent or minimise risk to individuals 
or groups 

   Enabling: 10.1 Involves the individual/ group as an active 
participant in the process of care 

   Enabling: 10.5 Identifies situations which may threaten the 
dignity and integrity of others and takes 
appropriate action on behalf of 
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individuals/groups. 
   Enabling: 11 Assists individuals or groups to make 

informed decisions 
   Enabling: 11.1 Recognises the need for individuals or groups 

to receive information concerning health care 
   Enabling: 11.2 Ensures that individuals or groups receive and 

understand relevant and current information 
concerning health care 

   Enabling: 11.3 Provides or arranges for consultation to assist 
individuals or groups to make informed 
decisions regarding health care 

   Enabling: 12.3 Demonstrates a problem solving approach in 
documenting relevant information 

   Enabling: 12.4 Contributes to the establishment, maintenance 
and closure of accurate, clear and current 
client records within a legal and ethical 
framework 

   Enabling: 13.3 Supervises aspects of care delegated to 
Enrolled Nurses 

   Enabling: 13.4 Facilitates coordination of care 

   Enabling: 13.6 Utilises resources effectively and efficiently 

   Problem framing 
and solving: 15.4 

Identifies criteria for evaluation of expected 
outcomes 

 

 

 



 

Appendix 4: Questions to guide interviews with Senior Nurse Informants, RN 
preceptors and Clinical Development Nurses 
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Questions to guide interviews with Senior Nurse Informants 
What is the history leading up to the [name of aspect of competency/performance 
assessment] in nursing? 

What were considered the important factors in choosing a [specifically named – 
dependent upon nurse background] approach to performance assessment over other 
approaches? 

How is the way the [performance assessment] standards are used now consistent with 
the original vision? Not consistent with the original vision? 

Would you like to add any information to this discussion? 
 
 
 

Questions to guide interviews with RN preceptors  
I am interested in learning more about how the performance of fourth (final) year 
students is judged by RN preceptors. 

What kinds of information do you collect when making judgements about student 
performance? 

How do you share the information gathered with the student? 

Provide an example of incidents where it is clear that the student: 

• Demonstrated adequate standards of performance 

• Did not demonstrate adequate standards of performance. 

Provide an example of incidents where it was unclear that the student did not 
demonstrate adequate standards of performance. 

 
 
 

Questions to guide interviews with Clinical Development Nurses 
I am interested in learning more about how the performance of new graduate nurses is 
undertaken by Clinical Development Nurses. 

What are the processes for performance assessment in your agency? 

How are these processes applied in practice? 

What information do you collect when making judgements about performance? 

How would you manage a difficult case – one where it is not clear that the 
performance standards are adequately met? 
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Bess is one of a team of four clinical development nurses associated with a new 

graduate program at a large tertiary hospital based in a small city. The new graduate 

program was established to provide transition support for baccalaureate graduates of 

nursing programs as they move into practice. There are 72 new graduate nurses 

enrolled in the program. The clinical development nurse is responsible to support new 

graduates in their transition to work as well as assess their performance as competent 

for practice.  

1:00 pm 

Bess works a rotating roster. When she arrives on shift, she receives a handover on 

the new graduates from the clinical development nurse on the previous shift. If Bess 

requires further information on any of the graduates rostered on her shift, she can look 

them up in the New Graduate Nurse database. The database was developed 

specifically to monitor the progress of nurses through the program. 

Bess carries a pager, which is used by new graduates who need support with a 

particular procedure or situation. Bess may be contacted by the new graduate or other 

staff who are working with a new graduate. Bess is aware that there are 11 new 

graduate nurses rostered on this shift, and knows, from handover, that with the 

exception of Peggy, have had recent feedback from her CDN colleagues. Bess plans 

to stop into the wards where the new graduate nurses are working to talk with the new 

graduates and teams at some time during the shift.  

A series of competency assessments has been established for new graduate nurses 

during the one-year transition program. One of Bess’ responsibilities is to monitor 

individual progress against targets for the program. Three cohorts of new graduate 

nurses are currently in the hospital: group 1 began 10 months ago, group 2 began six 

months ago and group 3 began two months ago. Each cohort group is at different 
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points in their program and Bess is identifying what assessments are required for the 

nurses on her shift.  

Paul is in group 1 and he and two other new graduate nurses will meet with Bess 

today to learn more about their final competency assessment. Bess says that the 

briefing is important because…..[check data here]… Briefing prior to competency 

assessment includes the new graduate nurses in the decision to assess, recognising 

that they are ready to demonstrate competence. The final competency assessment is 

critical for both Paul and the organization and will determine whether Paul is offered 

a position at the hospital.  

Bess has also planned to work with Jane, a new graduate nurse from Group 2. Jane is 

intending to go to the intensive care unit for her final four-month placement. In order 

to be accepted into ICU, she is expected to have completed most of the procedural 

competencies on the list in her New Graduate Program Record and to demonstrate 

competence at the final assessment level by month 8 of the program. Jane has asked 

Bess to work with her on how to manage her work in a timely way during this shift.  

On the same ward as Jane, there is a new graduate nurse from Group 3, called Peggy. 

Peggy has not settled into the ward easily and Bess, and other members of the CDN 

team, have received reports from nurses in the ward that Peggy is not ‘safe’. The 

nurses are unable to ‘put a finger on’ why Peggy is not safe. Bess is aware that 

sometimes the nurses’ expectations of new graduate nurses can be unrealistic and 

plans to observe Peggy’s practice while she is working with Jane this shift. She knows 

from her Certificate IV Workplace Assessor Course that observation is a key element 

in the assessment and feedback process.  

13.30 
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After checking Jane’s progress on the NGN database, Bess arrives in the ward to meet 

with Jane. Bess noted that Jane has submitted all of her mandatory assessments and 

assignments by the due dates and has consistently met competency. After some 

niceties, Jane provides Bess with a report of the patients that she has been allocated. 

During this report, Bess asks questions about pathophysiology and related tests, 

nursing care, including observations and nurse-administered treatments. When Jane is 

unable to correctly identify the required nursing care, Bess gently asks leading 

questions so that Jane arrives at the conclusion of necessary care herself. Bess 

observes Jane’s response to questioning and uses this as evidence of her attitude to 

practice – an open and inquiring attitude is considered important to Bess. Once Jane 

has a plan, Bess leaves her to meet with Peggy. 

13.50 

Peggy sees Bess and, without acknowledging Bess, slips into a patient’s room. Bess 

follows Peggy into the room and joins in the conversation, introducing herself. Bess 

observes the patient, her position in the bed, where the call bell switch and bedside 

table is located, and the overall order of the room. She notes that Peggy is has 

‘stiffened up’ and is hesitant and that the room is untidy, with dirty linen from a 

recent bed change on the floor in the corner. When Peggy sees Bess’ eyes on the dirty 

linen, she immediately provides reasons for why it has not been moved to a linen skip 

yet. Peggy does not respond, but leaves the room and gets a linen skip.  

When she returns, Bess puts the dirty linen in the skip. Peggy then works beside Bess, 

who moves to the bed and repositions the patient, using pillows. Bess speaks in a soft 

voice to the patient, guiding both the patient and Peggy on how to move their bodies 

to create alignment and comfort. Equipment is moved around, so that the bedside 

table is within the patient’s arm’s reach, and the call bell is clipped near her right 
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hand. A general tidy of the room is completed. Bess then examines the bedside 

suction and oxygen outlets and notes that there is no connecting tubing for the suction 

catheter.  

When Bess and Peggy leave the room, Bess asks Peggy to provide a report on her 

work assignment. Peggy’s report is sketchy and Bess and Peggy go the records area 

where they quickly review the notes of the three patients allocated to Peggy. Through 

questioning, Bess works with Peggy to identify the priorities for the shift, with a focus 

on medical procedures. Bess then asks about emergency equipment checks and Peggy 

says that these were done. Bess notes the lack of tubing on the suction in the patient’s 

room and Peggy says that she noted this to but had not got to replace the tubing due to 

busy-ness.  Peggy assures Bess that she will connect the tubing now and proceeds to 

do her work. Bess notes to herself that she will need to make time with Peggy to 

review her shift and give feedback on her performance.  

On her way to her office, Bess sees Rachel, a senior RN in the ward and asks her 

about Peggy’s performance. Rachel tells Bess that she doesn’t like working with 

Peggy. “I have shown her a number of times how to do a blood sugar level using the 

Dextrastix system and yet I hear her telling others that she hasn’t done it before and 

they show her again. Sometimes, she will come and get me to help. She tells me she 

hasn’t done a particular procedure before and I will have to stop my work and go and 

supervise her. I really don’t mind helping but I don’t see Peggy trying to help 

herself.”  Bess thanks Rachel for her feedback and Peggy proceeds to her office.  

14.50 

Bess then goes up to her office, where she quickly gathers her thoughts for a 30-

minute briefing with three new graduates, preparing for their final assessments.  

15.50 
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Once the three new graduate nurses have finished with questions, Bess takes a short 

break. She meets a CDN colleague for afternoon tea and discusses what she witnessed 

while working with Peggy. Together, the two CDNs identify how the evidence from 

these observations constitute not yet competent, using the ANMC framework, and 

devise a way to provide this feedback to Peggy. Just as Bess is getting up from the 

table to return to the ward, the pager goes off.  

16.15 

Bess responds to the call and is asked to come to the ward to help a new graduate 

nurse give intravenous antibiotics through a central line.  

17.00 

On completion of this task, Bess returns to the ward where Jane and Peggy are 

working. Bess meets with Jane, who is able to report logically on how the plan of care 

is progressing. Bess provides Jane with feedback regarding the clarity and logic of the 

report and offers encouragement in the form of ‘keep up the good work’.  

Bess then asks Jane how she is progressing with her mandatory competencies. Jane 

reports that she has achieved all of the mandatory competencies. Jane raises with Bess 

her concern that she still hasn’t had an opportunity to take blood (venpuncture). She is 

worried that if she can’t do this skill, she won’t be seen as a real nurse. Bess 

determines what progress Jane has made on the venepuncture self-directed learning 

package and they plan a time in three days when Jane can do a venepuncture round 

with the specialist nurse.  

17.20 

Bess then seeks out Peggy, who is in the pan room crying. Bess moves Peggy to a 

private lounge area, provides her with tissues and then reports to the senior nurse that 

Peggy is unavailable for care delivery for at least 30 minutes. Together Bess and the 
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senior nurse identify any priority care that must be delivered for those patients whom 

Peggy is allocated and the senior nurse takes responsibility for care delivery.  

17.30 

Bess returns to Peggy and sits in the chair opposite her. Peggy states she is feeling 

overwhelmed and that no one likes her. She does not feel competent and is worried 

that she will be ‘sacked’. She states that she is trying so hard to be a perfect nurse but 

she just isn’t ‘getting it’. Bess sits quietly and listens while Peggy talks and when she 

is finished, Bess asks Peggy what evidence she has to support her claims of not 

competent and being disliked. Peggy is not able to respond to these questions so Bess 

provides Peggy with feedback from her observations earlier today, noting how the 

patient was uncomfortable and the room was disorganised and how Peggy was able to 

rectify this with support from Bess. Bess identified that a learning contract may be 

helpful to focus Peggy’s development and they agreed to meet to prepare a learning 

contact in three days.  

18.15 

Peggy goes onto a teabreak and Bess checks on the patients; she provides medications 

that were due with meals and attends to personal care that is required. When Peggy 

returns, Bess hands over what has happened. Peggy appears to be in control, although 

her eyes are still a bit red. Bess provides Peggy with a list of activities to undertake 

next and Peggy moves to do these activities. Bess then goes on a ten-minute teabreak. 

18.45 

Bess goes to her office where she must develop a list of probation reports that are 

required as part of the new graduate nurse program. Three, six and nine month 

reports, summarising new graduate nurse progress, are submitted to the new graduate 

nurses’ line managers. These reports are derived from the computer program that was 
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developed especially for the new graduate program. The three month report is simply 

a print out of the progress the new graduate nurse has made on the mandatory 

assessments. Tomorrow, Bess and the other three CDNs will meet and agree on who 

does which reports so they can be submitted on time.  
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Appendix 6: Messy situation maps for 1975 to 1990 and for 1990-2002 
 



 
1975-1990: Messy situational analysis map RANF MOVEET ARC CoNA 
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 Tertiary pre-reg 
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Situational map 1975 to 1990 

 
INDIVIDUAL HUMAN ELEMENTS/ACTORS 
Genevieve Gray 
Rosalie Pratt 
Margaretta Styles 
Rosemary Bryant 
Marilyn Beaumont 
Pat Staunton 
Ruth White 
Elizabeth Percival 
Christine Alavi 
Leo Bartlett 

NONHUMAN ELEMENTS ACTANTS 
NRA prescribed curriculum 
State examinations 
Clinical skills assessment forms 
Sister’s ward report 
Skills lists 
Standards for nursing practice (1983) 
Competencies 
Hospital based courses 
Tertiary based courses 
Nursing care plan 
ANRAC Competencies 1988 
ANRAC Competencies 1990 

COLLECTIVE HUMAN ELEMENTS/ ACTORS 
Royal Australian Nursing Federation 
College of Nursing Australia 
NSW College of Nursing 
Florence Nightingale Committee 
Australasian Nurse Regulatory Authorities 

Conference 
Australian Hospitals Association 
State NRBs 
Newly qualified nurses 
Nurse educators 
 

IMPLICATED/SILENT ACTORS/ACTANTS 
Behavioural objectives 
Nursing research 
ICN Code of Ethics 
ICN endorsed WHO Health for All by 2000 (1977) 
ICN Regulation (1983/5) 
The Lamp 
Australasian/ Australian Nursing Journal 
Issuesin Australian Nursing (1982) 
Issues in Australian Nursing 2 (1989) 
Standards (Burton 1978) 

DISCURSIVE CONSTRUCTIONS OF 
INDIVIDUAL AND/OR COLLECTIVE HUMAN 
ACTORS 
ANRAC formalised to second yearly event (1976) 
Relationship between Leo Bartlett and ANRAC 

Steering Committee (re publication) 
Reality Shock (Kramer 1974) 

DISCURSIVE CONSTRUCTIONS OF 
NONHUMAN ACTANTS 
Gray on accountability 1982, 1989 
Benner on competencies 1984, 1987 

POLITICAL/ECONOMIC ELEMENTS 
MOVEET/NBEET/VEETAC 
Skill shortage & migration policy 1986 
NOOSR 1989 
National Training Board 1990 
Higher Education Sector 

SOCIOCULTURAL/SYMBOLIC ELEMENTS 
Nurses as women 
Goals in Nursing Education 1974 
Goals in Nursing 1982 
Nursing in Australia: A national statement 1989 
 
 

TEMPORAL ELEMENTS 
Professional project/ accountability & research 
Skills shortage in Australia 
Microeconomic reform 
Regulation 
Benner’s From Novice to Expert 1984 
National Competencies Project 1986 
National Competencies Assessment Project 1988 
Quality and audit 

SPATIAL ELEMENTS 
State vs national regulatory mechanisms 
Australia as part of global marketplace 
Australia as part of international nursing community 
RANF and CoNA based in Melbourne 
NSWCN based in NSW 
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Situational map 1975-1990 (continued) 

 
MAJOR ISSUES/DEBATES (USUALLY 
CONTESTED) 
Transfer of nursing education into tertiary education 

sector (from hospitals) 
National regulation of nursing 
Competencies – behavioural objectives explicit or 

limiting? 
 

RELATED DISCOURSES (HISTORICAL, 
NARRATIVE, AND/OR VISUAL) 
Quality movement 
Research in nursing 
Immigration of Masters and PhD prepared nurses 
International doctoral education in nursing 

movement in Western sector 
Sax Report 1984 

 OTHER KEY ELEMENTS 
Competency based training 
Individualised patient care 
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Situational map 1990 to 2002 

 
 
INDIVIDUAL HUMAN ELEMENTS/ACTORS 
Benner 
Gray 
Cameron-Traub 
McMillan 
Educators 
Registered Nurses 
Patients/ consumers 
Researchers 
Academics (nursing and education) 

NONHUMAN ELEMENTS ACTANTS 
RN Competencies 
Performance criteria 
Exemplars 
Case studies 
State legislation 
Code of ethics 
Code of conduct 
 

COLLECTIVE HUMAN ELEMENTS/ ACTORS 
Nurse regulatory authorities 
ANRAC Competencies Steering Committee 
ANCI Competencies Committee 
ANRAC 
ANCI 
Australian nursing federation 
NSW College of Nursing 
Royal College of Nursing, Australia 
ANCI Exploration of matters related to McMillan 
Competencies Committee 
 

IMPLICATED/SILENT ACTORS/ACTANTS 
Enrolled nurses 
AMA 
Unregulated health workers 
College of midwives 
Mental Health Congress 
TAFE/ CIT 
Resources/kit 
Checklist 
EN competencies 
Curriculum  
Lawyers (medical negligence) 
Health complaints commission 
Patients 

DISCURSIVE CONSTRUCTIONS OF 
INDIVIDUAL AND/OR COLLECTIVE HUMAN 
ACTORS 

DISCURSIVE CONSTRUCTIONS OF 
NONHUMAN ACTANTS 
Competencies represented in a range of ways 

POLITICAL/ECONOMIC ELEMENTS 
Department of industrial affairs/ trade 
Department of immigration 
National Training Board (NTB) 
National office of overseas skills recognition 
(NOOSR) 
Mutual recognition policy 
National competition policy 
International council of nursing (ICN) 
AVCC 

SOCIOCULTURAL/SYMBOLIC ELEMENTS 
Development of advanced practice nurse 
Nursing as skilled and professional work 
Nurses as ‘good’ women 
 
 

TEMPORAL ELEMENTS 
Nursing shortage 
Transfer of nursing education complete by 1993 
 

SPATIAL ELEMENTS 
Universities 
Hospital 
Community setting 
Aged care facilities 

MAJOR ISSUES/DEBATES (USUALLY 
CONTESTED) 
Competencies in professional education 
 

RELATED DISCOURSES (HISTORICAL, 
NARRATIVE, AND/OR VISUAL) 
Feminism/ rationalism 
Forms of knowing 

 OTHER KEY ELEMENTS 
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