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Preface

This book is based on the premise that there is a requirement to continually bridge the gap
between nursing education and the practice of nursing. It is written by experts in the field of
nursing education, practice and research. It provides unified and detailed material on teach‐
ing and learning in the field of nursing education, which is supported by evidence based
practice. The material in this book is of prime interest to both nurse-educators and health
care professionals who have responsibility for student/patient teaching and who wish to
meet the challenges of evidence based teaching and learning in nursing, education, research
and practice. We are now living in an era of change in relation to the educational process
and there is a growing interest in different teaching, learning and information technology
approaches that serve to motivate students to be receptive to learning. This book offers top‐
ics that are insightful, informative and practical where teaching and learning are viewed as
an integrated process. It affords an opportunity for the reader to actively engage in a peda‐
gogical process that is fundamental to integrated learning for the nursing profession and
patient care.

In contemporary nursing, there is a need for an ever-growing knowledge base that should
serve as a stimulus to develop innovative research and teaching in nursing education and
practice. The first chapter focuses on the attitudes of nursing students to learning nurse-pa‐
tient communication skills, which are often not emphasized enough in nursing education
programmes and curricula. Chapter 2 provides an overview of problem based learning as an
educational approach that enables students to develop essential critical thinking skills neces‐
sary for safe and effective nursing care. In Chapter 3, the authors present an approach to the
development of Objective Structured Clinical Examination (OSCE), which have already been
adapted by many international universities for assessment of healthcare competencies and
as a formative teaching tool. The chapter discusses the measurement of the content validity
of the OSCE and the process of adaptation of the checklists to the local environment. In tan‐
dem with the last chapter, Chapter 4, considers the objectivity and comprehensiveness of
OSCE in comparing students’ self-assessment with teacher assessment of clinical skills.
Chapter 5 deals with the assessment of clinical nursing competencies by providing a critical
review of the literature and describes a requirement to develop a holistic approach to clini‐
cal skills competency assessment.

The last three chapters report on developments in the clinical environment starting with
Chapter 6 where the authors describe the impact of education, working conditions as well as
interpersonal relationships on nurses’ general job satisfaction. Chapter 7 presents an over‐
view of the impact of psychological therapy education on practice. In the final chapter, the
authors provide an overview of the characteristics of the nursing workforce in Hungary
with recommendations as to how new roles can provide solutions for the current nursing
shortages.
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Chapter 1

Attitudes of Nursing Students Towards Learning

Communication Skills

Klavdija Čuček Trifkovič, Mateja Lorber,

Margaret Denny, Suzanne Denieffe and Vida Gönc

Additional information is available at the end of the chapter

http://dx.doi.org/10.5772/67622

Abstract

Introduction: Attitudes of nursing students towards learning nurse-patient communica-
tion skills have for long been a concern of lecturers, planners and policy-makers. The 
objectives of our study were to explore the attitudes of nursing students towards learning 
communication skills.

Methodology and methods: The study used a quantitative non-experimental survey. 
Nursing students’ attitudes were assessed using the Communication Skills Attitudes 
Scale (CSAS), which is comprised two scales measuring positive and negative attitudes. 
The reliability coefficient for two subscales was calculated using Cronbach’s α, with the 
positive attitude scale (PAS) found to be 0.855, and the negative attitude scale (NAS) 
0.733.

Results: The mean score for PAS was 52.8, and the mean score for NAS was 32.7. There 
were no statistically significant differences identified when examining the positive atti-
tude scale results and previous education (t = 1.434; p = 0.155) or mode of study (t = 1.566; 
p = 0.120), but we found statistically significant differences (F = 10.950; p < 0.001) accord-
ing to the year of the study. Principal component analysis identified three factors, which 
explained 74% of the variance in the results.

Conclusion: CSAS measures may be helpful for monitoring the effect of different teach-
ing strategies on students’ attitudes about communication skills during nursing educa-
tion. It is recommended that communication skills training programmes are designed 
and incorporated into all nursing curriculum.

Keywords: education, communication skills, attitudes, students, nursing

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.



1. Introduction

Nursing is not simply the ability to successfully carry out a series of routine tasks. Instead, 
nursing is a holistic practice, including physical, psychological, social, environmental and 
political features of an illness and its impact on patients and their families. Effective com-
munication has long been recognised as the cornerstone of high quality care in nursing as the 
work of healthcare is largely one of interactions and relationships [1, 2].

Communication is often taken for granted as it is a part of everyday life, yet communica-
tion, in particular competency in communication, is central to nursing. This chapter will first 
explore communication as a necessity in nursing. It will then consider teaching of commu-
nication skills in undergraduate healthcare programmes, exploring factors that influence 
this teaching. The research question will then be outlined and the research methodology 
described. The results of the study will then be presented. Finally, the results of the study 
will be compared to the key literature within the area of nursing students’ attitudes towards 
learning communication skills.

2. Explaining communication

Communication is the transfer of information between or among people. It is not only based 
on an innate ability that varies from person to person, but also on the necessary training and 
experience that is acquired over the course of one’s career.

Communication skills that have been identified as required for nursing include the following:

• verbal skills;

• non-verbal skills including awareness of body language to enable reading and interpreta-
tion of physical and emotional signs, for example, mirroring, interpreting and using non-
verbal cues or the paralinguistic elements of speech;

• active listening skills demonstrating that the true listening is occurring with assimilation 
of information;

• voice management skills including pitch and intonation to establish and maintain rapport;

• cultural awareness including impact of the nurses own cultural background cultural 
sensitivity;

• written communication in practice includes clarity, coherence, knowledge of accepted 
medical terminology, abbreviations and acronyms.

Bramhall [3] highlights the common barriers to effective communication for the patient and 
nurse. Patient barriers include environmental factors such as noise, lack of privacy and lack of 
control over who is present; fear and anxiety; and other barriers such as an inability in articu-
late feelings. Nurse barriers include environmental items such as limited time, staff shortages 
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and high workload; fear and anxiety related to causing the patient to be distressed by talking 
or responding to questions; and other barriers such as a lack of skills or strategies for coping 
with difficult emotions or queries.

3. Necessity for communication skills in nursing

The need for nurses to possess and make use of a wide range of communication skills has 
never been greater. Communication occurs continuously between the nurse and the patient, 
the patient’s family, the nurse’s co-workers and management. Nurses are increasingly working 
within multidisciplinary teams, furthering the need for advanced communication and interac-
tion skills [4, 5].

The communication undertaken depends on the context and roles being played. Communication 
could include giving information, breaking news, asking or answering questions, reassuring, 
calming or motivating. The list is infinite, and each communication activity demands particu-
lar skills and strategies from the nurse. However, there is one underlying requirement for all 
communication, namely conveying the message that we value the patient as an individual 
who deserves to be treated with dignity and respect and good communication enables nurses 
to build therapeutic relationships with patients.

Communication in nursing can be a complicated process, and the possibility of sending or 
receiving incorrect messages frequently exists. In situations where there is poor communica-
tion, important information may not be conveyed. In the healthcare setting, poor communica-
tion can have disastrous consequences when ineffective. As many as 440,000 people die each 
year from preventable medical errors, representing the third leading cause of death in the 
United States on the list from the Centres for Disease Control [6]. Of these deaths, the Joint 
Commission estimated that 80% involved miscommunication.

Improving communication has been shown to be effective in reducing medical error rates. 
The study of Starmer et al. [7] undertaken by in the United States and Canada where medi-
cal error rates in nine children’s hospitals decreased by 23% after a handoff programme was 
begun to enhance and standardise communication is considered.

Similarly, improving communication also increased recovery rates, increased the sense of 
safety and protection and improved the levels of patient satisfaction and treatment adherence 
[8]. Poor communication has been identified as a cause of delay and poor team performance 
in the care of critically ill patients [9, 10].

It is essential therefore that nurses know the key components of the communication process, 
how to improve on skills and the potential challenges to communication that exist.

3.1. Teaching communication skills

It has long been recognised that communication is a clinical skill and like all other clinical 
skills should be formally taught [11]. There is evidence that communication skills training 
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can improve patient-centred communication, enhance empathy and provide reassurance and 
assist discussion of psychosocial needs [12]. Colliver et al. [13] proposed that “clinical com-
petence and interpersonal and communication skills are related” (p. 273). They suggest that 
generic communication skills underlie the ability to carry out more advanced clinical skills 
effectively and that the confidence gained from practicing clinical skills then helps in the 
development of communication skills. This suggestion of a bidirectional relationship high-
lights the need for healthcare professional educators to ensure that education targets both 
specialised and generic facets of skill development.

Teaching communication skills can be undertaken in a range of methods. It has been identified 
through research studies that communication skills training programmes are effective if they 
are learner-centred, practice-oriented and have a duration of at least one day [14]. Role-play, 
feedback and small group discussions are effective training strategies. It is recommended that 
oral presentations, modelling and written information should be used as supportive strate-
gies for this learning. It is also very important that students practise the skills they are taught. 
Chant et al. [15] provided an overview of education for nurses and other healthcare profes-
sionals and demonstrated the positive effects of simulated patients and experiential strate-
gies, such as role-play and objective structured assessments.

Such a finding is confirmed by a study among nursing students undertaken by Zavertnik etal. 
[16] where communication skills were taught to nursing students using trained actors to por-
tray standardised family members in a clinical learning laboratory setting. The teaching strat-
egy was evaluated using a two-group post-test design. In addition to standard education, the 
intervention group received training on a communication framework and a 1-h practice ses-
sion with the actor. Four domains of communication—introduction, gathering of information, 
imparting information and clarifying goals and expectations—were evaluated in the control 
and intervention groups. The intervention group performed better than the control group 
in all four tested domains related to communication skills. The difference with regard to the 
domain of gathering information was statistically significant (p = 0.0257). Such a study con-
firms that communication skills can improve and the teaching strategies used are important 
in determining outcomes.

Kruijver et al. [17] examined studies on communication training programmes for nurses (n = 14). 
Overall, they found limited impacts on nurses’ skills, nurses’ behaviours or patient outcomes. 
They reported that most studies had weak designs and called for experimental designs in future 
studies. Doyle et al. [18] in 2011 asserted that most existing studies evaluated the communica-
tion skills training for medical doctors and that more studies are needed and evaluated the 
effectiveness of communications training for nurses and other types of clinicians.

4. Factors impacting on learning communications skills

However, even with full consideration of teaching and assessment strategies, students may not 
recognise the teaching and learning of communication skills as an important part of academic 
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education and practice. They may not perceive a need to improve their own skills in this area; 
instead, they may choose to focus on practical technical skills and fail to realise the true value 
of learning communication skills.

The attitude of the student is pivotal, and nurse educators need to know to be aware of the 
possible impacts of the students’ attitude towards learning communication skills on the 
learning which occurs. Attitudes involve the creation of evaluations to which good or bad 
qualities of a topic/organisation or person are attached. Ajzen [19] as one of the leading 
attitude scientists states that an “attitude represents a summary evaluation of a psychologi-
cal object captured in such attribute dimensions as good-bad, harmful-beneficial, pleasant-
unpleasant, and likable-dislikeable” (p. 27). Therefore, attitudes facilitate the adaption of an 
individual to an environment and drive behaviour [20]. The assessment of attitudes towards 
patient-oriented care has its legitimation, as they refer to beliefs that are relatively stable 
over time [21].

Research has been under taken previously on healthcare professionals’ attitudes towards 
learning communication skills. It seems initially that this research focused on medical stu-
dent education but has moved to consideration of attitudes in many healthcare professional 
disciplines.

Several studies have examined attitudinal scores before and after a communication skills 
training [22–26]. Research using the CSAS shows different patterns of attitude development 
during medical education, showing decreased [27–29] to increased scores [30]. Anvik and 
colleagues [31] found stable cognitive attitudes in contrast to decreasing affective attitudes. 
Furthermore, attitudes towards communication skills appear to be less positive in students 
with higher levels of state anxiety [32].

Finding from Lumma-Sellenthin [33] and Molinuevo et al. [34] reproduced the gender effect 
known from earlier research [29, 35], wherein it was identified that female students were 
more positive towards communication skills training than their male peers. This was often 
explained by female students’ stronger openness towards information-giving, partnership-
building and interest in psychosocial topics.

It seems that students’ positive attitudes towards learning communication skills are related 
to a caring patient orientation and to a good self-regulation of learning strategies [33]. 
However, a caring patient orientation did not depend on metacognitive abilities. Instead, it 
seems that the caring patient orientation was explained by a positive attitude towards com-
munication skills learning, female gender, higher age and parents’ work outside the health 
sector [33].

The literature has highlighted the importance of communication skills for nursing students; 
therefore, the aim of this cross-sectional study was to explore the attitudes of nursing stu-
dents towards learning communication skills. The objective of the study was to explore both 
the negative and positive attitudes of nursing students towards learning communication 
skills.

Attitudes of Nursing Students Towards Learning Communication Skills
http://dx.doi.org/10.5772/67622
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4.1. Methodology and methods

A descriptive cross-sectional survey design was used to ascertain the attitudes of nursing 
students towards learning communication skills in the identified sample. The demographic 
variables under assessment were as follows:

• Demographic variables;

• Positive and negative attitudes towards communication skills.

The research was carried out among nursing care students of the University of Maribor, 
Faculty of Health Sciences in September 2016. Questionnaires (n = 342) were distributed to all 
nursing students. There was a 42% response rate with 143 questionnaires returned. The sample 
included first years (n = 75, 53%), second years (n = 18, 13%) and third years (n = 49, 34%). Of the 
total sample, 128 (90%) were female and 14 (10%) were male. The majority (n = 126, 89%) were 
full-time students, and only 16 (11%) were part-time students. Regarding previous education, 
106 (75%) had finished secondary nursing school before they start study in the university with 
36 (25%) having attended other secondary schools.

4.2. Ethical approval

The study procedure was approved by the Ethics Committees of the School of Health Sciences, 
University of Maribor. Questionnaires were not coded with an identifier; therefore, anonym-
ity and confidentiality were assured, and this information was included in the research con-
sent form.

4.3. Data collection tool

Nursing students’ attitudes towards learning communication skills were assessed by the 
Nottingham Communication Skills Attitudes Scale (CSAS) questionnaire. The questionnaire 
contains the Interpersonal Communication Competence Scale [36] and the Communication 
Skills Attitude Scale (CSAS) [37]. This validated tool uses a five-point Likert scale (ranging 
from 1—strongly disagree to 5—strongly agree) of 13 positively (PAS) and 13 negatively 
(NAS) worded statements. The survey instrument uses both positive and negative state-
ments that are intermingled throughout the questionnaire. Morris et al. [38] posits that stu-
dents’ scores range from 13 to 65 for PAS and 13 to 65 for NAS. The scale was developed and 
tested in terms of validity and reliability by Korkut [39]. In the present study, the instrument 
was piloted and the reliability coefficient for two subscales of CSAS was calculated using 
Cronbach’s α. Cronbach’s α for positive attitude scale (PAS) was found to be α = 0.855, and for 
negative attitude scale (NAS), it was found to be α = 0.733.

4.4. Procedure

Prior to the administration of the questionnaire, participants signed a consent form and were 
given the research information sheet. The online self-administered questionnaire CSAS was 
completed anonymously with first-, second- and third-year nursing students (n = 342) at the 
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commencement of the first semester, September 2016. A total of 143 students participated 
in this study, and the response rate was 42%. Data from the completed questionnaires were 
analysed.

4.5. Data analysis

All scores were imported into an industry-standard software package—Statistical Package 
for the Social Sciences (SPSS—version 24) and statistically analysed. Descriptive statistics and 
inferential statistics were used to analyse the data. Demographic variables were compared 
using chi-squared tests. Cronbach’s α was used to test the reliability coefficient for two sub-
scales of CSAS. Statistical significance was tested using a 5% margin of error. One-way analy-
sis of variation (ANOVA) was used to discover the differences between selected groups. A 
p-value of <0.05 was statistically significant.

5. Results

The mean score for PAS was 52.8 (SD = 6,7) out of 65, ranging from 30 to 65, and the mean 
score for NAS was 32.7 out of 65, ranging from 21 to 65.

Using independent sample t-tests, it can be seen in Table 1 that there were no significant 
differences identified between males and females in either the PAS or the NAS; however, it 
seemed that the female students had more positive (mean score 53.0) and less negative (mean 
score 32.4) attitudes towards learning communication skills compared to the male students 
(PAS mean score 51.0; NAS mean score 35.5).

Likewise, it was identified that while there were no statistically significant differences between 
full- and part-time students (Table 2), the part-time students had more positive and also more 
negative attitudes towards learning communication skills compared to the group of full-time 
students.

It was also identified that there are no statistically significant differences between stu-
dents who finished nursing or other secondary schools (Table 3). The group of students 
from other secondary schools had more positive and less negative attitudes towards learn-
ing communication skills compared to the group of students finished nursing secondary 
school.

Subscales Male Female t p

Mean SD Mean SD

PAS 51.0 5.9 53.0 6.2 1.125 0.279

NAS 35.5 7.1 32.4 6.8 1.700 0.091

Table 1. Comparison of attitudes towards learning communication skills between male and female students.

Attitudes of Nursing Students Towards Learning Communication Skills
http://dx.doi.org/10.5772/67622

7



There was a statistically significant difference found between the students from different 
programme years on the PAS (Table 4). Second- and third-year students had more positive 
and less negative attitudes towards learning communication skills compared to the first-year 
students.

The CSAS tool is made up of 26 questions. For the evaluation and examination of the screen 
chart, three factors (and all including statements) were taken into the consideration. The value 
of Kaiser-Meyer-Olkin test statistics was 0.860, and Bartlett’s test of sphericity was significant 
(p < 0.001), both confirming the appropriateness of factor analysis.

Three factors (Table 5) extracted from the principal component analysis explained 74% of 
communication skills attitudes identified. The first, second and third factors explained 55,13 
and 6%, respectively, of the entire variance. The first factor was the importance of communi-
cation skills for nursing and quality of patient care and included 12 ranked items. The second 
factor was the importance of learning of communication skills and included 10 ranked items. 
The final factor was the problem of non-acceptance of the value of learning communication 
skills and included 4 ranked items.

Subscales Full time Part time t p

Mean SD Mean SD

PAS 52.5 7.4 55.5 7.4 1.566 0.120

NAS 32.4 5.8 35.0 9.4 1.540 0.126

Table 2. Comparison of attitudes towards learning communication skills between full-time and part-time students.

Subscales Nursing school Other school t p

Mean SD Mean SD

PAS 52.5 7.4 54.0 4.2 1.434 0.155

NAS 33.0 6.7 32.0 4.9 0.799 0.426

Table 3. Comparison of attitudes towards learning communication skills according to finished nursing and other 
secondary school.

Subscales First year Second year Third year F p

Mean SD Mean SD Mean SD

PAS 50.4 6.9 56.3 5.5 55.2 5.3 10.950 <0.001

NAS 33.0 5.5 32.5 7.6 32.4 6.9 0.165 0.848

Table 4. Comparison of attitudes towards learning communication skills between students according to the study year.
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Communication skills IFN LCS PCS

Learning communication skills has 
helped me or will help me facilitate 
team-working skills

0.858 – –

Learning communication skills has 
improved my ability to communicate 
with patients

0.757 – –

Developing my communication skills 
is just as important as developing my 
knowledge of nursing

0.736 – –

Learning communication skills has 
helped or will help me recognise 
patients’ rights regarding confidentiality 
and informed consent

0.696 – –

Learning communication skills will help 
me respect patients

0.671 – –

Learning communication skills has 
helped me or will help me to respect my 
colleagues

0.662 – –

Learning communication skills is 
important because my ability to 
communicate is a lifelong skill

0.655 – –

When applying for nursing, I thought 
it was a really good idea to learn 
communication skills

0.641 – –

I find it difficult to trust information 
about communication skills given to me 
by non-clinical lecturers

0.636 – –

In order to be a good nurse, I must have 
good communication skills

0.538 – –

Learning communication skills is 
applicable to learning nursing

0.517 – –

Nobody is going to fail their 
nursing programme for having poor 
communication skills

0.455 – –

Learning communication skills is 
interesting

– 0.771 –

I think it is really useful learning 
communication skills in the nursing 
programme

– 0.757 –

I find it difficult to take communication 
skills learning seriously

– 0.671 –

Communication skills teaching would 
have a better image if it sounded more 
like a science subject

– 0.641 –

Learning communication skills is fun – 0.539 –
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6. Discussion

While it is accepted that communication skills are vital for nursing practice and that these can 
be learned and developed through skills training, the attitude of the student towards learning 
these skills is a key factor. This study has examined nursing students’ attitude towards com-
munication skills. In the research, we found that positive attitude for communication skills 
is in line with previous research [40–43]. In the current study, it was identified that positive 
attitudes towards communication skills increased slightly from the first to the second year 
of the nursing programme and in the last year of the programme, they decreased slightly. 
However, it was also identified that the negative attitude towards communication skills also 
decreased slightly from the first to the last year of nursing programme. An increased positive 
attitude towards learning communication skills depending on year of programme study was 
also found in previous studies [41, 42, 44]; however, Al-Bizrah et al. [40] also found that in the 
last year of a programme, the average scores of positive attitudes for communication skills 
decreased when compared with previous years of a programme.

One of main findings of our results was that communication skills were recognised as a very 
important part of nursing practice by the students.

Communication skills IFN LCS PCS

I have not got time to learn 
communication skills

– 0.514 –

Communication skills teaching states the 
obvious and then complicates it

– 0.512 –

Learning communication skills is too 
easy

– 0.512 –

I find it hard to admit to having some 
problems with my communication skills

– 0.492 –

I cannot be bothered to turn up to 
sessions on communication skills

– 0.469 –

I cannot see the point in learning 
communication skills

– – 0.762

I do not need good communication skills 
to be a nurse

– – 0.591

Communication skills learning should be 
left to psychology students, not nursing 
students

– – 0.579

My ability to pass examinations will get 
me through my nursing programme 
rather than my ability to communicate

– – 0.512

Note: IFN = importance for nursing and quality of patients’ care; LCS = learning communication skills; PCS = problems 
and unacceptance of learning communication skills.

Table 5. Rotated factor matrix for three factors of learning communication skills.
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In line with Neupane et al. [42], it was also identified in the current study that female stu-
dents had more positive and less negative attitudes towards learning communication skills 
compared to male students; however, these differences were not statistically significant. This 
could suggest that the gender differences between the students towards communication skills 
identified in previous studies as being statistically significantly different is becoming less pro-
nounced as gender roles are changing in society. Alternatively, it could be a culture-specific 
issue. It is certainly worthy of future exploration.

Effective communication skills for nurses are important components for today’s nursing edu-
cation. Furthermore, effective communication skills training programmes point to the impor-
tance of students taking an active role in the learning process [45].

A few methodological limitations require mention. The findings are based on a descrip-
tive cross-sectional design and consequently purport to report only causal processes 
underlying the associations between a communication skills training and positive and 
negative attitudes towards a communication training in curricula. Future studies could 
address the idea of using a seven- or nine-point Likert scale that would yield more sen-
sitive data [38]. Moreover, the small sample size limits the researchers’ ability to make 
causal inferences and therefore generalisation. Future studies will require a larger more 
representative sample of Slovenian student nurses. The non-random selection of partici-
pants meant an available sample had to be used and the sample (n = 143) that impacted on 
the procedures needed to show statistically significant differences between cohorts [46]. 
Ultimately, measurement of communication skills, using the CSAS, at only one point [46] 
in time may have underestimated the effect of communication skills training in the identi-
fied cohort and consequently further limits causal inferences in this very important area 
of research [46].

Overall, the aim of the study undertaken was to explore the attitudes of nursing students 
towards learning communication skills. It was identified that the mean values for positive and 
negative attitudes are comparable with other research studies [40–43].

Communication skills training will remain an important component of nurse education. In 
line with Steckler [43], it is contended that academia needs to continue to develop and imple-
ment the use of effective communication skills to nursing students to exemplify the need for 
these critical skills and the importance of their part in nursing education for practice.

7. Conclusions

This study can affect the increase of interest in the specific communication skills of students 
and develop the departmental testing of specific communication skills of nursing students. 
The results of the study can be used to better prepare teachers and their students for increas-
ing effective communication and support the recommendation that greater importance be 
placed on communication and the provision of more opportunities for students to learn these 
skills.
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Abstract

Introduction: Problem-based learning is a teaching method that encourages critical
thinking, group interaction, and application of the theory into practice. Transition to
active forms of learning, with integrating problem-solving strategies, will help to raise
the quality of education. The aim of the study is to determine students’ evaluation of
problem-based learning in the study of nursing.

Methods: Descriptive method and quantitative research methodology were used. Nurs-
ing students from one of the faculties in Slovenia participated in the study and struc-
tured questionnaires (Cronbach α = 0.953) were used.

Results: Average values of all items regarding to the student's evaluation of problem-
based learning were very high (>4 out of 5). According to the results, there is no
statistically significant difference in the assessment of problem-based learning between
full-time and part-time students (t = -0.818, p = 0.414), but we found statistically signif-
icant differences (t = 2.377, p = 0.018) depending on whether students are employed in
nursing or not.

Discussion and conclusion: Problem-based learning encourages nursing students’
motivation, independence, and teamwork and helps to acquire knowledge and skills
necessary to function in nursing.

Keywords: problem-based learning, learning, students, nursing

1. Introduction

According to the demographic changes of the population, increasing numbers of older people,
the rapid changes, and innovations in the field of health care, as well as increasing numbers of
people with chronic illnesses, nursing has an increasingly important role [1].

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.



Changes in nursing require from nurses, autonomy and the ability to take relevant decisions [2],
therefore, is one of the goals of nursing education to reduce the gap between theory and practice
[3, 4]. For an effective transfer of theoretical knowledge into practice, changes are needed.
According to Shuler [5], it is necessary to change traditional teaching into the active form of
teaching. One of the active ways of learning is problem-based learning. This is an innovative
educational method [6, 7] which encourages critical thinking and group interaction and repre-
sents an advantage compared to traditional ways of teaching, because it integrates problem-
solving strategies [8]. Characteristics of problem-based learning are student-centered learning,
learning in smaller groups and acquiring new information with self-learning [9]. Problem-based
learning improves students’ learning and simultaneously helps with problem-solving in every-
day life [10]. With the problem-based learning approach, the activity of learning starts with a
problem that describes phenomena or events needed for understanding [11]. Simultaneously, the
problem-based learning approach activates students’ previous knowledge [6].

For a successful problem-based learning after Munshi et al. [12], quality shaped and selected
problems are key elements. Research studies [5, 13, 14] showed that information gained with
problem-solving ways of learning is preserved longer. Therefore, in the opinion of authors
[13, 15–17], learning based on problem-solving develops skills of communication, problem-
solving, teamwork, leadership, and understanding; skills that are important for smoother
transition into a clinical environment.

The purpose of the study is to determine the evaluation of problem-based learning, and the
problems with which nursing students face in problem-based learning.

1.1. Methods

A quantitative research method was used. We used a structured questionnaire containing 20
statements regarding students’ evaluation of ways of learning based on problems and demo-
graphic data (sex, age, type of study, and employment status in nursing). Students’ views on
the effectiveness of problem-based learning were assessed by using 20 items from the problem-
based learning evaluation questionnaire [17], which was partially adapted and prepared in
Slovenian language. Problem-based learning evaluation questionnaires were already used in
studies [17–19]. Using the questionnaire, we evaluated five key dimensions of problem-based
learning: construction of professional knowledge, development of problem-solving skills,
development of self-directed learning, improvement of motivation, and promotion of effective
group collaboration. Each of the studied dimensions contained four items and participants
responded on the five-point Likert’s scale ranging from (1 – strongly disagree, 2 – disagree, 3 –
neutral, 4 – agree to 5 – strongly agree). The instrument’s internal consistency using Cronbach’s
alpha was 0.80 and the test-retest reliability with a 2-week interval was 0.89 [17]. The
Cronbach's alpha for our questionnaire was 0.953.

1.2. Sample description

The research was carried out among nursing students of the University of Maribor Faculty of
Health Sciences. A total of 198 questionnaires were handed out, and 196 were returned which
is a 98.9% response. In the research, 101 (51.5%) first-year students and 92 (47.0%) second-year

Teaching and Learning in Nursing18



Changes in nursing require from nurses, autonomy and the ability to take relevant decisions [2],
therefore, is one of the goals of nursing education to reduce the gap between theory and practice
[3, 4]. For an effective transfer of theoretical knowledge into practice, changes are needed.
According to Shuler [5], it is necessary to change traditional teaching into the active form of
teaching. One of the active ways of learning is problem-based learning. This is an innovative
educational method [6, 7] which encourages critical thinking and group interaction and repre-
sents an advantage compared to traditional ways of teaching, because it integrates problem-
solving strategies [8]. Characteristics of problem-based learning are student-centered learning,
learning in smaller groups and acquiring new information with self-learning [9]. Problem-based
learning improves students’ learning and simultaneously helps with problem-solving in every-
day life [10]. With the problem-based learning approach, the activity of learning starts with a
problem that describes phenomena or events needed for understanding [11]. Simultaneously, the
problem-based learning approach activates students’ previous knowledge [6].

For a successful problem-based learning after Munshi et al. [12], quality shaped and selected
problems are key elements. Research studies [5, 13, 14] showed that information gained with
problem-solving ways of learning is preserved longer. Therefore, in the opinion of authors
[13, 15–17], learning based on problem-solving develops skills of communication, problem-
solving, teamwork, leadership, and understanding; skills that are important for smoother
transition into a clinical environment.

The purpose of the study is to determine the evaluation of problem-based learning, and the
problems with which nursing students face in problem-based learning.

1.1. Methods

A quantitative research method was used. We used a structured questionnaire containing 20
statements regarding students’ evaluation of ways of learning based on problems and demo-
graphic data (sex, age, type of study, and employment status in nursing). Students’ views on
the effectiveness of problem-based learning were assessed by using 20 items from the problem-
based learning evaluation questionnaire [17], which was partially adapted and prepared in
Slovenian language. Problem-based learning evaluation questionnaires were already used in
studies [17–19]. Using the questionnaire, we evaluated five key dimensions of problem-based
learning: construction of professional knowledge, development of problem-solving skills,
development of self-directed learning, improvement of motivation, and promotion of effective
group collaboration. Each of the studied dimensions contained four items and participants
responded on the five-point Likert’s scale ranging from (1 – strongly disagree, 2 – disagree, 3 –
neutral, 4 – agree to 5 – strongly agree). The instrument’s internal consistency using Cronbach’s
alpha was 0.80 and the test-retest reliability with a 2-week interval was 0.89 [17]. The
Cronbach's alpha for our questionnaire was 0.953.

1.2. Sample description

The research was carried out among nursing students of the University of Maribor Faculty of
Health Sciences. A total of 198 questionnaires were handed out, and 196 were returned which
is a 98.9% response. In the research, 101 (51.5%) first-year students and 92 (47.0%) second-year

Teaching and Learning in Nursing18

students participated, three (1.5%) students did not state their year of study. Average age of
participants was 21.2 years (ages between 19 and 42). 146 (74.5 %) participants were of full-
time study where 76 (38.7%) were first-year students and 70 (35.8 %) were second-year
students. Forty-seven (25.5 %) participants were of part-time study where twenty-five were
first-year students (12.8 %) and twenty-two (11.2%) were second-year students. Three (1.5%)
students did not write down their type of study. Among the part-time students only 18
students employed in nursing, but other 27 part-time students and all full-time students
(146) are not employed in nursing. Two (1%) part-time students did not write if they are
employed in nursing or not.

1.3. Description of research procedure

Before we started to execute the research we obtained written agreements from University of
Maribor Faculty of Health Sciences leadership and University of Maribor Faculty of Health
Sciences Commission for Ethical Questions from the Field of Nursing Care. Based on the
agreement the research was carried out in academic year 2013–2014 and academic year 2014–
2015 at course nursing care of women with gynecology and obstetrics and management of
hospital infections. At selected course, we started carrying out problem-based learning in 2011.

Participants were informed with purpose and aims of the research. Participation was voluntary
and anonymous. Questionnaires were handed out after completing all course obligations of
selected courses. Data was processed by the statistical computer program SPSS 20.0. We used
descriptive statistics and t-test to discover differences between two groups. A p-value of < 0.05
was considered significant.

2. Results

Average values of all items regarding to the student's evaluation of problem-based learning
were very high (>4 out of 5). The lowest average value (4.06) was in item that problem
situations encouraged students to continue to study on their own and the highest average
values (4.54) were in item that the content of the course is useful for student's future work.
Evaluation of problem-based learning dimensions was assessed by students with average
value 4.29 (4.26–4.42). The lowest average values received dimensions “development of self-
directed learning” (4.26) and “improving motivation” (4.26). The highest average value
received the dimension “promotion of effective group collaboration” (4.42). Table 1 represents
results of average values of evaluation of problem-based learning.

With the t-test we want to find out if there are any statistically significant differences of
evaluation of five dimension of problem-based learning regarding the type of study (full-
time/part-time) and found out that none of the examined dimensions “construction of profes-
sional knowledge” (t = 1.194, p = 0.234), “development of problem-solving skills” (t = 1.010, p =
0.314), “development of self-directed learning” (t = 0.418, p = 0.676), “improvement of motiva-
tion” (t = 1.605, p = 0.110), and “promotion of effective group collaboration” (t = 0.384, p =
0.701) not show statistical significant differences (Table 2).
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Items for evaluation of problem-based
learning

1 Strongly
disagree N(%)

2 Agree
N(%)

3
Neutral
N(%)

4 Agree
N(%)

5 Strongly
agree N(%)

Mean
(SD)

The course made me use previous relevant
knowledge and experience.

0(0) 3(2) 26(13) 85(44) 81(41) 4.25
(0.742)

The course helped me to interpret, analyze
and apply key concepts precisely.

0(0) 4(2) 14(7) 103(54) 74(38) 4.27
(0.682)

The course furthered my in-depth
understanding of nursing knowledge.

1(1) 0(0) 14(7) 84(43) 96(48) 4.41
(0.670)

The content of the course is useful for my
future work.

1(1) 1(1) 10(5) 63(32) 119(61) 4.54
(0.668)

Construction of professional knowledge 4.363
(0.561)

The problem use in the course was challenging
to discuss.

0(0) 6(3) 15(8) 77(39) 97(50) 4.36
(0.756)

The course increased my ability to solve real-
world problems.

2(1) 4(2) 22(12) 82(42) 84(43) 4.25
(0.813)

The course encouraged me to consider
alternatives when solving problems.

1(1) 3(2) 24(12) 78(40) 89(45) 4.29
(0.780)

The course helped me to take reasonable
inferences and conclusions.

2(1) 4(2) 21(11) 72(37) 96(49) 4.31
(0.825)

Development of problem-solving skills 4.3
(0.690)

Problem situations encouraged me to continue
to study on my own.

1(1) 9(4) 37(19) 78(40) 70(36) 4.06
(0.883)

The course helped me to identify gaps in my
knowledge.

1(1) 3(2) 23(12) 80(41) 88(44) 4.29
(0.773)

The course helped me improve my ability to
identify a variety of resources.

2(1) 5(3) 27(14) 80(41) 81(41) 4.19
(0.745)

The course helped me to think independently. 0(0) 2(1) 15(8) 62(32) 115(59) 4.50
(0.686)

Development of self-directed learning 4.26
(0.687)

The course encouraged me to take an active
role in my learning.

1(1) 6(3) 19(10) 82(42) 87(44) 4.27
(0.801)

The course motivated me to learn more. 1(1) 8(4) 19(10) 82(42) 85(43) 4.24
(0.830)

The course stimulated my interest in learning. 3(2) 7(4) 23(12) 80(41) 82(42) 4.18
(0.889)

The course encouraged my participation
through the discussion of problems.

2(1) 0(0) 20(10) 85(44) 89(45) 4.32
(0.741)

Improvement of motivation 4.26
(0.706)

The course stimulated group discussion. 2(1) 3(2) 13(6) 64(33) 113(58) 4.45
(0.774)

The course promoted open discussion of
differing opinions.

1(2) 2(1) 18(9) 62(31) 111(57) 4.44
(0.748)
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With the t-test we also tested statistical significant differences regarding employment or unem-
ployment in nursing and found out there are statistically significant differences of two studied
dimensions, “development of problem-solving skills” (t = 2.197, p = 0.029) and “development
of self-directed learning” (t = 4.443, p < 0.001), whereas at “promotion of effective group
collaboration” (t = 1.699, p = 0.091), “improvement of motivation” (t = 1.493, p = 0.121), and
“construction of professional knowledge” (t = 2.180, p = 0.052), we did not find statistical
significant differences among students that are employed or not employed in nursing (Table 3).

Regarding to the total grade of average values for all five dimensions of problem-based
learning from the students’ point of view, we found out statistically significant differences
regarding employment status (employed or not employed) in nursing (t = 2.377, p = 0.018),
whereas regarding the type of study, we did not find statistical significant differences (t = 0.818,
p = 0.414) at the total grade of average value for problem-based learning. On the open-ended
question, students noted next difficulties with problem-based learning: lack of knowledge and
information, unequal participation in the group, and the difficulty in finding literature.

Items for evaluation of problem-based
learning

1 Strongly
disagree N(%)

2 Agree
N(%)

3
Neutral
N(%)

4 Agree
N(%)

5 Strongly
agree N(%)

Mean
(SD)

The course increased my ability to work
effectively on a team.

2(1) 7(4) 20(10) 66(34) 100(51) 4.31
(0.871)

The course encouraged me to share what I
learned with the entire group.

0(0) 3(2) 15(8) 63(32) 114(58) 4.48
(0.707)

Promotion of effective group collaboration 4.42
(0.651)

Table 1. Results of evaluation of problem-based learning.

Type of study Min Max Mean SD t p df

Construction of professional knowledge Full-time 1.5 5 4.34 0.587 1.194 0.234 189

Part-time 3.25 5 4.45 0.464

Development of problem-solving skills Full-time 1.25 5 4.27 0.704 1.010 0.314 190

Part-time 3.0 5 4.39 0.657

Development of self-directed learning Full-time 1.5 5 4.25 0.66 0.418 0.676 188

Part-time 2.5 5 4.29 0.738

Improvement of motivation Full-time 1 5 4.2 0.717 1.605 0.110 190

Part-time 2.25 5 4.39 0.671

Promotion of effective group collaboration Full-time 2.75 5 4.43 0.629 0.384 0.701 189

Part-time 2 5 4.39 0.727

Evaluation of problem-based learning Full-time 1.6 5 4.3 0.574 0.818 0.414 186

Part-time 2.85 5 4.37 0.551

Table 2. Results of t-test for problem-based learning according to the type of study.
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3. Discussion and conclusion

The research showed that average values regarding all five dimensions of problem-based
learning are high. Regarding to the average values, we determined that students recognize
the meaning of problem-based-learning approach in effective learning, active cooperation,
teamwork, improvement of communication skills, recognition of own learning needs, and
transfer of theoretical knowledge into nursing practice, what was also stated as important
dimensions of problem-based learning by Yuan et al. [20] and Tseng et al. [21].

Although average values of all dimensions are high, we can agree with Luh et al. [22] regard-
ing to the dimension “construction of professional knowledge” where they state that acquisi-
tion of professional knowledge and professional development influences students’ previous
knowledge and a high degree of thinking ability. On the other hand, problem-based learning
helps students to provide professional knowledge and the thinking ability. The importance of
previous knowledge and experience also indicates statistically significant difference in the
average values of some dimensions of evaluation of problem-based learning, assessed by the
students employed in nursing. Despite the fact we have to explain the results with the caution,
since in the group of employed students were involved only 18 students. Based on the results,
we can conclude that part-time students, who have work experiences in nursing, are more
effective at problem solving and with that connected independent learning.

The difficulties of the students, which referred to those students who do not want to cooperate,
or unequally cooperate with the group, and the problems of selecting participating students
were already pointed by Visschers-Pleijers et al. [23] who stated the importance of selecting a
group of appropriate size. Students also identified as a problem, worse understanding of the
problem, as already noted by Marentič-Požarnik [24]. We confirmed that students with work
experience in nursing are more efficient at problem-solving and independent learning.

Dimension of problem-based learning Employ in nursing Min Max Mean SD t p df

Construction of professional knowledge Yes 3.25 5 4.61 0.494 2.180 0.052 190

No 1.5 5 4.34 0.564

Development of problem-solving skills Yes 3.75 5 4.64 0.439 2.197 0.029 191

No 1.25 50 4.27 0.705

Development of self-directed learning Yes 4 5 4.68 0.381 4.443 <0.001 189

No 1.5 5 4.21 0.688

Improvement of motivation Yes 2.5 5 4.5 0.737 1.493 0.121 191

No 1 5 4.22 0.700

Promotion of effective group collaboration Yes 3.5 5 4.67 0.514 1.699 0.091 189

No 2 5 4.39 0.662

Evaluation of problem-based learning Yes 3.8 5 4.62 0.394 2.377 0.018 175

No 1.6 5 4.29 0.757

Table 3. Results of t-test for problem-based learning according to employment in nursing.
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The research indicates the need for problem-based learning with the goal of encouraging
independent and active learning and the opportunity for students to make suggestions in the
study process. Based on evaluation of teaching methods, higher education teachers can pre-
pare improvement plans. Skinder Savić and Kaučič [25] stated that a quality course and
connection of theoretical and practical starting points are key elements for achieving compe-
tencies in nursing.

We can finish with the thought that problem-based learning stimulates in students an inde-
pendent and individual study process, group work, improves work motivation, and commu-
nication skills. Problem-based learning stimulates at students the sense for a responsible
acquiring of professional knowledge and development of problem-solving skills.
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Abstract

Introduction: The objective structured clinical examination (OSCE) has been adopted 
by many universities for the assessment of healthcare competencies and as a formative 
teaching tool in both undergraduate and postgraduate nursing education programs. This 
pilot study evaluates the validity of OSCE checklists to be used in first‐year undergradu‐
ate nurse practice education.

Methods: The study involved two interconnected methodological phases. In phase one, 
the degree of complexity phase, essential nursing skills were estimated by a 10‐point 
scale. In phase two, the content validity index phase, the most complex essential nursing 
skills in nursing were estimated by a four‐point scale for analyzing content validity for 
each item.

Results: Nursing educators from the University of Maribor in Slovenia systematically 
selected and evaluated 6 out of 72 essential nursing skills for developing OSCE checklists. 
Peripheral cannula insertion was estimated as a skill of “very high complexity” and was 
used to estimate the content validity index (CVI). For peripheral cannula insertion, it was 
found that the item‐level content validity index for 39 items was ranging from 0.82 to 
1.00, which is considered as good content validity evidence.

Discussion and conclusions: Findings from the CVI analysis are promising for devel‐
oping standardized checklists for OSCE and look promising for further research using 
OSCE as an assessment modality.

Keywords: objective structured clinical examination, development, checklist, content 
validity index, nursing

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
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distribution, and reproduction in any medium, provided the original work is properly cited.



1. Introduction

The objective structured clinical examination (OSCE) was originally developed for medi‐
cal education in Scotland by Harden and colleagues in 1975 [1], but has now been widely 
accepted as a “fit‐for‐purpose” instrument for measuring clinical skills competency in health‐
care education [2, 3]. The OSCE is defined as “an approach to the assessment of clinical com‐
petence in which the components of competence are assessed in a well‐planned or structured 
way with attention being paid to objectivity” [4].

The OSCE has been adopted by many universities for the assessment of healthcare compe‐
tencies, and it is generally accepted as a valid assessment tool and as a formative teaching 
approach in both undergraduate and postgraduate nursing education programs [5–8]. The 
benefits accrued by using the OSCE tool include the development of students’ confidence [5]; 
the preparation of students for clinical practice [9]; the achievement of deeper and more mean‐
ingful learning [7]; the ability to provide students with feedback on their clinical skills per‐
formance; and additionally its enables students to identify their strengths and weaknesses in 
clinical skills [6].

The OSCE typically consists of a circuit or series of short assessment tasks, each of which 
is assessed by an examiner using a predetermined, objective marking scheme to make the 
assessment of clinical skills more objective rather than subjective [10]. In an OSCE, each stu‐
dent has to demonstrate specific skills and behaviors in a simulated environment. The OSCE 
acronym has itself evolved over the years, and there are now many variations, for example, 
Group Objective Structured Clinical Examination [11], Objective Structured Video Exam 
[12], Objective Structured Assessment of Technical Skill [13], Objective Structured Teaching 
Encounter [14], etc. The latter number of variations on the OSCE has evolved because of its 
utility and applicability as an assessment and teaching tool in nursing and interprofessional 
education [15].

The development of new criteria for assessing clinical skills requires critical scrutiny to ensure 
that the validity and reliability of each assessment are maximized [10]. Validity focuses on 
whether a test actually succeeds in addressing the competencies it is designed to test [16]. The 
assessment checklists used in the OSCE are developed according to evidence‐based practice 
guidelines and standards of nursing care to establish content validity [17]. Evaluating con‐
tent validity is a critical early step in enhancing the construct validity of an instrument, and 
therefore, content validation is an important topic for clinicians and researchers who require 
high‐quality measurements [18]. The content validity index (CVI) based on expert ratings of 
relevance is the most widely used method among nurse researchers of quantifying content 
validity for multi‐item scales [10].

This study describes two interconnected methodological phases that could be consid‐
ered and implemented when developing and establishing the CVI of a checklist, which is 
designed to measure nursing student performance during clinical skills assessment using 
OSCE. Checklists in an OSCE provide an ideal method for assessing skills that require a 
series of steps that should be completed with consistency and continuity each time the skill 
is performed [20].
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2. Methods

The checklist for the OSCE was developed in three methodological and chronological phases 
(Figure 1).

In first phase, a comprehensive search of the literature relating to OSCE in Slovenian nursing 
was conducted and no published research examining the use of OSCE in Slovenian nursing cur‐
riculum was found.

In second phase, the degree of complexity (DOC) phase, a 10‐point scale was created and used 
to evaluate the DOC for each essential nursing skill as perceived by nursing educators. All 
essential nursing skills that were included in this study were part of a first‐year curriculum in 
the practical nursing education at one of University in Slovenia.

The DOC has 10 levels in which 1 represents “very low complexity” and 10 represents “very 
high complexity.” The DOC scores for each essential nursing skill were classified into three 
categories. A score between 1 and 4 belonged to the low complexity category; a score between 
4 and 8 belonged to the medium complexity category, and a score between 8 and 10 belonged 
to the high‐complexity category.

Phase three, the content validity index (CVI) phase, included various measurements [18]. 
Educators evaluated each item in nursing procedures by using a four‐point Likert‐type ordinal 
scale in which 1 = not relevant, 2 = somewhat relevant, 3 = quite relevant, 4 = highly relevant, 
nurse. Two metrics were calculated in the scope of CVI analysis: (1) Item Content Validity 

Figure 1. Methodological and chronological phases of developing checklist for the OSCE.
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Index (I‐CVI) and (2) Content Validity Index Average (S‐CVI/Ave). The first metric (I‐CVI) rep‐
resents the count of all items in the essential nursing skill, which were rated with 3 or 4 divided 
by the total number of nursing educators. The S‐CVI/Ave was calculated after summing all 
I‐CVI numbers and dividing them by the number of items in the essential nursing skill [18].

3. Results

Nursing educators (n = 12) systematically evaluated seventy‐two essential nursing skills 
using a 10‐point DOC scale. The average DOC score for each procedure was then rearranged 
into one of three categories (low, medium and high). Twelve essential nursing skills with an 
average DOC score of 3.44 (95% confidence interval (CI): 3.07–3.82) were ranked in the low 
complexity category, forty‐six essential nursing skills with an average DOC score of 5.84 (CI: 
5.55–6.12) in the medium complexity category, and fourteen essential nursing skills with an 
average DOC score of 8.54 (CI: 8.36–8.71) in the high‐complexity category.

Table 1 presents the essential nursing skills (n = 14) with average DOC scores from highest 
to lowest in the high‐complexity category. Peripheral cannula insertion and female urinary 

Essential nursing skills Areas in nursing Average degree of complexity score

Peripheral cannula insertion Diagnostic/therapeutic essential 
nursing skills

9.00

Urinary catheterization: female Elimination 9.00

Suctioning the nasopharyngeal 
airway

Respiratory care 8.75

Medication: injection of intravenous 
drugs

Medical management 8.75

Suctioning the oropharyngeal airway Respiratory care 8.67

Tracheostomy: suctioning a patient Respiratory care 8.67

Endotracheal suctioning of the adult 
intubated patient with open suction 
systems

Respiratory care 8.67

Venipuncture Diagnostic/therapeutic essential 
nursing skills

8.50

Cleaning infected wound Diagnostic/therapeutic essential 
nursing skills

8.50

Nursing care of tracheostomy Respiratory care 8.33

Insertion of a nasogastric tube Nutrition 8.25

Pressure Ulcer Treatment Diagnostic/therapeutic essential 
nursing skills

8.18

Mouth care in unconscious patients Personal hygiene 8.17

Rinsing infected wound Diagnostic/therapeutic essential 
nursing skills

8.08

Table 1. Ranking of essential nursing skills from highest to lowest by average degree of complexity score in high‐
complexity category.
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catheterization were estimated with the highest average DOC score (9.00 or “very high com‐
plexity”). In the DOC, phase essential nursing skills were also arranged into areas in nursing.

Nursing essential nursing skills (n = 6) with the highest average DOC score in each separate 
nursing areas were used for further estimate by CVI phase. Eleven nursing educators estimate 
I‐CVI for each essential nursing skill with different number of items (range from 28 to 58). For 
peripheral cannula insertion, I‐CVI was calculated for 39 of items and ranged from 0.82 to 1.00, 
which represents a good content validity. None of the items were deleted during CVI because 
they met agreements recommended by Polit and colleagues (Table 2 and Figure 2) [19].

Item E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 Number  
of experts

I‐CVI

1 4 2 4 4 4 4 4 4 1 4 4 11 0.82

2 4 2 3 4 4 4 4 4 1 4 4 11 0.82

3 4 3 4 4 4 4 4 4 2 4 4 11 0.91

4 4 4 4 4 4 4 4 4 4 4 4 11 1.00

5 4 3 4 4 4 4 3 4 3 4 4 11 1.00

6 4 4 3 4 4 4 3 3 3 4 4 11 1.00

7 4 4 4 4 4 4 4 4 4 4 4 11 1.00

8 3 2 3 4 1 4 3 4 3 4 4 11 0.82

9 4 3 4 4 4 4 4 4 2 4 4 11 0.91

10 4 3 4 4 4 4 4 3 4 4 4 11 1.00

11 4 2 4 4 3 4 4 3 3 4 4 11 0.91

12 4 3 4 4 3 4 4 4 2 4 4 11 0.91

13 3 2 3 4 3 4 3 4 2 4 3 11 0.82

14 4 3 4 4 4 4 4 4 3 4 4 11 1.00

15 4 4 4 4 2 4 4 3 4 4 4 11 0.91

16 4 4 4 4 4 4 4 4 4 4 4 11 1.00

17 3 4 3 4 3 4 4 4 2 4 3 11 0.91

18 4 3 4 4 4 4 4 4 3 4 4 11 1.00

19 4 3 4 4 4 4 3 4 4 4 4 11 1.00

20 4 3 4 4 4 4 4 4 4 4 4 11 1.00

21 4 3 4 4 4 4 4 4 4 4 4 11 1.00

22 4 3 4 4 2 4 4 4 4 4 4 11 0.91

23 4 3 4 4 4 4 4 4 4 4 4 11 1.00

24 4 3 4 4 4 4 4 4 4 4 4 11 1.00

25 3 3 4 4 4 4 4 4 3 4 4 11 1.00

26 4 3 4 4 4 4 4 4 3 4 4 11 1.00
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Item E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 Number  
of experts

I‐CVI

27 4 3 4 4 4 4 4 4 4 4 4 11 1.00

28 4 3 3 4 1 4 4 4 3 4 4 11 0.91

29 4 3 4 4 1 4 4 4 4 4 4 11 0.91

30 4 3 4 4 4 4 4 4 4 4 4 11 1.00

31 4 2 4 4 4 4 4 4 3 4 4 11 0.91

32 4 3 4 4 1 4 4 4 3 4 4 11 0.91

33 4 3 4 4 4 4 4 4 3 4 4 11 1.00

34 4 3 4 4 1 4 4 4 4 4 4 11 0.91

35 4 4 4 4 3 4 4 4 2 4 4 11 0.91

36 4 4 4 4 3 4 4 4 2 4 4 11 0.91

37 4 2 4 4 4 4 4 4 3 4 4 11 0.91

38 4 4 4 4 4 4 4 4 4 4 4 11 1.00

39 4 3 4 4 3 4 4 3 4 4 4 11 1.00

S‐CVI/Ave = 0.95

I‐CVI = item content validity index; S‐CVI, content validity index for the scale.

Table 2. Item‐level content validity index for peripheral cannula insertion.

Figure 2. Elements of content validity index in peripheral cannula insertion check‐list.
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Item E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 Number  
of experts

I‐CVI

27 4 3 4 4 4 4 4 4 4 4 4 11 1.00

28 4 3 3 4 1 4 4 4 3 4 4 11 0.91

29 4 3 4 4 1 4 4 4 4 4 4 11 0.91

30 4 3 4 4 4 4 4 4 4 4 4 11 1.00

31 4 2 4 4 4 4 4 4 3 4 4 11 0.91

32 4 3 4 4 1 4 4 4 3 4 4 11 0.91

33 4 3 4 4 4 4 4 4 3 4 4 11 1.00

34 4 3 4 4 1 4 4 4 4 4 4 11 0.91

35 4 4 4 4 3 4 4 4 2 4 4 11 0.91

36 4 4 4 4 3 4 4 4 2 4 4 11 0.91

37 4 2 4 4 4 4 4 4 3 4 4 11 0.91

38 4 4 4 4 4 4 4 4 4 4 4 11 1.00

39 4 3 4 4 3 4 4 3 4 4 4 11 1.00

S‐CVI/Ave = 0.95

I‐CVI = item content validity index; S‐CVI, content validity index for the scale.

Table 2. Item‐level content validity index for peripheral cannula insertion.

Figure 2. Elements of content validity index in peripheral cannula insertion check‐list.
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All I‐CVI scores were summated to calculate S‐CVI/Ave and then divided by the number 
of items: (0.82 + 0.82 + 0.91 + … + 1.00)/39 = 0.95. All calculated results of S‐CVI/Ave exceeded 
0.90, which in combination with CVI (S‐CVI) levels above 0.78 (Table 2) represent excellent 
content validity (Table 3) [19].

4. Discussion and conclusion

Methodological phases described in this pilot study could be considered and implemented 
when developing and establishing the checklist, which is designed to measure nursing stu‐
dents’ performance during clinical skills assessment using OSCE. The purpose of developing 
a DOC score in the study was to represent the range of complexity in essential nursing skills 
and to identify criteria for further research in the CVI phase. Results of the CVI analysis dem‐
onstrated a good content validity (I‐CVI and S‐CVI/Ave) for the essential nursing skills that 
were included in the evaluation.

The benefits of using CVI for OSCE checklists have to be considered in terms of how it might 
undermine the essential nursing skill as a whole. For example, the calculated CVI for some 
items in a procedure might be calculated as lower than recommended. That in turn questions 
the need for the item within an essential nursing skill, and yet it is argued that every item in an 
essential nursing skill has a purpose. Eliminating those items with a low CVI could therefore 
be detrimental to the whole OSCE essential nursing skill and presents a challenge to nurse 
educators. On the other hand, CVI is widely used for developing different methodological 
researching tools [21–25].

Using OSCE in undergraduate nursing education offers a fresh approach for nurse educators 
in Slovenia and provides a new opportunity for determining nursing students’ competency 
levels in simulated environment.

Findings from the CVI analysis are promising for developing OSCE checklist and are promis‐
ing for further research using OSCE as an assessment modality.

Essential nursing skills Areas in nursing Number of items S‐CVI/ave

Peripheral cannula insertion Diagnostic/therapeutic 
essential nursing skills

39 0.95

Urinary catheterization: female Elimination 54 0.95

Medication: injection of intravenous 
drugs

Medical management 28 0.94

Mouth care in unconscious patients Personal hygiene 28 0.93

Insertion of a nasogastric tube Nutrition 36 0.93

Suctioning the nasopharyngeal airway Respiratory care 51 0.92

Table 3. Ranking of essential nursing skills from highest to lowest based on their content validity index average.
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Abstract

Evaluation of clinical skills is a demanding and complex process and is dependent on 
many complex factors, such as teaching and learning approaches, simulated learning, 
and psychometrically validated assessment tools. Therefore, it is imperative that ade-
quate strategies and methods are employed to evaluate the success of a nursing care 
activity. One such strategy in the field of nursing care is the application of objective struc-
tured clinical examination (OSCE) of a nursing activity. The purpose of this article is to 
highlight the importance of evaluating nursing activities in a simulated clinical environ-
ment with OSCE to determine synchronicity of the teacher and student assessment. A 
cross-sectional study was carried out, in which we compared the evaluation of nursing 
activity by the teacher and the 51 students. Summative content analysis was used to ana-
lyze open-ended questions about possible improvement of performed nursing activity. 
The data showed a large discrepancy (81.9%) in evaluating nursing activity between the 
teacher and the student. The synchronicity between the teacher and student assessment 
modality occurred only in 18%. Students were mostly less successful in their assessment 
of competence with knowledge about carrying out interventions (36.5%), preparing for 
interventions (24.3%), and infection control (14.4%). Clinical skills acquisition remains 
an essential element of a student nurse’s development, as competence in nursing skills 
is essential to patient safety. Simulation is viewed as an increasingly popular approach 
to the teaching and assessing of clinical skills. The process of evaluating nursing activity 
demands the usage of objective instruments that require objectivity, fairness, impartial-
ity, and comprehension. The use of OSCE is one such method of promoting reliable and 
valid assessments in nursing skills.

Keywords: nursing care activities, assessment, OSCE, teacher, student
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1. Introduction

Nursing is a discipline based on clinical practice–based interventions [1] with the purpose 
of nursing development and adjusting to needs of contemporary society [2]. The study of 
nursing care must prepare students to carry out and accept professional responsibility in a 
changing clinical environment [3–5]. Only in a clinical environment does a nurse's knowledge 
become most evident [6]. Because of the importance of clinical training, appropriate strategies 
for clinical assessment must be sought, with the purpose of specifying a success rate of clinical 
training [7]. Such strategies are important for evaluating the quality of teaching and learning 
processes [8], identifying student's weaknesses, increasing their motivation for competence 
achievement, and helping teachers to assess their work [9–12]. Knowledge evaluation is a 
time intensive and complicated process, leaning mostly on teacher's subjective judgment. In 
addition, students identify they are not satisfied with current methods and results of assess-
ment [7, 13, 14].

Simulated learning using objective structured clinical examination (OSCE) has emerged as an 
alternative teaching method to assist students in acquiring clinical skills competency because 
it attempts to replicate a real-life situation in a simulated environment [15, 16]. There is a cur-
rent trend in nursing education to use OSCE to assess and examine clinical competence [16, 
17] within this simulated setting. The OSCE was originally designed for the medical profes-
sion [18] but has been modified and applied in nursing education, providing means to assess 
competence in a simulated environment without posing a risk to patient safety [16, 19]. A 
number of studies using various research designs including qualitative [20, 21], quantitative 
[22], and mixed methods [23, 24] have all reported positive results from using OSCE as a 
teaching methodology [16].

Objective structured clinical examination is a versatile multipurpose assessment tool that 
can be used to evaluate the nursing care that students deliver to patients in a clinical setting 
[25]. It is used in a planned and structured manner with a clear emphasis on objectivity [26]. 
Additionally, as an assessment tool, it uses a task analysis of general clinical skills [27] specific 
to the student’s program and year of study and as stated previously is usually carried out in a 
simulated environments [28, 29]. Contrary to traditional assessment modalities, OSCE evalu-
ates areas that are most critical to nursing competence, for example, blood pressure, pulse, 
respiration, communication skills, and various other nursing interventions [25] in a simulated 
work environment [30]. The OSCE has for a long time been recognized as a formal assessment 
method in medical education [31] and is now more frequently used as an assessment method 
in nursing [32, 33]. It is argued that despite the rhetoric of a student-centered approach, 
education remains wedded to conventional teaching and learning approaches, which fail to 
engage with the individual and unwittingly silence the individual’s voice [34, 35]. Therefore, 
it is imperative that more contemporary student-centered approaches to teaching and learn-
ing are incorporated in nursing assessment.

The OSCE assessment tool was introduced to the University of Maribor Faculty of Health 
Sciences to examine performance of various clinical skills in a simulated clinical environ-
ment. The course unit of study was “Nursing Care in academic year 2015/2016” (first year 
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students of nursing care). Standardized assessment checklists were evaluated together with 
the teacher's assessment of clinical training success. Students were encouraged to reflect on 
various nursing case scenarios in order to recognize mistakes and ensure competent practice. 
Simulation as a teaching method allows for multiple learning objectives to be taught in a real-
istic clinical environment without causing harm to patients and can provide ‘microworlds’ 
whereby important interactions between patients, doctors, nurses, and other health profes-
sionals can be highlighted, illustrated, explained, and replayed [16, 36].

Emphasis was placed on recognizing the mistakes made by both students and teacher when 
carrying out various nursing care skills and on the aspects of practice they did. The following 
research questions were posed:

1. Is there consensus between student and teacher evaluations when assessing nursing prac-
tice using an OSCE?

2. Does a student assessed with OSCE method recognize mistakes made when carrying out 
various nursing care skills?

3. Can the student critically evaluate the performed nursing care activity in concordance 
with teacher’s evaluations?

2. Methodology

2.1. Design

To answer the research questions, a cross sectional observational research study was used. 
Nursing students performed care activities within an OSCE situation and then assessed their 
own performance. The nursing care was also independently assessed by a teacher. In this 
study, we compared these assessments. To explore this, we conducted an analysis of open-
ended question about possible improvements of nursing care activity using summative con-
tent analysis.

2.2. Setting and participants

An initial available sample of 51 participants was recruited from a cohort of first-year B.Sc. 
general nursing students using an available sampling approach. Available sampling involves 
taking a sample of what one would call typical, normal, or average for a particular phenom-
enon under study [37]. All students were recruited through purposive sampling. The stu-
dent successfully completed training in the clinical skills laboratory for nursing care of an 
adult patient and also successfully passed mid-term assessment. Participants were all first 
year nursing students who had completed the same clinical skills training course in the 1st 
degree study program of Nursing Care. The majority of participants (46.90%) were female. 
The response rate was 56% (n = 52). This means that more than half of the students com-
pleted the OSCE and wrote a reflective piece. Assessment was carried out by higher  education 
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 teachers of nursing care in January 2016. Students had to meet the following inclusion crite-
ria: (1) active participation at laboratory clinical skills in a simulated clinical environment 
(150 hours), (2) student's assessment based on OSCE assessment paper, (3) student's reflective 
writing after completing the nursing care activity, and (4) written self-evaluation.

2.3. Ethical considerations

The study complied with ethical procedures of research, the Declaration of Helsinki, pro-
visions of the Oviedo Convention and Code of Ethics for nurses and medical technicians 
from Slovenia [38], which was adhered here throughout the process. Research participants' 
anonymity was assured by numerical coding of their written self-evaluation sheet, so that 
the participants could not be identified from the information. Data collection took place in 
classroom settings, and participation in the research was completely voluntary. The research 
team was the only people who had access to the data, and the data were stored on a computer 
that was password protected.

2.4. Data collection

Students' practical work at the course unit Nursing Care was assessed with objective struc-
tured clinical examination checklist OSCE, which consisted of 42 clinical skills. The checklist 
was composed by teachers, which perform training for students in the clinical skills labora-
tory. Each checklist of simulated interventions consisted of a series of performance-based 
observations and rated students’ performance as completed accurately; inaccurately or not 
completed. Students were acquainted with the method of evaluation for their clinical skills 
competence, and they also had the opportunity to view the assessment checklist items. All 
OSCE assessors had worked previously with the students in the clinical skills laboratory. 
An independent evaluator (a teacher who didn't participate in the training process) assessed 
the students during the performance of the nursing care activity by observing and filling 
out the assessment checklists. Using OSCE, 42 nursing care activities were evaluated. After 
performing the nursing intervention, the students had approximately 10 min to evaluate their 
nursing care activity using an unstructured method of reflection with the purpose of analyz-
ing mistakes and endeavoring to improve future practice of such skills and prevent student 
from being awarded a fail grade. To assist the critical reflection process, students were posed 
a question: What could you have improved during carried out intervention or would you improve 
something?

2.5. Data analysis

The first and last author transcribed the students’ reflective writing (after 1 month of the 
evaluation process). The transcripts were then analyzed and coded by two authors (ZF & 
KČT) using descriptive statistics and summative content analysis [39] for analysis of the open-
ended question. This approach contains a quantitative element, because the results show in 
the proportions of how many times some words are repeated or a response depending on the 
particular subject of research. Summative content analysis includes counting and comparing 
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keywords and content with the interpretation of the meaning of these [39]. In the first step, 
the reflective sheets were read carefully, trying to obtain a sense of the entire contents [39, 40] 
and then to derive topics. We highlight the exact word from the text, which covered the main 
idea or concept. The incidence of identified keyword and concepts were then calculated and 
presented in percentages. This method was chosen as there was a large quantity of data [40] 
and using this approach enabled the opportunity to quantify words or content and subse-
quent data interpretation.

3. Results

Answers to the open question were categorized in six themes (see Table 1) and organized 
after occurrence—from most frequent to less frequent repetition.

The analysis of clinical skills' evaluation (performing a nursing care activity) showed that stu-
dents were least successful at themes of “Knowledge needed for carried out interventions (159 
[36.5%])” that contained theoretical and practical knowledge needed for the successful perfor-
mance of an intervention. Themes of category “Treatment after intervention” were assessed 
as less successful from student's and teacher's assessment viewpoint (15 [3.4%]).

Student's and teacher's assessments were in harmony in 18.1%, regarding all items of the 
assessment papers. In 81.9%, the assessments were not in harmony (Table 2).

Theme Number of items Percentage (%) Meaning

Knowledge needed for carried 
out interventions

159 36.5 Theoretical and practical knowledge

Preparation for intervention 106 24.3 Assuring privacy, condition evaluation, 
preparation of the room and 
accessories

Infections treatment 63 14.4 Disinfection of material, accessories 
and hands, preventives, recycling

Safety assurance 51 11.6 Placement of safety protectors and 
buzzer by the bed, comparison of 
identity and doctor's requirements, 
marking of material

Communication skills 43 9.8 Explanation of purpose, goal and 
course of care intervention, obtaining 
of an agreement, passing future 
instructions

Treatment after intervention 15 3.4 Fixing up the patient, arranging of 
material and of the room, documenting

Total 435 100

Table 1. Content analysis and occurring themes.
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Most discrepancies at evaluation were noted in items of “Knowledge needed for carried out 
interventions,” where discrepancy between the student's and teacher's assessment was 37%. 
Least discrepancies were noted at items of “Treatment after interventions,” 3.5% (Table 3).

4. Discussion

For assessment of a nursing care activity, we sought approaches that help teachers objectively 
evaluate student's knowledge. One of such instrument for evaluation of theoretical knowl-
edge and performance of nursing care activity is the OSCE [41]. In the research carried out on 
51 first-year nursing care students, we wanted to find out differences in assessment of a nurs-
ing care activity between a student and a teacher in a simulated environment. The data identi-
fied a big discrepancy (81.9%) in the evaluation of nursing care. Harmony between the teacher 
and student was present only in 18% of the data. On completion of the activity, students had 
to write their reflection about performance and answer questions on possible improvements. 
In this process, they showed a lack of criticism and in-depth performance insight. This sup-
ported other literature [25] as the most critical assessment areas: communication skills and 
ability to manage patient's inappropriate behavior. In our research, we found out that a stu-

Harmony Number Percentage (%)

Yes 79 18.1

No 357 81.9

Total 436 100

Table 2. Harmony of the student's and teacher's assessment.

Theme Total number of 
items

Percentage (%) Student's grade N (%) Teacher's grade
N (%)

Preparation for 
intervention

88 24.3 24 19.7 64 26.6

Infection management 48 13.2 23 18.8 25 10.4

Communication skills 38 10.5 17 13.9 21 8.8

Safety assurance 43 11.8 13 10.6 30 12.5

Knowledge needed 
for carried out 
interventions

134 37.0 41 33.6 93 38.7

Treatment after 
intervention

13 3.5 5 4.0 8 3.3

Total 362 100 122 100 240 100

Table 3. Discrepancy of the student's and teacher's assessment regarding themes.
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dent was least successful in the knowledge area of intervention performance, preparation for 
intervention, and infection management. Results indicate that students lacked self-criticism 
and lack of theoretical knowledge. The reference [42] states that objective methods for assess-
ment are an appropriate alternative to traditional knowledge assessment forms. These meth-
ods are even more effective because of instant feedback of students and teachers [43]. As in 
previous studies [44, 45], the methods of objective assessment requires a lot of time, many 
teachers, and financial investment, although this should be balanced with greater satisfaction 
to students and teachers.

4.1. Limitations of this study

Our research has some limitations that require careful consideration. Because of a small sam-
ple, generalization is less reliable. Students were not assessed using exactly the same inter-
ventions. They chose interventions randomly, and they were not the same level of difficulty. 
Audio and video recording as a feedback method on their own performance for recognizing 
mistakes was not assessed. A structured reflective model was not used as students wrote their 
reflection based on questions posed by the teacher. Finally, the assessment was performed by 
one teacher; therefore, adequate tests of objectivity cannot be assured.

5. Implications for nursing education

OSCE is an assessment technique in which students perform nursing interventions under 
a variety of simulated conditions. Through the assessment of students, performance on the 
same skill and of the same place, the equity, and the objectivity to the students are enhanced. 
The introduction of a student self-assessment checklist contributed to a reflection of their own 
performance of each step of the skill before evaluation with OSCE and prompt identification 
of student’s strengths and weaknesses during exercise of skills performance. Using the OSCE 
as an assessment method that is based on real scenarios increased the confidence of student.

6. Conclusion

There has been increased attention over the past decades on the use of objective structured 
clinical examination systems as a training and assessment tool. OSCE mainly assesses basic 
knowledge and technical performance of an activity. It is harder to assess the ability of critical 
thinking, interacting communication skills, experiencing, student's expectations and skills, in 
order to treat a patient like a whole. The use of new assessment systems is limited and one-
sided; therefore, a richer combination of assessment systems is required. In pursuing clinical 
competence in nursing students' clinical skills, nursing teachers have to endeavor to find new 
ways to assess and examine these essential skills that are necessary for patient safety and care. 
Future studies should include a larger sample of students, and the use of a reflective model to 
capture student perception of learning is recommended.
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Abstract

Introduction: In Slovene nursing higher education, there is a lack of empirical evidence to
support the choice of tolls for assessment of clinical skills and competencies. This literature
review aims to critically discuss identified methods of clinical nursing skills assessment
and competencies currently used in nursing higher education in other countries.

Methods: An electronic data base search was conducted using Medline, CINAHL, and
PubMed. The search was limited to empirical research published within the previous 5
years. Full-text available articles published in peer-reviewed journals and written in
English were included. The Mixed Methods Appraisal Tool (MMAT) was used to
appraise and describe the methodological quality. The synthesis of the results was
reported narratively.

Results: From 160 identified records, 12 studies were retained based on the inclusion
and exclusion criteria. A number of approaches are currently being used and include a
variety of assessment tools, objective structured clinical examinations (OSCEs), and
complex assessment approaches.

Discussion and conclusion: Results present an overview of current clinical assessment
in the clinical environment and in the clinical skills laboratories (CSLs). There is a need
to develop a holistic approach to clinical skills competency assessment with a reasonable
level of validity and reliability.

Keywords: assessment, clinical skill, clinical competence, nursing competencies
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1. Introduction

Nursing students have to develop clinical knowledge, skills, and attitudes for professional
practice, and nursing educators have to assess and evaluate students’ core skills readiness for
clinical practice [1], and the assessment should be a real indicator of knowledge [2]. Assess-
ment in clinical practice can either be formative or summative [3], with the formative often
used to discuss and analyze students’ performance [4] and the summative examining practical
performance in the clinical or simulation environment [5]. Both methods should ensure that
the criteria for assessment reference the intended learning outcomes [6].

Three approaches to assessment of assessing nursing students’ nursing competencies were
identified from the literature and include observation methods [1, 7], self-perception methods
[8] and methods combining both approaches [9]. Of these methods, observation of student
performance and the use of skills checklists appear to be the most common [10, 11]. This can be
done either by direct observation in the clinical environment [7, 12] or by observing the student
in the clinical skills laboratory (CLS) using scenarios and clinical skills checklists to measure
performance [1]. Other multimethod approaches are used and include clinical portfolio evalu-
ation [13], along with critical incident reports, case-based assessment, peer assessment [9], and
reflection [14]. Reflection is important because nurses need to think critically and reflection
develops responsibility in clinical practice [15].

The last decade has seen the emergence of new measurement tools being developed and tested
for validity and reliability [16]. These include the objective structured clinical examinations
(OSCEs) [1] that have numerous advantages over other observation tools [17], such as the
development of student’s self-confidence [18], the grounding of more expressive learning [19],
and the assessment of not only psychomotor skills but also allows for the assessment of knowl-
edge and attitudes [20]. The OSCE, however, is not the only assessment tool used in nursing
education. There are numbers of different scales for assessing student’s competencies and psy-
chometric properties [21–23]. This literature reviews, therefore, set out to identify and critically
analyze current methods of clinical nursing skills assessment and competencies used in nursing
higher education in other countries with regard to developing a comprehensive and effective
method for assessing clinical competency in Slovene nursing higher education.

1.1. Aim

The aim of this literature review is to identify methods of clinical nursing skills assessment and
competencies currently used in nursing higher education in other countries.

2. Methods

2.1. Eligibility criteria

Studies were included if they met the following inclusion criteria: empirical research primarily
focusedonmethodsof clinical nursing skills and competencies assessment and their reliabilityand
validity, full-text available articles published in peer-reviewed journals and written in English,
publishedbetween2010and2016. Exclusion criteriawere systematic reviewarticles, assessmentof
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clinical nursing skills in vocational training, assessment of special clinical nursing skills, editorial
and commentary pieces, and all other literature notmeeting the inclusion criteria.

2.2. Search strategy and study identification

Three electronic databaseswere searched for relevant literature:Medline, CINAHL, andPubMed.
Key word combinations that were used included competency, competence, clinical competency,
clinical competencies, clinical skill, clinical competence, professional competence, competency
based education, assessment, measuring, measurement, test, scale, standards, validity, reliability,
generalizability, and nursing student. Literature published within the last 5 years was searched
due to the contemporary interest in clinical skills and competencies assessment in nursing.

2.3. Study selection and extraction

Identified references were merged with reference software EndNote, and duplicates were
removed. The titles and abstracts of the identified results were then assessed for eligibility criteria
by two of the authors (DV, ML). Studies not relevant to this review were removed. After retrieval
of the full text, two of the authors (DV, ML) independently screened the studies and made
decisions concerning final inclusion of the studies. A further two reviewers were then consulted
(NMR, MS). Disagreements were solved by discussion. Data were extracted by predefined
criteria, which included source, country, objectives, methods, and main findings.

2.4. Assessment of study quality

The Mixed Methods Appraisal Tool (MMAT) was used for assessing their quality. The tool is
useful for appraising quantitative, qualitative, and mixed methods studies [24]. Methodologi-
cal quality criteria are scored on a nominal scale. The tool includes two screening questions
and four criteria for qualitative studies, quantitative randomized controlled trials, quantitative
nonrandomized studies, quantitative descriptive studies, and three criteria for mixed methods.
The score is based on the number of criteria met divided by four (from one criteria met—25%
to all criteria met—100%) [24]. Each study was checked for quality by one author (NMR) and
then rechecked by two other authors (ML, MS). Disagreements were solved by discussion until
consensus was reached.

2.5. Data synthesis

Aconvergentqualitative synthesis designwas selectedand results from the identified studieswere
transformed into qualitative findings [25], using a narrative synthesis as described by Harrison
et al. [26] andDixon-Woods et al. [27]. This approachwas selected as studies were heterogeneous.

3. Results

3.1. Study selection and its characteristics

The search revealed a total of 160 records. Figure 1 provides a flow diagram of the literature
selection process.
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The flow diagram (Figure 1) shows that after removing duplicates, 129 records were screened
by title and abstract for their relevance, leading to the exclusion of 77 records. The remaining
52 full texts were assessed for eligibility. Critical reading of the full text led to 12 studies being
retained for inclusion in the review.

3.2. Methodological quality of studies

The selected studies were conducted in Australia, Sweden, Iran, Canada, Ireland, Spain,
Pakistan, and Taiwan. The studies have utilized different study designs, and a number of
different methods were identified including a variety of assessment tools, OSCE, complex
approaches, and others. There are presented selected studies objectives, design, main find-
ings, and the MMAT score in Table 1.

Figure 1. Flow diagram of literature selection.
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Table 1 provides a detailed description of the individual studies included in the review. There
are five columns in the table. The first column provides details of the source and origin of the
study and are presented in alphabetical order. The second and third columns list the key
objectives and the research design. The main findings are presented in the fourth column, and
the final column lists the MMAT score.

Source and
country Objectives Design Main findings MMAT

Athlin et al.
[28]
Sweden

To describe the development
and evaluation of a model for a
National Clinical Final
Examination in the bachelor
nursing education.

Collaborative project between
four universities and
adjunctive healthcare areas
supplying clinical placements
using the Delphi technique and
literature review followed by
evaluation.73 students
included in theoretical test and
68 students included in
bedside test.

• Theoretical test: problem-
solving character, con-
sists of two patient cases
describing realistic situa-
tions in medical, surgical,
or geriatric care in which
the patient is followed
throughout the care tra-
jectory; the template of
criteria for each case.

• Bedside test: student is
taking care for one
patient (unknown to the
students), while being
observed by “an observ-
ing nurse” who is using
an assessment tool: (1)
assessment of needs and
problems, analyzes, and
planning, (2) implemen-
tation and evaluation of
nursing activities and (3)
reflections and final
judgment.

• Evaluation of a value, rel-
evance and usability of
the model.

• Model was highly appre-
ciated, and its relevance,
usability, and validity
considered as quite good
for the assessment of
nursing students’ clinical
competence at the final
stage of their education,
especially as not only
focusing on assessment
of technical skills.

• Several deficiencies,
needs further evaluation.

75%

Hengameh
et al. [29]
Iran

To compare the effect of
applying direct observation
procedural skills and routine

Randomized clinical trial.
Nursing students included.

• Routine evaluation
method: a subjective
judgment of an instructor
about general skills of the

100%
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Source and
country Objectives Design Main findings MMAT

evaluation method on clinical
skills of nursing students.

student during their clin-
ical course hence the
scoring.

• Direct observation proce-
dural skills: clinical activ-
ities evaluated based on
direct observation using
the checklists.

• Evaluation in control
group: in one stage by
routine.

• Evaluation in interven-
tion group: (a) first stage
test: (observation of the
skills for 15 min and giv-
ing feedback for 5 min),
(b) second stage test:
repeating the first test
after two weeks (empha-
sis on providing feed-
back on the students’
strength and weakness),
third stage test: repeating
the first stage test after
four weeks and giving
the final scores to the stu-
dent.

• Final evaluation: pre-
pared checklist.

• No significant difference
observed between the
two groups in terms of
demographic variables
(p > 0.05).

• A significant difference
observed between inter-
vention and control
scores (p = 0.000).

• Application of direct
observation of proce-
dural skills has improved
clinical skills of the stu-
dents significantly.

Hsu and
Hsieh [21]
Taiwan

To develop a competency
inventory to measure learning
outcomes of baccalaureate
nursing students and to test its
psychometric properties.

Cross-sectional survey.599
nursing students included.

• Instrument measuring
six factors.

• Ethics and accountability
were found to be the
most important factor

75%

Teaching and Learning in Nursing54



Source and
country Objectives Design Main findings MMAT

evaluation method on clinical
skills of nursing students.

student during their clin-
ical course hence the
scoring.

• Direct observation proce-
dural skills: clinical activ-
ities evaluated based on
direct observation using
the checklists.

• Evaluation in control
group: in one stage by
routine.

• Evaluation in interven-
tion group: (a) first stage
test: (observation of the
skills for 15 min and giv-
ing feedback for 5 min),
(b) second stage test:
repeating the first test
after two weeks (empha-
sis on providing feed-
back on the students’
strength and weakness),
third stage test: repeating
the first stage test after
four weeks and giving
the final scores to the stu-
dent.

• Final evaluation: pre-
pared checklist.

• No significant difference
observed between the
two groups in terms of
demographic variables
(p > 0.05).

• A significant difference
observed between inter-
vention and control
scores (p = 0.000).

• Application of direct
observation of proce-
dural skills has improved
clinical skills of the stu-
dents significantly.

Hsu and
Hsieh [21]
Taiwan

To develop a competency
inventory to measure learning
outcomes of baccalaureate
nursing students and to test its
psychometric properties.

Cross-sectional survey.599
nursing students included.

• Instrument measuring
six factors.

• Ethics and accountability
were found to be the
most important factor

75%

Teaching and Learning in Nursing54

Source and
country Objectives Design Main findings MMAT

contributing to nursing
student’s competencies.

• Satisfactory psychomet-
ric properties.

• Useful instrument for
measuring learning out-
comes of nursing student.

Iglesias-
Parra et al.
[30]Spain

To develop an evaluation
system of clinical competencies
for the practicum of nursing
students based on the Nursing
Interventions Classification
(NIC).

Psychometric validation study:
the first two phases addressed
definition and content
validation, and the third phase
consisted of a cross-sectional
study for analyzing reliability.
The population of
undergraduate nursing
students and clinical tutors.

• Competencies were
designed for second-year
clinical placement, and
using the same method-
ology, 18 additional
interventions were iden-
tified to describe more
clinical competencies to
be achieved in the third
year, reaching a total of
91 interventions.

• A competency system for
the nursing practicum,
structured on the NIC,
was found to be a reliable
method for assessing and
evaluating clinical com-
petencies.

• Further evaluations in
other contexts are
needed.

• A tool based on the NIC
is otherwise used for
competency assessment
in combination with a
portfolio that includes a
reflexive diary through a
blog and objective struc-
tured clinical examina-
tions.

100%

Imanipour
and Jalili
[31]Iran

To develop a comprehensive
assessment system for nursing
students in their critical care
rotation based on a
programmatic approach.

Development in three phases
followed by assessment:
determination of the
educational objectives based
on the nursing curriculum;
identification of a list of
appropriate assessment
methods, selection;
determination of a content
validity.38 bachelor nursing
students included.

• All items of the assess-
ment system had a high
CVR and CVI ranged.

• The findings showed that
87.5% of the instructors
and 89.47% of students
believed that the new
assessment system had a
positive impact on learn-
ing.

• A programmatic
approach should be used

75%
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Source and
country Objectives Design Main findings MMAT

for effective evaluation of
clinical performance of
nursing students in criti-
cal care settings because
of high validity and reli-
ability, multidimen-
sionality, positive
educational impact, and
acceptability.

Khan et al.
[14]
Pakistan

To identify nursing students’
perceptions about the
effectiveness of utilized
teaching and learning
strategies of clinical education,
in improving students’
knowledge, skills, and
attitudes.

A descriptive cross-sectional
study design using both
qualitative and quantitative
approaches.74 nursing
students included.

• The findings revealed
that the demonstration
was the most effective
strategy for improving
students’skills; reflection,
for improving attitudes;
and problem-based
learning and concept
map for improving their
knowledge.

• Students’ responses to
open-ended questions
confirmed the effective-
ness of these strategies in
improving their learning
outcomes.

• Identified perceptions
about the effectiveness of
the utilized teaching and
learning strategies from
students’ point of view.

• Problem-based learning
and concept map were
both viewed as very
effective teaching and
learning strategies for the
development of students’
knowledge, whereas the
demonstration was per-
ceived as an effective
strategy for the develop-
ment of their skills.

• Reflection was felt to be
more effective in the
development of students’
knowledge and for
bringing about positive
changes in attitudes.

50%

Levett-
Jones et al.
[32]
Australia

To describe the design,
implementation, and
evaluation of the SOAP, a
model used to assess third-year

Evaluation of Structured
Observation and Assessment
of Practice (SOAP) using
quantitative and qualitative

• Four components
showed acceptable fac-
tor loadings and that
together accounted for

75%
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Source and
country Objectives Design Main findings MMAT

undergraduate nursing
students’ clinical competence.

approach.1031 nursing
students included.

77.65% of the variance:
perceived learning out-
comes, consistency with
general clinical perfor-
mance, quality of asses-
sors, and anxiety/stress
impact.

• Students’ evaluative
feedback each semester
has been consistently
positive.

• For many students, the
SOAP process provokes
anxiety and stress.

• While significant
improvements have
been identified in stu-
dents’ overall perfor-
mance, the SOAP
approach has uncovered
a deficit in the learning
outcomes of some stu-
dents.

Meskell
et al. [33]
Ireland

To explore electronic objective
structured clinical examination
(OSCE) delivery and evaluate
the benefits of using an
electronic OSCE management
system.To explore assessors’
perceptions of and attitudes to
the computer-based package.

A study was conducted using
electronic software in the
management of a four station
OSCE assessment with a
cohort of first-year
undergraduate nursing
students delivered over two
consecutive years.The
quantitative descriptive survey
methodology was used to
obtain the views of the
assessors on the process and
outcome of using the
software.203 undergraduate
students included.

• The overall outcome of
the User Acceptance Test
was good, with more
than 80% of the exam-
iners having agreed that
functionalities did make
a lot of sense and that
they accepted this online
OSCE solution.

• Electronic software facili-
tated the storage and
analysis of overall group
and individual results,
thereby offering consid-
erable time savings.

• Submission of electronic
forms was allowed only
when fully completed
thus removing the poten-
tial for missing data.

• The feedback facility
allowed the student to
receive timely evaluation
on their performance and
to benchmark their perfor-
mance against the class.

50%
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Source and
country Objectives Design Main findings MMAT

• Analysis of assessment
results can highlight
issues around internal
consistency being moder-
ate and examiners vari-
ability.

Nilsson
et al. [8]
Sweden

To develop and validate a new
tool intended for measuring
self-reported professional
competence among both
nursing students prior to
graduation and among
practicing nurses.

Construction of a new scale
and evaluation of its
psychometric properties.1086
newly graduated nurse
students.

• NPC scale shows satis-
factory psychometric
properties in a sample of
newly graduated nurses.

• Tool can be used to eval-
uate the outcomes of
nursing education pro-
grams, to assess nurses’
competences in relation
to the needs in healthcare
organizations, to identify
self-reported compe-
tences, and might be
used in tailoring intro-
duction programs for
newly employed nurses.

100%

Ossenberg
et al. [12]
Australia

To advance the assessment
properties of a new
instrument, the ANSAT, and
investigate the acceptability of
this instrument for the
evaluation of the professional
competence of nursing
students.

Mixed method approach to
collect evidence of validity
supporting the instrument.23
clinical assessors included.

• Principal components
analysis extracted one
factor: professional prac-
tice competence.

• A comparison of total
instrument scores
between year levels dem-
onstrated a significant
difference in each of the
clinical domains
(p = 0.000), suggesting
that the instrument is
sensitive to differing
levels of performance
across different year
levels.

• The ANSAT demon-
strated high internal con-
sistency.

• Posttest evaluation com-
pleted by assessors dem-
onstrated high usability
and acceptability for use
in common practice set-
tings.

• The results of the statisti-
cal analysis strongly sup-
port the ANSAT as a
valid instrument with

25%
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The quality of studies identified was mixed (Table 1). Two of twelve studies were judged with
a low quality score (25%) with the main reasons for the low quality score being the use of a
nonrepresentative sample and uncontrolled testing. Four studies were judged with high qual-
ity (75%). Three studies were evaluated as moderate quality (50%), and three studies as very
high quality (100%).

The studies identified in Table 1 were heterogonous that is why they were transformed into
qualitative findings using a narrative synthesis [25]. The results were grouped into four
assemblages according to the thematic approach: assessment tools, objective structured clinical
examination (OSCE), complex assessment approaches, and other approaches.

3.3. Assessment tools

Hsu and Hsieh [21] developed an instrument known as the Competency Inventory of Nursing
Students (CINSs) for measuring nursing students’ competencies and testing psychometric
qualities of baccalaureate nursing students in Taiwan. They used a cross-sectional survey

Source and
country Objectives Design Main findings MMAT

high internal consistency
and sensitivity to student
progression.

Ulfvarson
and
Oxelmark
[22]
Sweden

To develop of a new criterion-
based reference tool to assess
nursing knowledge and
competence in clinical practice,
Assessment of Clinical
Education (AClEd)

Development of an instrument
using the social constructivist
process followed by an
assessmentFocus group of 5
students and 80 nurses from
clinical settings.

• The tool showed the
validity in assessing
nursing skills not only in
the nursing student’s
ability to perform a task,
but also, most impor-
tantly, the quality of
nursing care.

• The validity of the tool
relies on the judgment
from the profession.

25%

Walsh et al.
[7]Canada

To test the psychometric
properties of the Novice
Objective Structured Clinical
Evaluation Tool.

An instrument-testing
design.565 nursing students
included.

• The tool was found to
have adequate construct
validity and reliability.

• Its stability should be
tested by conducting
test-retest analysis.

• Equivalency dimensions
of reliability should be
evaluated by looking at
interrater reliability.

• This tool shows merit for
assessing elements of
quality and safety
education.

50%

Table 1. Characteristics of studies included in the literature review.
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including 599 nursing students. This inventory assesses eight categories that cover ethics and
accountability, general clinical skills, lifelong learning, biomedical science, caring, critical
thinking, communication, and team working. Ulfvarson and Oxelmark [22] used the social
constructivist process to develop a tool for assessing knowledge, and clinical practice contains
four domains: nursing, documentation, caring, and skills and manual handling. The tool was
tested and found to be valid to measure nursing skills not only of the nursing student’s ability
to perform a task but also the quality of nursing care. This Assessment of Clinical Education
(AClEd) tool evaluated learning outcomes during clinical practice. MMAT score for this study
was very low, only 25%. The reliability of the assessment tool was not detected. Nilsson et al.
[8] developed a Nurse Professional Competence (NPC) scale for measuring self-reported
professional competence that covers eight factors: nursing care, value-based nursing care,
medical/technical care, teaching/learning and support, documentation and information tech-
nology, legislation in nursing and safety planning, leadership in the development of nursing
care, education, and supervision of staff/students. They developed a new scale and evaluated
its psychometric properties on a large sample of newly graduated nurse students (n = 1086)
from 11 educational institutions in Sweden. This tool can be used to estimate the outcomes of
nursing education programs. It can assess nurses’ competence in relation to the needs of
healthcare organizations, and it can help identify self-reported capabilities and assist in mod-
ifying introduction programs for newly employed nurses [8]. Face validity was evaluated by
asking students to critically review the item and their understanding of the item within the
questionnaire. The data quality was described by mean score, and the construct validity and
reliability were described with orthogonal rotation [8]. We recorded the MMAT score for
Nilsson et al.’s [8] study very high (100%). Ossenberg et al. [12] based their Australian Nursing
Standards Assessment Tool (ANSAT) on the National Competency Standards for the Regis-
tered Nurse in Australia, covering professional practice, critical thinking and analysis, provi-
sion and coordination of care, and collaborative and therapeutic practice. The validation and
acceptability of ANSATwas conducted in a pilot study on 23 clinical assessors, interviews, and
with the posttest survey. The recorded MMAT score of study was 25%. More psychometric
testing is needed to address current deficits [34]. Iglesias-Parra et al. [30] developed an evalu-
ation system of clinical competencies for the practicum of nursing students based on the
Nursing Interventions Classification (NIC). They have prepared a list of 73 NIC interventions
that were associated with each of the 26 competencies in nine domains. They took a psycho-
metric validation study in two phases and the cross-sectional study on the population of
undergraduate nursing students and clinical tutors. It was found that the competency system,
structured on the NIC assessment tool, is a reliable method for assessing and evaluating
nursing interventions. Reliability and construct validity were tested by the clinical mentors on
107 students. The survey was conducted with the Delphi technique. The MMATscore was very
high (100%). The assessment tool represents a multidimensional approach in formative and
combined assessing [30].

3.4. Objective structured clinical examination

Meskell et al. [33] and Walsh et al. [7] both examined OSCE. Meskell et al. [33] evaluated the
benefits of using an electronic OSCE assessment system in undergraduate students (n = 203).
The electronic software facilitated the storage and analysis of results, thus offering significant
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time savings. Walsh et al. [7] were focused on the development of a Novice OSCE that
included the following competencies: safety, asepsis, knowledge, organization, and caring.
An instrument-testing design on a sample of nursing students (n = 565) was used. The MMAT
score of both papers was 50%. Some psychometric analysis, reliability, and stability of OSCE
tool should be done. OSCE is shown as a formative assessing tool, and it is argued that
students should also be assessed in critical thinking and problem-solving skills in addition to
clinical skills performance [1, 35].

3.5. Complex assessment approaches

Three studies focused on more complex approaches. Athlin et al. [28] developed a model of a
National Clinical Final Examination (NCFE). Their model integrates knowledge from theoret-
ical and practical studies and includes knowledge, skills, capacity of critical thinking, problem-
solving, ethical reasoning, independence, and readiness to act. They prepared a two-part
examination. This included a written theoretical test with problem-solving characteristics and
a bedside test performing nursing care by using observation. Their model was used to assess
theoretical and practical knowledge. They found that the model was highly appreciated, and
its relevance, usability, and validity were considered as “quite good” for the assessment of
nursing students’ clinical competence at the final stage of their education. This study recorded
a high MMAT score (75%). There is a need to evaluate the model on extensive students’ groups
because the study was completed using a relatively small sample in theoretical test (n = 73) and
a bedside test (n = 68). The model for evaluation of theoretical and practical knowledge used a
holistic approach with opportunities for feedback and reflection for students. Imanipour and
Jalili [31] developed an assessment system including multiple methods. They used a combina-
tion of oral examination and direct observation of a procedural skill. The cognitive knowledge
was evaluated by oral exam, and clinical skills were evaluated by direct observation using a
global rating scale. The exam includes some generic procedures and two specific procedures.
Clinical work sampling was used to evaluate undergraduate bachelor of nursing students’
(n = 38) professional behavior. They found that the students and instructors were very satisfied
with a comprehensive clinical performance assessment system. Levett-Jones et al. [32] describe
the design, implementation, and evaluation of the Structured Observation and Assessment of
Practice (SOAP) model used to assess the third-year undergraduate nursing students’
(n = 1031) clinical competences. While significant enhancements have been identified in stu-
dents’ overall performance, the SOAP approach has discovered an insufficiency in the learning
outcomes of some students.

3.6. Other approaches

Khan et al. [14] evaluated nursing students’ perceptions about the effectiveness of utilized
teaching and learning strategies of clinical education in improving students’ knowledge, skills,
and attitudes: demonstration, reflection, and problem-based learning, and concept map. They
used both qualitative and quantitative methods in a descriptive cross-sectional study of 74
nursing students to identify nursing students’ perceptions about the efficacy of the applied
teaching and learning strategies used in clinical education. Problem-based learning and the use
of concept maps were perceived to be effective teaching and learning strategies. Hengameh
et al. [29] compared the routine evaluation method (a subjective judgment of an instructor
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about general skills of the student during their clinical course, hence the scoring) with direct
observation of procedural skills (DOPS) (clinical activities evaluated based on direct observa-
tion using the checklists). They found that applying direct observation of procedural skills
(DOPS) significantly enhanced clinical skills and students’ scores in clinical procedures.

4. Discussion

The aim of this chapter was to review the literature and critically discuss in relation to identified
methods of clinical nursing skills assessment and competencies currently used in nursing higher
education. Multidimensional approaches in nursing assessment should be based on a number of
differing assessments methods [1]. It should be the combination of knowledge, critical thinking,
caring and communication [1, 7, 30], problem-solving, and reflection [36]. Holistic assessmentwas
found toencourage students to bemoreperson-centered [37], rather thanpurely task-oriented [32].
The literature review identified a wide variety of tools and assessment methods, each with their
own advantages and disadvantages. Some were evaluated by nursing students, others by nurses
and clinical experts. The studies reviewed were completed in different countries from differing
nursing education curriculum and this, alongwith the range of sample size and approaches used,
has proved difficult to make any direct comparison. Nurse educators have a responsibility to
ensure that graduates are well prepared for the demands and challenges they will encounter in
practice [32]. There is a current imperative to implement a modern and appropriate method of
clinical evaluation in nursing education [9, 29]. The current trend requires moving from a generic,
technical approach to a more holistic model of clinical assessment, which supports the nurturing
and development of competent nursing professionals [34]. TheOSCE is a practical test [17, 38] in a
simulation area, where the student shows the skills [22] and technical performance [7]. It is also a
well-establishedmethod to assess clinical skills [33], using a checklist [1] to assess all studentswith
the same set of criteria in order to determine the level of competencyachieved in their performance
[17, 39]. It provides a level of objectivity in how competency is assessed [32]. The review identified
a number of benefits from using OSCE including the achievement of deeper meaningful learning
[19], deeper consequential learning [20], and an increase in students’ confidence in practice [33].
TheOSCEwas also identified as ameans to facilitate the assessment of psychomotor skills, aswell
as knowledge and attitudes [20]. As an assessmentmethod, theOSCEhelps in the identification of
strengths andweaknesses and can focusmore on the student getting constructive feedbackwith or
without the consequence of a subsequent examination [40]. In addition to the previous advantages
already outlined, Ulfvarson andOxelmark [22] found that the OSCE can also be used for examin-
ing learning outcomes especially those comprising practical skills, such asmedical techniques and
interpretation of results. It has been recognized as a reliable and valid method to assess clinical
skills competency [16, 39–41], and Carraccio and Englander [42] have suggested that the OSCE
becomes a key standard for assessing clinical competence. Some criticisms of the OSCE have,
however, been identified.

The lack of authenticity due to students not being observed in a real clinical context was
identified by Levett-Jones et al. [32], and they further criticized how the OSCE focused on the
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measurement of technical skills rather than the whole caring situation including the use
examination of empathy and interpersonal relationships. The OSCE, however, should be
used in conjunction with other evaluation methods [36, 43]. Evaluation methods should be
coherent with curriculum and learning out comes. The holistic evaluation methods motivate
nursing students’ learning, stimulates critical reflective thinking, and make their readiness
for professional practice more preferable. Good assessment tools should also be valid and
reliable [44].

4.1. Implications for nursing education

Assessment of clinical nursing skills requires collaboration between clinical partners and
academia to enhance the clinical experiences of students, the professional development of
preceptors or mentors, and the clinical credibility of academics [34]. The findings from the
literature review represent a first opportunity to prepare our own assessment tools, according
to the cultural and clinical environment, material and economic conditions, national nursing
standards, capabilities and purposes of nursing care in Slovenia. There is now an opportunity
for all educational institutions with the nursing study programs in the country to prepare
assessment tool with cooperation of students, educational experts, and clinical nursing
experts.

4.2. Limitations

The findings from the literature review must be considered with respect to the limitations of the
studies reviewed and the methods used. Some relevant work may have been omitted due to the
inclusion of material only in the English language. The methodological quality of included
studies varied from very low [12, 22] to very high [8, 29]. The validity and reliability of the
different approaches used were not always discussed, and therefore, our conclusions should be
drawn with caution. The MMAT is considered as an efficient tool, although its reliability could
be further improved as it appraises only the methodological quality of included studies and not
the quality of their reporting [45, 46]. Narrative summary is considered as a more informal
approach and can, therefore, be subject to criticism, because of its lack of transparency [27].

5. Conclusion

Despite the heterogeneity of designs and methodology, the findings from the literature
review present an overview of current clinical skills assessment tools in practice and in the
simulation environment. The assessment of nursing students should include a variety of
methods and procedures. It should include the assessment of knowledge, clinical skills, and
critical problem-solving in nursing care. There is a need for further research to develop a
holistic clinical assessment tool with a reasonable level of validity and reliability, and it must
be tested before being applied to the nursing curriculum.
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Abstract

Aim: To explore relationships between caregivers’ education, healthcare working condi-
tions, interpersonal relationships, and caregivers’ general job satisfaction.

Background: Caregivers job satisfaction is related to several organizational work envi-
ronment factors, interpersonal relationships, and personal variables such as education 
and work experience. Research is needed to understand these variables in different coun-
tries due to cultural differences, educational background, and different labor markets.

Design: Cross-sectional multicentre survey.

Methods: Survey data were collected from a convenience sample of 1098 caregivers in 
five Slovene health care institutions in 2012. Statistical analyzes were undertaken using a 
descriptive and inferential statistics.

Results: No statistically significant differences were found regarding caregivers’ educa-
tion, average lengths of service, and number of working hours on caregivers’ job satis-
faction. Job rewards and opportunities predicted higher job satisfaction in nurses with 
diploma degree. Professional empowerment, supervisor and interpersonal relationships 
with physicians predicted nursing assistants’ higher job satisfaction. Job demands were 
associated with lower job satisfaction in nursing assistants.

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.



Conclusion: This study contributes to an understanding of the contributing factors of 
caregivers’ general job satisfaction. Results have a great practical value for research, 
practice, education, and management in the health care system in Slovenia and similar 
countries.

Keywords: job satisfaction, nursing, working environment, interpersonal relationships, 
education

1. Introduction

A caring nurse and a conducive working environment influence patients’ health outcomes 
such as patients’ satisfaction [1, 2]. Patients’ satisfaction can be especially influenced by 
nurses’ job satisfaction [3, 4], which is also related to patients’ safety and quality of care [5]. 
Job satisfaction among nurses has been identified as a key factor in nurses’ recruitment and 
retention, but a comprehensive understanding of nurses’ job satisfaction and its related fac-
tors remains elusive [6]. It is a critical issue for healthcare organizations in recent years, par-
ticularly in nursing, because of potential nurses’ shortages, their effect on patients’ care, and 
the associated costs. Rapid changes in healthcare and everyday higher patient expectations 
and awareness of their rights as well as cross border healthcare treatment have also placed 
more demands on nurses and this has increased the need for organizations to consider ways 
to sustain and improve nurses’ job satisfaction. To achieve this, they need to understand the 
factors that affect job satisfaction and dissatisfaction [7]. Hospital leaders need information 
about factors that underlie nurses’ job satisfaction so as to prevent nurses’ from leaving their 
jobs [8] and to improve autonomy, empowerment, and decision-making opportunities in 
their working environment [9] as well as planning for necessary improvements in practice. 
More research is required to understand the relative importance of the many identified fac-
tors relating to job satisfaction of hospital caregivers [6]. Job satisfaction has an impact on 
professional work, motivation to achieve results, emphatic relationships with coworkers and 
patients, and on their personal lives.

2. Background

2.1. Job satisfaction

Job satisfaction is defined as the degree of positive effect toward a job and its main compo-
nents which is influenced by both, working environment and personal characteristics [10]. 
General job satisfaction refers to the work environment and the relationship between the 
employees [11]. Nurses’ professional status and their value, autonomy, and professional 
and personal partner-like relationships within teams and with patients and their families 
are the most important contributing factors to caregivers’ job satisfaction [12]. Interpersonal 
relationships are especially important and are stimulated in the workplace. Results by 
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Tzeng and Ketefian [3] showed that nurses’ general job satisfaction, general feelings of hap-
piness when they are doing their jobs, and their job satisfaction are significantly correlated 
with inpatient satisfaction, such as explanation of care, art of care, pain management, and 
arrangement for home care and follow up. Nurses’ job dissatisfaction could be reflected in 
nurses’ attitudes and behaviors, adversely affecting nurse-patient interactions and patients’ 
perceptions of those interactions [4]. Interactions between coworkers could also be affected. 
Nurses’ job dissatisfaction is related with the intent to leave [13] and a key factor in nurse’ 
turnover [6]. Job satisfaction is related to a number of organizational, professional, and 
personal variables [6]. It can be influenced by different working conditions and interper-
sonal relationships. In addition, nurses’ educational background should be considered as 
an important factor in understanding nurses’ job satisfaction [6, 14]. It seems that nurses 
with tertiary education are less satisfied with their jobs than those who had not received ter-
tiary education [6]. In Slovenia, there are 72% (n = 12,387) of caregivers with 4-year second-
ary vocational education (nursing assistants) and 28% (n = 4871) of caregivers with higher 
or tertiary education in nursing (nurses with diploma degree) [15]. Different issues have 
greater significance in different countries due to the social context of the different labor 
markets [6].

2.2. Working conditions and interpersonal relationships

Adequate staffing and resources [16–20], workload and working hours [21], nursing manage-
ment [8, 17, 22–25], autonomy and decision-making [17, 25–28], status, recognition, job and 
task requirements, opportunity for advancement [25], and also employee engagement and 
commitment [29] are frequently reported working conditions that have an impact on nurses’ 
job satisfaction. Listed conditions represent professional characteristics that are strongly asso-
ciated with intra- and interprofessional relationships that exist in the workplace. For nurses, 
job satisfaction is the most important nurse physician relationships [4] following interper-
sonal relationships, such as human relationships with coworkers, feeling of togetherness, 
interaction and communication, teamwork, and peer support [17, 23].

3. The study

3.1. Aim

The main aim of this study was to explore relationships between caregivers’ education, 
healthcare working conditions, interpersonal relationships, and caregivers’ general job sat-
isfaction. We proposed the following research question: “What is the impact of education, 
working conditions, and interpersonal relationships on caregivers’ general job satisfaction.”

3.2. Design

The study used a cross-sectional multicentre survey conducted among nursing assistants and 
nurses with diploma degree.
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3.3. Setting and participants

We collected data from five different health care institutions in Slovenia including a range of 
hospital types from large university clinical centers to small general hospitals and different 
units. Convenience sampling was used. Questionnaires were distributed to 1098 caregivers 
representing 29.84% of 3680 caregivers working in the included five healthcare institutions 
and 11.68% of 9404 caregivers in all Slovenian hospitals. A total of 613 questionnaires were 
returned, giving a response rate of 55.83%.

3.4. Data collection

Data collection took place in August 2012. The researchers handed out questionnaires to 
caregivers in different units of the five health care institutions, including nursing assistants 
(4-years of secondary vocational education) and nurses with a diploma degree (3-years of 
higher education in nursing). Return of completed questionnaires was considered as a con-
sent for participation. The completed questionnaires for nurses were returned in a sealed box 
clearly identifiable in the ward. This box was regularly emptied by researchers.

3.5. Ethical considerations

Approval was obtained from all five healthcare institutions that provided a written permis-
sion for research. Caregivers were informed about the study aims prior to administration of 
the questionnaires.

3.6. Instruments

The survey was adapted from previous research in the United States [29, 30]. Caregivers’ edu-
cation was measured at the individual level. We also used an average length of service on each 
of study units and caregivers working hours per week on a unit. The work environment was 
measured using a questionnaire Supports for Individual and Team Performance [29, 30]. The 
questionnaire contains 54 items related to support for individual and team performance and 
uses a 1-to-5 Likert scale with the following levels: 1—“Never,” 2—“Rarely,” 3—“Some of the 
time,” 4—“Most of the time,” and 5—“All of the time.” Respondents circled the number best 
corresponding their belief about the statement, where 1 represents never and 5 represents all 
the time. Items are grouped into eight subscales: hospital decision-making (5-items), staffing 
and resources (5-items), job demands (3-items), professional empowerment (11-items), job 
rewards and opportunities (8-items), supervisory relationships (12-items), delivering patient-
centered care (4-items), and communication about patients (6-items). Interpersonal relation-
ships were measured using the Team Effectiveness questionnaire. Interpersonal relationships 
with physicians (10-items), nurses with a diploma degree (10-items), and nursing assistants 
(10-items) were assessed. The questionnaire uses a 1-to-5 Likert scale with the same levels as 
in the support for individual team performance questionnaire. Nurses satisfaction was mea-
sured using a single question “Overall, how satisfied are you with your job?” It was repre-
sented by a Likert scale consisting of the following four options: “Very satisfied”, “Somewhat 
satisfied”, “Somewhat dissatisfied” and “Very dissatisfied”.
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3.7. Validity and reliability

The work environment was measured using a survey item previously used in the United States 
to research the support for individual and team performance. The original survey was based on 
the Revised Nursing Work Index, developed by Aiken and Patrician (2000), the Picker Hospital 
Employee Survey, developed by The Picker Institute (2006), and tools from workplace settings 
in industries outside of health care, particularly those related to high-performance work sys-
tems and teams developed by Weinberg and her team. Unlike the Nursing Work Index, the tool 
went beyond nursing and examined structural supports for healthcare work for multiple pro-
viders. Combined Cronbach’s alpha of the original survey was 0.81 [30]. The Slovene version 
was translated by a professional translator using a standardized translation. Content validity, 
acceptability, and feasibility of the survey were assured through a nursing group research dis-
cussion, including a group of six experienced nursing researchers. Questions regarding care-
givers’ education and caregivers working hours per week on a unit were adapted to Slovene 
working conditions. Combined Cronbach’s alpha of the Supports for Individual and Team 
Performance survey was 0.89 and 0.94 for the Team Effectiveness Questionnaire.

3.8. Data analysis

Data were analyzed using R, version 3.0.3 (http://cran.org). Descriptive statistics were used 
to describe caregivers’ education, average lengths of service on each of the study units and 
caregivers working hours per week on a unit. Exploratory analysis was conducted by visu-
alization of the job satisfaction mean value with corresponding 95% confidence intervals for 
compared groups based on the education, length of service, and weekly working hours.

Additionally, we examined how nurse job satisfaction relates to level of education, eight 
measures of individual or team performance (ITP), and interpersonal relations (IR). The 
eight measures of ITP consisted of the following subscales: hospital decision-making, staff-
ing and resources, job demands, professional empowerment, job rewards and opportunities, 
your supervisor, delivering patient centered care, and communication about patients. Three 
measures of interpersonal relationships (IR) consisted of the following units: interpersonal 
relationships with physicians, interpersonal relationships with nursing assistants, and inter-
personal relationships with nurses with diploma degree. Level of education was defined as 
high (nurses with diploma degree) and low (nursing assistants), since most of the caregivers 
in our study belonged to these two groups.

First, we compared mean values with corresponding confidence intervals for all measures of 
ITP and IR in both groups based on education. Mean values of both groups were compared 
using the nonparametric Mann-Whitney U-test for two independent samples. Benjamini and 
Hochberg [31] procedure was used to control for the false discovery rate due to multiple 
testing.

Finally, we built two regression models to explore relations between job satisfaction and 
11 numeric predictors in two groups of different education level. The output variable of 
ordinal logistic regression (OLR) models was represented by job satisfaction level and was 
based on a question “Overall, how satisfied are you with your job?” It was represented by 
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four ordinal values, including 1—“Very satisfied,” 2—“Somewhat satisfied,” 3—“Somewhat 
dissatisfied,” and 4—“Very dissatisfied.” Eleven numeric predictors with average ITP and 
IR subscale scores for each individual were used as predictors. Statistical significance was 
set at P < 0.05.

Participants with missing values were excluded from the model building process. Therefore, 
the OLR models were built using 293 for low and 246 samples for high education level.

4. Results

Most caregivers belonged to the group of nursing assistants (n = 327, 53.3%) and nurses with 
a diploma degree (n = 266, 43.3%). Thirteen (2.3%) respondents had the other educational 
background and were excluded from further analysis. Detailed sample demographic charac-
teristics are presented in Table 1.

Demographic characteristics Responses

Education

Nursing assistants, n (%) 327 (53.3%)

Nurses with diploma degree, n (%) 266 (43.3%)

Other 13 (2.3%)

Missing 7 (1.1%)

Average lengths of service on selected unit, n (%)

Less than one year 53 (8.6%)

1–2 years 68 (11.1%)

3–4 years 67 (10.9%)

More than four years 418 (68.2%)

Missing 7 (1.1%)

Weekly working hours, n (%)

Under 40 hours per week 78 (12.7%)

40 hours per week 187 (30.5%)

Over 40 hours per week 337 (55%)

Missing 7 (1.1%)

Gender, n (%)

Female 526 (85.8%)

Male 80 (13.1%)

Missing 7 (1.1%)

Table 1. Demographic characteristics.
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In an additional analysis of relations between the job satisfaction, working conditions, and 
interpersonal relationships, we analyzed the relation between the job satisfaction and length 
of service (Figure 1). Although we could not find any statistically significant differences 
between the observed groups for any length of service, one can notice the trend in the gap 
between the two groups that is increasing with the length of service.

Figure 2 also explores the differences in job satisfaction between the two observed groups and 
focuses on the weekly working hours expressed in three groups—participants working less, 
exactly, or more than 40 hours per week. One can observe a decrease in the job satisfaction 
difference between the observed groups with the increased weekly working hours. None of 
the differences are statistically significant.

Table 2 presents a summary of individual or team performance and interpersonal relationship 
predictors for nursing assistants and nurses with a diploma degree. The lowest mean value in 
the group of nursing assistants was found in ITP decision making (M = 1.43, 95% CI 1.34–1.52) 
and the lowest mean value in the group of nurses with a diploma degree for ITP job rewards and 
opportunities (M = 1.69, 95% CI 1.61–1.78). The highest mean value in the group of nursing assis-
tants was found in IR with nursing assistants (M = 4.38, 95% CI 4.32–4.44) and in the group of 
nurses with a diploma degree for IR with Nurses with Diploma Degree (M = 4.22, 95% 4.16–4.28). 
Statistically significant differences in mean values of both groups were found in ITP Decision 
Making, IR with Nursing Assistants, and IR with Nurses with a Diploma Degree (P < 0.001).

Table 3 represents the results of OLR and corresponding significance values within a group 
of Nursing Assistants. It should be noted that 1—“Very satisfied” translates to the highest 
level of job satisfaction, meaning that negative regression coefficients contribute to higher 
satisfaction. Within the group of Nursing Assistants, Job Demands is a predictor with a posi-
tive coefficient that results in 0.632 units’ lower job satisfaction for each unit of increase in ITP 

Figure 1. Comparison of job satisfaction for two groups of participants based on their education for different lengths of 
service.
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Job Demands in the log odds scale. Two predictors, Professional Empowerment and Your 
Supervisor in the measure of an individual or team performance are predictors related to 
higher job satisfaction. Professional empowerment is a predictor with a negative coefficient 
−0.872 that results in higher job satisfaction (P = 0.016). The supervisor is a predictor with a 
negative coefficient −0.750 that contributes to higher job satisfaction (P = 0.011). In interper-
sonal relationships measure, only IR with Physicians is a predictor with a negative coefficient 

Figure 2. Comparison of job satisfaction for two groups of participants based on their education for different weekly 
working hours.

Predictor Nursing assistants RNs with diploma Mann-Whitney  
P value

Mean 95 % CI Mean 95% CI

ITP hospital decision-making 1.43 1.34–1.52 1.72 1.61–1.82 <0.001

ITP staffing and resources 2.46 2.38–2.54 2.46 2.39–2.54 1.000

ITP job demands 2.80 2.74–2.87 2.77 2.70–2.84 0.409

ITP professional empowerment 2.97 2.93–3.02 3.02 2.97–3.06 0.305

ITP job rewards and opportunities 1.59 1.51–1.67 1.69 1.61–1.78 0.108

ITP supervisor 2.23 2.17–2.28 2.30 2.24–2.36 0.108

ITP delivering patient-centered care 3.17 3.10–3.24 3.16 3.09–3.23 0.958

ITP communication about patients 2.55 2.46–2.63 2.58 2.50–2.65 0.694

IR with physicians 3.70 3.63–3.77 3.74 3.67–3.81 0.430

IR with nursing assistants 4.38 4.32–4.44 4.12 4.04–4.19 <0.001

IR with nurses with diploma degree 3.97 3.90–4.05 4.22 4.16–4.28 <0.001

All p-values below 0.05 are mentioned in bold.

Table 2. Summary of individual or team performance and interpersonal relationship predictors for two groups of 
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−0.848 that significantly contributes to higher job satisfaction (P = 0.001). All other predictors 
were not statistically significant for job satisfaction within a group of Nursing Assistants.

Table 4 represents the results of OLR and corresponding significance values within a group of 
Nurses with Diploma degree. In the group of Nurses with Diploma Degree, only Job Rewards 
and Opportunities was a significant predictor of job satisfaction, a predictor with a negative 
coefficient −0.631 that contributed higher job satisfaction (P = 0.017).

Predictor Value Std. error t value P value

ITP hospital decision making 0.299 0.183 1.636 0.102

ITP staffing and resources 0.036 0.247 0.150 0.881

ITP job demands 0.632 0.249 2.539 0.011

ITP professional empowerment −0.872 0.363 −2.402 0.016

ITP job rewards and opportunities −0.398 0.224 −1.775 0.076

ITP supervisor −0.750 0.293 −2.556 0.011

ITP delivering patient centered care −0.052 0.235 −0.223 0.824

ITP communication about patients 0.073 0.207 0.354 0.724

IR with physicians −0.848 0.259 −3.281 0.001

IR with nursing assistants 0.008 0.279 0.027 0.978

IR with nurses with diploma degree −0.193 0.253 −0.764 0.445

ITP, individual or team performance; IR, interpersonal relations.
All p-values below 0.05 are mentioned in bold.

Table 3. Ordinal logistic regression results for prediction of the job satisfaction level within a group of nursing assistants 
(n = 293).

Predictor Value Std. error t value P value

ITP hospital decision making 0.005 0.194 0.024 0.981

ITP staffing and resources −0.011 0.297 −0.036 0.972

ITP job demands 0.395 0.272 1.451 0.147

ITP professional empowerment 0.076 0.371 0.205 0.838

ITP job rewards and opportunities −0.631 0.264 −2.386 0.017

ITP supervisor −0.615 0.329 −1.872 0.061

ITP delivering patient centered care 0.126 0.261 0.482 0.630

ITP communication about patients −0.277 0.279 −0.993 0.321

IR with physicians −0.495 0.277 −1.791 0.073

IR with nursing assistants −0.137 0.287 −0.4732 0.636

IR with nurses with diploma degree −0.438 0.356 −1.230 0.219

All p-values below 0.05 are mentioned in bold.

Table 4. Ordinal logistic regression results for prediction of the job satisfaction level within a group of nurses with 
diploma degree (n = 246).
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5. Discussion

The aim of our study was to explore the relationships between caregiver education, healthcare 
working conditions, interpersonal relationships, and caregivers’ general job satisfaction.

No statistically significant differences were found regarding caregiver education, lengths of ser-
vice, and number of working hours on their job satisfaction, which is in contrast to other studies. 
Lu et al. [6], for example, found that hours of work are a significant predictor of job satisfac-
tion. One of the possible reasons for our results is a small sample size (only 19 nurses with a 
diploma degree in category working less than 40 hours per week). Additional research using a 
bigger sample size is needed to confirm this trend. Nonetheless, we can observe a trend between 
increased weekly working hours and increased job satisfaction. One possible explanation is that 
caregivers, although facing increased workload, have high job control or high job social support 
that enhances intrinsic work motivation [32]. Increased weekly working hours could be related 
also to pay increases, especially if caregivers are working at weekends or night shifts.

Examining the working environment, we found statistical differences within two researched 
groups of caregivers, nursing assistants, and nurses with diploma degree. In the group of 
nursing assistants, job demands resulted in lower job satisfaction. Research results showed 
that they have to work very fast and very hard most of the time. Job demands were found to 
be a significant factor for caregivers’ lower job satisfaction also in Bégat et al. [33], Seo et al. 
[34], Chu et al. [35], Demerouti et al. [36]. Current nursing work environments are character-
ized by heavy workloads that contribute to stress among caregivers [37]. That is also true for 
Slovenian healthcare system, where caregivers are burdened with heavy workloads and are 
underpaid. We also have a higher proportion of nursing assistants when compared to nurses 
with diploma degree. So nursing assistants are sometimes responsible also for nursing inter-
ventions for which they do not have formally obtained knowledge and competences. This can 
happen especially in situations of increased workload at wards (i.e., increased number of hos-
pitalization, sick leave). It is, therefore, especially important to establish congruence between 
nurses’ workload and their rewards [36] and job demands.

Regarding the work environment, there were more significant predictors that positively 
affected job satisfaction in nursing assistants than in nurses with diploma degree. Profes- 
sional  empowerment and supervisor were a significant predictor of nursing assistants’ job 
 satisfaction, whereas job rewards and opportunities was the only predictor of higher job  satisfac- 
tion in nurses with diploma degree. This is not so surprising because nursing  assistants need 
to receive more assistance and resources to enhance their job satisfaction [38]. Our research results 
showed that nursing assistants estimate the work they do as important and they use their knowl-
edge; however, they need more resources and support.

Professional empowerment is important for job satisfaction, because an employee can be satis-
fied with the basic content of the job, but may be frustrated if it does not allow one to grow 
or move into roles in other areas of the organization [39]. Highly educated nurses may have 
more work opportunities than those with lower levels of education [40], while nursing assistants 
have less control over their work and less autonomy. That is why they need more opportuni-
ties for continuing education [12]. Additionally, nursing assistants wish to improve professional 
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empowerment, thereby creating a positive working environment [12]. In Slovenian hospitals, we 
have also a lack of a comprehensive career development system [41]. Caregivers in our research 
claim that they never or rarely have opportunity to get a better job in their respective institution.

Nurse managers have a strong role in promoting nurses’ job satisfaction [16, 17, 42]. Attention 
should be paid especially to strengthen nurses’ interpersonal relationships and facilitate 
nurses’ capacity to deliver high-quality patient care [17]. Aiken et al. [13] researched nurs-
ing job satisfaction in five different countries with different health care systems and found 
that fewer than half of the nurses reported that management in their hospitals is responsive 
to their concerns, provides opportunities for nurses to participate in decision-making, and 
acknowledges nurses’ contributions to patient care. Our research results showed that respect, 
trust, recognition, support in further education and training and inclusion in decision-making 
are important factors that should be addressed by nursing administrators in practice.

Our results underline the importance of reward in relation to job satisfaction, as found in differ-
ent studies [42, 43]. In the group of nurses with diploma degree, only job rewards and opportu-
nities were found to be a significant predictor of higher job satisfaction. Nurses with a diploma 
degree in Slovenia have much greater autonomy, control over work, better salary, and profes-
sional status and are also more empowered when compared to nursing assistants. However, a 
trend of labor migration can be seen in Slovenia; caregivers search jobs in other western coun-
tries, where salaries, working conditions, and career development opportunities are better.

In relation to examining interpersonal relationships, only interpersonal relationships with phy-
sicians was a predictor of higher job satisfaction, but again only in nursing assistants group. 
Nurses’ job performance in hospitals is dependent upon their relationships with physicians 
[44], so nurse-physician collaboration was found to be a major predictor of job satisfaction [45]. 
This predictor was not significant in nurses with diploma degree. One of the possible reasons 
of this result is, as already previously stated, lack of autonomy and control over the work in 
group of nursing assistants. Another possible reason is our legislation that states that physicians 
are those who are responsible for the complex process of healing and treatment. Physicians 
and nurses also tend to work together or consult each other at times, whereas nursing assis-
tants tend to have more a hierarchical, subservient relationship with physicians and nurses 
[46]. Differences between intraprofessional and interprofessional communication is expected 
because of cultural differences between caregivers and physicians [47], which was also shown 
by our research results. Caregivers assessed intraprofessional relationships better then inter-
professional relationships with physicians. In our healthcare system, hierarchical relationships 
in healthcare teams are firmly rooted. There should be more emphasis on interdisciplinary and 
multidisciplinary collaboration. Nurses should be aware of their role of being “connective” [12].

Other research shows that not only nurse-physician relationships but also peer relationships are 
important contributing factors of nurses’ job satisfaction [10, 48]. Utriainen and Kyngäs [17] found 
that interpersonal relationships such as human relationships with coworkers, feeling of together-
ness, interaction and communication, team work, social climate and ethicality, and peer support 
are important in hospital nurses’ satisfaction, which contrasts with of our findings. Interpersonal 
relationships with peers were not found as a significant predictor of job satisfaction. Nursing 
assistants and nurses were very satisfied with their interpersonal relationships, mean values for 
interpersonal relationships with nursing assistants, and interpersonal relationships with nurses 
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with diploma degree were higher in both groups when compared to other predictors and ranged 
from 3.97 (95% CI 3.90–4.05) to 4.38 (95% CI 4.32–4.44). However, as is evident in Table 2, both 
nursing assistants and nurses with a diploma degree rated communication with their own peers 
better than communication with group of caregivers with different level of education, and the 
differences were statistically significant. Hierarchy is present not only within healthcare teams 
but also in nursing teams. It is also known that nurses usually possess the conceptual knowledge 
of the meaning of communication and collaboration, but struggle with this in the practice set-
ting [49]. A sense of belonging, being one of them, appreciated, loved, able to rely on coworkers 
make us feel safe in our workplace so relationships and communication in nursing teams need to 
be addressed in practice. It is the essence of nursing that professionals are aware of human and 
equal interpersonal relationship based on trust and respect [12].

The important element that nursing is entitled to and which will help it to gain autonomy and 
social acknowledgment is academic education. Nursing has achieved a lot through formal educa-
tion, but it is still in a dependent position relative to other professions, especially to medicine [12].

Nurses’ job satisfaction is especially important in the current context of nurse shortages [13], 
so the results of this study can contribute to the understanding of such a complex phenom-
enon and will help managers to plan effective interventions. Also in our country, healthcare 
system is faced with a lack of caregivers because of the economic crisis.

5.1. Limitations

The main limitation of this study is the study design. We have presented a cross-sectional 
study that cannot positively and accurately confirm the established causalities. Further lon-
gitudinal studies are required to confirm our results. Second, convenience sampling of the 
caregivers was used, so results cannot be generalized.

5.2. Implications for policy/practice/research/education

Results of this study have a great practical value and utility for managers when preparing strat-
egies and selecting a sound nursing theory to support intraprofessional and interprofessional 
relationships and to assure overall satisfaction of caregivers in countries with similar health 
care service. Additional research using a larger sample size is needed to confirm trends of 
increased weekly working hours and increased job satisfaction. Greater emphasis should be 
placed on lifelong education and training in intraprofessional and interprofessional commu-
nication and collaboration. Empowerment, improvement of career development opportuni-
ties, and enhancement of professional growth are required by nursing assistants.

6. Conclusion

This study has provided a depiction of the relationships between caregiver education, health-
care working conditions, interpersonal relationships, and caregivers’ general job satisfaction. 
Two factors of working environment, professional empowerment and supervisor, and one 
factor of interpersonal relationships, interpersonal relationships with physicians were found 
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to be positively affect nursing assistants’ job satisfaction. One factor, job demands, was found 
to negatively affect nursing assistant’s job satisfaction. Job satisfaction of nurses with diploma 
degree was found to be positively affected only by job rewards and opportunities.

The results of this study serve as a good foundation for future studies of these multifactorial 
and complex phenomena in the healthcare setting. Additional research is needed to confirm 
and explore trends of increased weekly working hours and increased job satisfaction using 
not only quantitative approach but also qualitative or mixed methods research.

Results have implication for caregivers’ education and training in nursing practice. Greater 
emphasis on education and training in intraprofessional and interprofessional communica-
tion and collaboration should be placed in curricula. Empowerment of nursing assistants, 
improvement of their career development opportunities, and enhancement of their profes-
sional growth is needed. Results have, therefore, a great practical value also for managers 
in the healthcare system in Slovenia and similar countries. Furthermore, significant strate-
gies should be prepared to assure overall satisfaction of caregivers. Increasing the number of 
nurses with higher education degree is one of the first steps in ensuring the safety and making 
progress in the quality, safety, and efficiency of healthcare delivery.
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Abstract

This chapter provides an overview of an aspect of a large research study conducted on 
the subject of learning transfer from an education institution to a mental health service in 
the English National Health Service (NHS). From a population of 64 trained staff, nurses 
and other workers, managers and supervisors were interviewed to gain a detailed under-
standing of how they sought to maintain and develop the new skills and knowledge 
they had acquired from an education programme delivered from an approved university 
provider. A total of 45 interviews were conducted using 1:1 or focus group approaches as 
part of a larger longitudinal study using a mixed methods design. This chapter provides 
an overview of the qualitative element of the study. Results indicated that whilst aspects 
of new learning and skill were maintained, many services were subject to pressure to 
change from the external political, economic and social environment that influenced the 
delivery of services such as that provided by the one within this study. This complex 
interaction between the ‘external’ and ‘internal’ healthcare environment is an issue that 
all educators should acknowledge when developing new and innovative education pro-
grammes for nurses and other professionals.

Keywords: policy, education, supervision, mental health, complexity

1. Introduction

This chapter provides an examination of the process associated with learning transfer. This 
process can be conceptualised as the ability to use what has been learned and to maintain 
this usage over time. To examine this transfer issue, a large scale study was conducted on 
a population undertaking a new national education programme to instruct health workers 
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in  treatments of anxiety and depression using psychological therapy. These cohorts of stu-
dents from the new national education programme were followed up over a 3-year period to 
explore the process of transferring new learning in practice.

The World Health Organisation (WHO) in 2013 estimated that mental health problems, par-
ticularly depression, will be among the greatest health challenges of this century [1]. Mental 
ill-health presents difficulties not only to the individual but to their entire social network 
(family, friends, etc.). Additionally, the economic impact, not only to the individual but also 
to the wider national economy, is significant [2, 3]. Within the United Kingdom, the total eco-
nomic costs of mental health are estimated to be £25 billion per annum [4, 5].

Prior to a health policy initiative in this area, it was estimated that only 8% of people with 
a major depressive illness had seen a consultant psychiatrist and only 3% had seen a clini-
cal psychologist [6]. The unaccounted people suffering with depression and anxiety were 
deemed to be receiving no form of evidence-based psychological therapy at all [2].

To address the issues above, The Department of Health (DH) proposed by the Department of 
Health (DH) in 2008 to develop a service to educate and train a workforce to offer evidence-
based psychological therapy interventions—the improving access to psychological therapy 
(IAPT) service. The IAPT service, from 2010 offered treatments, primarily cognitive behaviour 
therapy (CBT) which increased coping abilities, taught self-help approaches and promoted 
resilience for future mental health challenges. Referral to specialist services (if needed) could 
be completed simply, efficiently and effectively. Finally, IAPT sought to promote social inclu-
sion and normal life patterns through access to work. This workforce expansion represented 
a major investment in education and service development. To achieve this, a national skills-
based education programme was initiated [7].

This implementation of a new workforce and national education and training programme 
merited deeper analysis. It is important that services develop an understanding of the imple-
mentation and embedding process for service improvement [8]. To achieve this, an integra-
tive review of the literature was conducted with an emphasis placed on systematic reviews of 
the ‘transfer of training’. Based on this review and detailed analysis of major research reviews 
such as [9] along with many earlier authors [10–12], key components of transfer were identi-
fied such as, the personal characteristics of the trainees, the characteristics of the training 
programme and the characteristics of the work setting.

To explore this, a series of interviews with practitioners, clinical supervisors, service man-
agers and national policy managers were held. The aim was to obtain a richer and deeper 
understanding of the process of learning transfer from the national policy to daily practice.

Research on learning transfer models have been primarily linear [10, 13]. This current design 
articulated a stronger emphasis on a complex systems analysis to understand the transfer pro-
cess. The study design was a representation of a complex system as it met all relevant criteria:

• A large number of elements are constantly interacting with each other.

• Each part of the system is affected by others, with feedback being a key aspect of its 
operation.
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• Small changes in one part of the system have the potential to create large effects in others.

• The system is difficult to define or boundary.

• The system has a history which helps shape the current behaviour.

• Elements in the system are not fully aware of the behaviour of other parts of the system 
and only react to what is known locally [14, 15].

2. Method

The method adopted for this part of the study consisted of single hour long interviews with 
six IAPT therapists who were graduates of the education programme, three service manag-
ers (who were responsible for the day to day operation of the service), four national policy 
managers (who were instrumental in establishing the IAPT service for the Government of the 
day) and two clinical supervisors (who were responsible for supporting IAPT therapists to 
maintain and continually develop, their practice skills). Focus groups were held with thirty 
other IAPT practitioners, who had not attended the programme under review. Focus groups 
were used to triangulate data from other sources.

The population consisted of 64 post-graduate students studying on the improving access 
to psychological therapy (IAPT) course delivered at a Higher Education Institution (HEI) 
approved by the national policy team. The course was a full time, skills based, CBT training 
course run over a period of a single year. The participants were individuals who had dem-
onstrated sufficient skills and experience of psychological therapy to merit a place on the 
programme. The HEI which was delivering this IAPT curriculum was approached for permis-
sion to seek consent of the student group. On granting of this permission, the students were 
invited to take part via an email from the course leader prior to commencing the programme. 
Permission to approach the students was also sought and granted via the university, health 
service managers and local research and development ethics committees.

2.1. Approaches to analysis: qualitative data analysis

An interview schedule was developed for this qualitative data element of the design. Interviews 
and focus groups were held with IAPT practitioners, including one focus group of the wider 
IAPT team from the same organisation (i.e. those IAPT practitioners who were not in the origi-
nal trainee cohort) and one with IAPT practitioners from a separate English National Health 
Service (NHS) region in order to triangulate aspects of the data collected. All individual 1:1 
interviews were transcribed verbatim and additional notes kept and developed at the earliest 
opportunity following the discussion. Focus group data were recorded and transcription notes 
taken from the recordings. The transcription process utilised the work of Kowal and O’Connell 
[16] and Roulston [17] in taking a pragmatic approach to transcription, with no detailed textual 
annotations included. This aim of simplicity was carefully considered and so recorded inter-
views were repeatedly listened to ensure the transcriptions retained not only the documented 
words but also the spirit of the conversation. Qualitative content analysis used the three stage 
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method for data analysis [18]. This process involved: (i) data reduction; (ii) data display and 
(iii) drawing and verification of conclusions. All interview data were analysed at a single point 
with the focus group data integrated a later point to help challenge or confirm initial find-
ings. These processes were achieved by a close reading of the textual material and operating a 
reflective attention to material even after conclusions had been drawn. It involved a question-
ing approach to reflect and analyse the nuances in data to verify that conclusions drawn were 
robust and demonstrable. The emerging themes were developed and refined throughout the 
process. This process enabled the research data to be interrogated from different perspectives 
as new ideas were promoted and challenged depending on whether the data existed to sup-
port their inclusion. The approach was a dynamic and creative process which enabled other 
lines of enquiry to be explored [19].

Conceptually, the data analysis approach reflected the examination of patterns in the data, 
seeking examples with a strong ‘fit’ with others. The examination of coherence and clustering 
data aimed to provide a plausible narrative of the data. The narrative could be jarring, but by 
recognising that dissonant perspectives expressed by participants could also generate impor-
tant themes worthy of closer examination [20]. The relation between variables expressed as 
either consensus or dissensus was potential area for the examination of new understanding.

The transcribed and recorded data were read and reviewed many times and annotated. A 
reflexive approach was adopted to form a picture of the experience of the respondents. As 
themes emerged from the data, via initial coding and recoding [19] and they were entered 
into an analysis table and reanalysed until separation of the key themes emerged and the data 
saturation was evident [21].

In identifying themes, it was necessary to offer a clear articulation of the process of analysis 
since this supported clarity of approach and facilitates others to replicate the research process. 
Themes do not emerge within an epistemological vacuum; the researcher played an active role 
in the process of deciding what is important in the data. Being transparent about the process 
of thematic identification and promoting a reflexive account of the values and opinions of the 
researcher, enables other reviewers of the research to assess the completeness of the process.

The research design accentuated the identification of ‘patterns’ within the transfer process, 
which are often the tacit but critical elements which play an important role in the complex 
interaction between organisational structures and process [22].

3. Results

Unexpected findings or extreme results were prioritised for exploration as to whether the 
study was generating new insights into the transfer of learning. The process of theme devel-
opment was based on a close reading and re-reading of the transcribed material and a reflex-
ive approach to the research aim. Through this process, a number of themes emerged were 
considered to have a significant role in the transfer process. All interviews produced a wealth 
of material and many quotes were gathered which crystallised the emerging themes.
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3.1. Theme: confidence and capability in transferring learning

The training programme for IAPT was based on a competency model as influenced by Roth 
and Pilling [23], although the concept of competency had yet to be adequately defined or 
measured [24]. Most often it was related to therapist self-reported increase in confidence and 
their belief in achieving treatment outcomes.

For some interviewees, the training programme and subsequent practice exposure had 
helped them view their skills more critically. One interviewee, despite having a long history 
of working as a professional in mental health services identified how the programme had 
helped them develop a deeper understanding of their skills and deficits. They saw themselves 
developing new skills and being able to deliver them meaningfully in practice. The process 
of development was supported through critical evaluation of their skills through the use of 
video recording of their current competence and capability:

‘Just watching myself on video was really uncomfortable, but it taught me a lot about myself and what 
I needed to improve on’. (IAPT Therapist: individual interview).

The issue of competence and confidence was of paramount interest to clinical supervisors too:

‘I think it’s probably…..an analogy would be driving.. you can drive when you learn, but you are not 
used to all circumstances…you should come out of the training knowing what guidelines, processes 
and treatments are there for people with particular problems. The complexity comes in when people 
don’t fit into those categories, you mightn’t know what problem to address and you might not know 
how to engage somebody’ (IAPT supervisor: individual interview).

3.2. Motivation: identity

A relationship existed in the psychological literature between competence, or the desire for 
competence, and ‘motivation’ [25]. Within the data an attribute that many responders identi-
fied was the need to exhibit motivation to work as a high intensity IAPT therapist.

Respondents considered the importance of developing and maintaining an IAPT identity for 
the workforce as critical in enabling them to remain within services and remain motivated to 
develop their practice further. Professional identity and the associated emphasis on personal 
motivation were critical issues within the transfer process. However, within such a complex 
clinical environment, significant challenges were identified.

‘I have come to see professional identity as hugely powerful’. (IAPT policy lead: individual 
interview).

‘Of course there is tension, our values as therapists are at odds with the managers and the political 
environment, we know there is the threat to the NHS, so as a therapist you feel quite isolated, there 
is no shared identity or shared value set, I have no idea what others think because we don’t have the 
opportunity to meet and discuss’ (IAPT therapist; individual interview).

Some practitioners identified solutions to the challenges they faced from the internal and exter-
nal pressures that affected their work. Strongly linked to the concept of motivation and transfer, 
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these practitioners seemed to develop a resistive stance to the accepted norms or a sense of com-
promise between what they thought they were as therapists and what they were expected to do.

‘I work as a Cognitive Behaviour Therapist but I don’t do Cognitive Behaviour Therapy with all my 
patients, I just don’t. I can’t square that and say that I do. There are some patients on my list, I would 
say two in every ten, where I do CBT, where it feels structured, where it feels like there is some progres-
sion, some therapeutic relationship’. (IAPT therapist: individual interview).

The role of identity as a supportive process to aid a sense of certainty of purpose and to 
facilitate the coherent and consistent application of key agreed skills and competences was 
considered important. The national policy leads, made clear statements about, IAPT being an 
opportunity to develop a new workforce and to protect its emerging identity.

‘I think we had in mind from quite early on, they would be part of a new profession. It has developed 
in such a way that there isn’t a professional association for it and that’s why it is peculiarly important 
to maintain the central structure because that’s where its identity is coming from’ (IAPT policy lead: 
Individual interview).

The transfer of learning for an (emerging) profession might be predicated on a consistent and 
coherent application of a body of knowledge. This would seem to be a challenge for the IAPT 
programme of which national policy leads were well aware.

3.3. Tension and external pressures

The data on identity raised a number of examples where the emerging identity and applica-
tion/transfer of new skills was threatened by tensions. These challenges were faced by practi-
tioners, policy managers, supervisors and service managers and formed a significant theme in 
all the analysis. The external wider clinical environment was seen as the principal reason for 
challenges in transfer behaviour. Clinical practice was viewed as high pressure, time limited 
and replete with many quotes relating to healthcare provision as challenging.

‘Tension is the best way to describe it… between activity, getting people seen and quality, the giving of 
enough treatment. They have a lot to do… do I think they were trained for this…no! I am not sure you 
could possibly train people for this… not sure they would accept it’ (IAPT supervisor: individual 
interview).

The external pressures were also evident for policy managers, as the theme of tension was 
evident in their responses. A number of respondents identified that policy implementation 
was highly challenging as the ‘whole system’ worked against an evidence-based application 
of practice:

‘The programme as it was originally conceptualised was about getting CBT into the NHS in more than 
a half-hearted way, so umm the original concept ‘let’s just get a load of CBT therapists trained’. (IAPT 
policy: individual interview).

There were many examples of where respondents identified the shortfall in their initial imple-
mentation aims. While on the whole it was clear that many aspects of the policy had been 
achieved, it had been done so at some cost to compromise and relinquishing control:
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‘It is impossible to implement something like IAPT in the NHS, because there is always someone in 
authority who wants to bastardise it, because they don’t want to pay for it….there’s no respect for 
research evidence at all’ (IAPT manager: individual interview).

The external (political) environment was a feature of every interview. There did appear to be a 
consensus that while policy formulation was challenging but achievable, the implementation 
proved a challenge given a lack of infrastructure to support the process:

‘Implementation is so hard… these new workforce programmes…because we kind of know what will 
work but you can’t control it, people use their freedom to tweak elements of the programme locally that 
it becomes almost unrecognisable in the end’. (IAPT policy lead: individual interview).

This was not to say that IAPT practice was not without emotional costs with a number of ther-
apists identifying a sense of exhaustion an often referenced issue within the interview data.

‘Well there are two things really. It is a really fantastic job where there are times when I think, I can’t 
do this I’m really crap at it and there are other times when you think, y’know what it’s going really well 
and that person has got a lot out of seeing me…. I am absolutely certain you cannot sustain this, at the 
end of the week I am absolutely shattered’ (IAPT therapist; individual interview).

The time to consider the integration of skills to practice; the process of transfer was not a sig-
nificant feature of the interview data with policy leads. Yet for other respondents, the focus 
on targets for client contact and recovery was seen as the main issue about service delivery. It 
was considered to be the main agenda item at the expense of quality and practitioner develop-
ment. These targets were the subject of local negotiation and funding arrangements with com-
missioners. As a consequence, the contact and recovery targets formed an important strand of 
the tension expressed by managers and IAPT therapists.

3.4. Support and supervision

The provision of supervision was another recurring theme in the focus groups and interviews 
with IAPT practitioners. Supervision was viewed as a process aimed at providing the super-
visee with the opportunity to engage in some form of learning or reflection on practice. In this 
mode, supervision could be viewed as having the principal role in supporting the transfer 
process within the work-setting.

Some respondents identified supervision as a management tool used to support service 
demands rather than individual learning and development:

‘the supervision we had during training was really good, but it falls away when you qualify, it is such 
an opportunity that we don’t utilise as it’s all managerially led and about numbers rather than any-
thing else’ (IAPT therapist: individual interview).

The views of the policy leads varied too on the process of supervision and support:

‘I think a model of supervision which is driven by the needs of the therapist rather than the needs of the 
patient is the wrong way round and we need to stand up and say that’. (IAPT policy lead: individual 
interview).

Transferring Psychological Therapy Education into Practice in the United Kingdom: A Complex Systems Analysis
http://dx.doi.org/10.5772/67958

93



In interview and focus group, a number of IAPT therapists stated that originally, clinical 
supervision was given greater prominence in their working plan, but as workload pressures 
had increased, supervision had been reduced:

‘Supervision is just so…well important I guess. It just feels like we are getting instructions now rather 
than our development. It can be weeks before you get to see anyone now…not good enough’. (IAPT 
therapist: focus group).

3.5. Transfer of education to practice in the real world

The transfer of learning acquired or confirmed in educational settings and transferring them 
to the work setting was at the heart of this study. The ‘real world’ application had links to 
the themes of ‘tension and external environment’ and ‘supervision and support’. There was a 
clear distinction drawn by many practitioners (but to a much lesser extent acknowledged in the 
interviews with policy leads) between the world of education and the ‘real world’ of practice. 
Respondents repeatedly used the phrase ‘real world’ to describe practice how it actually is rather 
than how it is perceived within the world of academia or the world of policy development:

‘I suppose when the university is teaching people certain techniques, they are, quite rightly, saying, 
these are the rules, this is how to do it. But it is that experience of having to adapt things to the real 
world’. (IAPT therapist: Individual interview).

This distinction was noted by some policy leads but the dissonance between what was consid-
ered good practice and what was evident in the ‘real world’ was not viewed as a unimportant 
theory-policy gap. One of the respondents spoke candidly about the challenges for policy leads:

‘The distinctive thing about IAPT was that it was highly principled, it was about delivering evidenced 
based interventions, properly and coherently. It’s about having properly trained and competent staff 
to do that,… and that’s what, if you like, makes an IAPT service’. (IAPT policy lead: individual 
interview).

The issue of transfer from training to the ‘real world’ or the sphere of influence was an often 
cited aspect of the interview dialogue. The simple linear development of services and train-
ing was not reflected in practice. This simplicity of implementation was viewed as something 
alien to mental health services, something services had historically failed to develop.

3.6. Therapeutic drift

Therapeutic drift was explicitly and implicitly stated in the majority of interviews. It was con-
ceptualised by IAPT practitioners as the moving away from the set approach that was taught 
on the programme. The concern was whether therapeutic drift was a relaxation of skills or an 
example of the development of higher order skills.

All practitioners noted that the transfer of learning had progressed beyond the expectations 
of training and concern was expressed whether they were still holding a fidelity to their initial 
training or whether they had drifted away:
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‘Well…I think there is a balance to be struck, as you grow in confidence, you begin to relax in how 
you deliver things. I some regards it has freed me up to be less mechanistic in how you deliver things..
the course was delivered in a very strict, almost protocol approach’ (IAPT therapist: individual 
interview).

The reasons for this were varied, but many participants identified the challenges of the exter-
nal environment as a principal influencing factor.

The issue of drift was also identified by the supervisors, who were clear on the need for super-
vision to protect the skills that the IAPT therapists had and continued to develop:

‘The change, I think in terms of when people first qualify, is that they are probably at their most 
skilled at that point than they will probably ever be in their careers, er, umm I guess the clinical 
supervision then..moves to try and keep them, in terms of at that modality level…that focused modal-
ity, to try to prevent the sort of drift that is common in therapists’. (IAPT supervisor: individual 
interview).

4. Discussion and conclusion

The study produced an extensive amount of data which required careful analysis in 
order to explore the emergent themes. The complex frame used to understand the 
inter-relationships between the various variables that were used to synthesise the data; 
to construct a narrative that provided a structured analysis of the evidence on key 
factors that inhibited or facilitated educational transfer in primary care mental health 
services.

The results of this study identified a number of inter-connected themes. IAPT therapists, 
supervisors and managers articulated a picture of psychological therapy in primary care, 
which was challenging and susceptible to changes in policy direction and practice impera-
tives. The core target client group; those people with anxiety and/or depression had been 
integrated into treatment groups with people with additional and sometimes multiple social 
and health needs.

Data illustrated an emphasis on the desire of all respondents in clinical roles to offer effec-
tive psychological treatment and so motivation was a prominent theme. The change model 
of West and Brown [26] towards behaviour (such as transfer behaviour) identified the need 
to have the capability or skills to change; the opportunity to change behaviour and the moti-
vation to do so to direct behaviour. According to reference [26], the maintenance of a strong 
and resilient identity was critical for behaviour (such as transfer behaviour) to be maintained. 
There was evidence that all elements of the capability, opportunity and motivation process 
were utilised by IAPT therapists. A number of therapists doubted whether they were faith-
ful to the CBT approach and whether they were provided with as many opportunities to 
fully practice their skills. The results indicted a link to the concept of therapeutic drift, which 
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again was a sentiment expressed by a number of therapists. Both therapists and supervisors 
noted concerns that the education programme for IAPT emphasised treatment interventions 
for anxiety and depression derived from clinical research trials. Many responded with an 
acknowledgement they were practising a hybrid approach, instilling a sense of uncertainty 
of either drifting from CBT orthodoxy or developing deeper CBT skills based on the core 
principles gained from the original training programme. Therapists and supervisors were 
engaged in a trade-off between practicing with fidelity to the CBT model or developing a 
deeper sense of confidence and capability in responding to a complex client group. This fidel-
ity drift/confidence dissonance was set within a clearly expressed awareness of the political, 
social and economic forces at play.

The frequent response from interviewees was that training and its transfer had to be adapted 
to the ‘real world’ setting. The education programme within the education institution was 
viewed as a place to learn and practice core skills in a safe and ‘unreal’ setting. Exposure to 
actual practice of IAPT was seen very differently, where concerns of therapist isolation and 
autonomous decision making were stressors.

The work of Burke and Hutchins [9] was used to guide the research around topics with little or 
no empirical evidence for their role in the transfer of learning. In this study, clinical supervision 
emerged as a meta-theme that seemed to unite all others in supporting educational transfer in 
IAPT. The importance of supervision was mentioned in every interview and it was possible to 
deduce a role of structured clinical supervision playing an important role in responding to the 
challenges and opportunities identified in the qualitative and quantitative data.

This study provided an insight into the complexity associated with the process of learning 
transfer in the English NHS. Healthcare is a dynamic and politicised agenda with many com-
peting demands impinging on the day to day work of nurses and other practitioners. It is 
important that education developers, teachers and service managers have a deeper apprecia-
tion of the complex and challenging practice environment that students are working when 
considering the transfer of learning.
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Abstract

Recently WHO called attention to the growing labour shortage of healthcare staff, 
which can reach 12.9 million by 2035. Almost all European countries struggle with a 
shortage of nurses. The educational structure of nurses has also changed significantly. 
The aim of this overview is to review the relevant scientific literature and analyse 
records ofrhe Hungarian nursing registry in order to predict the nursing workforce 
tendencies. Relevant English and Hungarian international and national scientific liter-
ature (PubMed, Science Direct, Hungarian Medical Bibliography) were identified and 
illustrated with reliable data (2009–2015) from the national healthcare human resource 
registry and from Central Statistical Office. A qualitative appraisal was undertaken to 
select the proper articles by our research team. For processing data, descriptive sta-
tistics was used. Although migration of healthcare personnel in Hungary is present, 
however the official statistics does not mirror a dramatic exodus. The level of nurs-
ing education is based on vocational training and on higher education in Hungary. 
The number of novice nurses is diminishing year-by-year and those nurses who are 
not working in the Hungarian healthcare sector are eminent. Providing new roles for 
nurses, e.g., Advanced Practice Registered Nurse, can be one of the solutions for the 
shortage.

Keywords: nurses workforce, turnover, attrition, Hungary

1. Introduction

In numerous countries of the world, including European countries, the negative tendency 
of human resources in the healthcare sector gives reasons to be concerned about. The WHO 
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(2006, 2009, 2013) drew attention to the growing labour shortage of healthcare staff which can 
reach 12.9 million by 2035 and the unbalanced workforce coverage having a negative impact 
on the functioning of healthcare systems [1, 2]. The Third Global Forum on Human Resources 
for Health points out that more and more countries meet the minimum criteria of 23 skilled 
health professionals per 10,000 people globally, but there are still many countries (83) under 
this threshold. The report of the Forum also highlights that 40% of nurses in developed coun-
tries will leave their profession in the next decade due to demanding work, low salaries and 
few incentives [3].

In addition, the Commission of the European Union drew attention to the needs of nurses 
in all European Union (EU) countries [4]. In spite of the fact that the number of nurses has 
grown by 2.5 million between 2000 and 2013 in Organisation for Economic Co-operation 
and Development (OECD) countries, many countries are realizing nursing shortage [5]. 
Almost all European countries struggle with a shortage of healthcare professionals, in which 
nurses are mentioned primarily with increasing numbers in accordance with the report of 
the Third Global Forum. Across Europe by 2020, a shortage of 600,000 nurses is predicted 
by the European Commission [6]. The educational structure of healthcare personnel has 
also changed significantly, both at the level of secondary vocational education and higher 
education. The conversation between hospital-affiliated nurse training programmes and 
university level education has taken place in many European countries [7]. Due to the latest 
higher education reforms, the so-called Bologna Process, nursing education went through 
changes which can be seen in many European countries. In the European Higher Education 
Area (EHEA), a full pathway of nursing education including bachelor’s degree, master’s 
degree and doctorate title can be evidenced in approximately 60% of the countries, whereas 
82% of EHEA countries provide bachelor’s degree or equivalent level of education already. 
However, there are still such countries in Europe who offer diploma level training for nurses 
only [8].

Based on the OECD database on healthcare workforce capacities in European countries, it 
seems that Middle European countries have to deal with nursing shortage per thousand 
population. Only the Czech Republic and Austria report nurses over the EU 28 average. The 
number of medical doctors per thousand population is over the EU 28 average in Slovenia, 
among the neighbouring countries. However, these numbers do not mirror the qualitative 
aspects of the nursing workforce (Table 1). The skill mix of the professions, the level of the 
nursing education, the nursing roles and the staffing are strong determinants of the quality of 
care. Aiken et al. highlight ‘that patients in hospitals in which 60% of nurses had bachelor’s degrees 
and nurses cared for an average of six patients would have almost 30% lower mortality than patients 
in hospitals in which only 30% of nurses had bachelor’s degrees and nurses cared for an average of 
eight patients’ [9].

The healthcare workforce is a key element of the healthcare delivery system all over the world. 
To maintain a stable workforce requires more efforts, actions and measures in developed 
countries. In each developed country, the management of the health sector, the  suppliers 
and the society continuously pay great attention to the development of healthcare human 
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resources, primarily in nursing. The aim of this overview is to review and analyse the records 
of the Hungarian nursing registry and the relevant literature in order to present a realistic 
picture of nursing workforce for the professional experts.

2. Methods: research methods

During the review, relevant English and Hungarian international and national scientific lit-
erature (PubMed, Science Direct, Hungarian Medical Bibliography) were identified and illus-
trated with reliable data (2009–2015) from the national healthcare human resource registry 
and from the relevant Yearbooks of the Central Statistical Office in Hungary. All articles were 
identified, screened and a qualitative critical appraisal was undertaken by our research team. 
Excluded were those papers which dealt with other healthcare professions such as medical 
doctors, dentist and pharmacists. For processing data, descriptive statistics was used with the 
assistance of MS Office Software Package.

3. Results

3.1. Demographic structure of Hungarian healthcare workers

In the Hungarian healthcare workforce, less than 100,000 professionals are employed in 
 different posts not including medical doctors, dentists and pharmacists. The majority 
of this population consist of nursing groups with basic education in nursing and with 
specialization in nursing. Due to the different terminology used to group healthcare 

Countries Healthcare workforce

Practising doctors Practicing nurses

Austria 6.1 8

Czech Republic 3.7 7.9

Croatia 2.3 5.8

Hungary 3.3 6.4

Romania 2.7 6.2

Serbia 3.1 5.9

Slovak Republic 3.4 5.8

Slovenia 2.8 8.6

EU 28 average 3.5 8.4

Table 1. Practising nurses and doctors per 1000 population in 2014 (or nearest year) (source Ref. [5]).
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workers, it is very complicated to get an exact number related to nurses employed in 
the system. Based on the Hungarian Statistical Yearbook in the last available year (2014), 
4444 degree nurses (BSc), 14,049 qualified diploma nurses (post-secondary education), 
15,205 other specialized nurses, 10,501 general nurses and assistants (now nursing aids) 
and 1926 nursing aids were recorded in the Hungarian healthcare system. These numbers 
are controversial to those recorded in the Registry of Hungarian Chamber of Health Care 
Workers and in the records of the Health Registration and Training Center (an author-
ity affiliated to the Ministry of Human Capacities). The differences of data registered in 
the different database lay in the method how and what data they collect. In Hungary, all 
qualified healthcare personnel who obtain a degree or certificate in a healthcare institu-
tion are registered in a central system automatically. Those staff who work in the health-
care system have to be registered at the chamber and at the Health Registration and 
Training Center. At a glance, taking all levels of nursing posts into account, 9.6% of the 
nursing workforce has BSc degree in nursing in 2014, whereas MSc degree nurses are 
unfortunately not even mentioned by the Hungarian Statistical Office. If we take out 
the number of auxiliary nurses from the calculation, the ratio of degree nurses and non-
degree nurses is even lower. Sometimes, these figures show a big discrepancy between 
educated healthcare personnel and those working in the system. After the graduation, 
the missing persons from the healthcare system have either chosen another profession 
or left the country mainly, and in some cases, there might be other personal reasons, too 
(Figure 1(a) and (b)).

Ageing means a greater demand for the healthcare delivery services. Consequently, the rise 
in chronic and long-term diseases requires new treatment and organizational forms of car-
ing [10]. Nowadays, the ageing nursing workforce is also a significant phenomenon all over 
the developed countries of the world. According to the WHO report, around 57 countries 
struggle with this problem on the developed world. Examining the age distribution of health-
care workers independently from their source in Hungary, all numbers show the same ten-
dency. The changing age profile of the nursing workforce between 2010 and 2013 can be seen 
in Figure 2. The ageing of the healthcare workforce over the age 45 years in the past couple 
of years is obvious. The healthcare system has to face a salient human resource shortage in 
the coming 10 years. There is a clear decline in supply of healthcare workers under the age 
35 years in recent years. This tendency in healthcare sector endangers the proper function 
of the healthcare delivery system in Hungary. It seems that the number of people retiring 
in 5–10 years will outnumber entrants into the healthcare human resource workforce. This 
 figure is even worse among nurses. There are many nurses who work already after retire-
ment; some of them over 80 are still working in health care.

The healthcare workforce is in transition. Clear evidence shows that healthcare workers from 
Eastern countries tend to seek a job in the labour market of Western countries. Besides medical 
doctors, more and more nurses think of leaving the country and get a better paid job in abroad in 
Hungary as well [11]. Those health care workers who would like to apply for a job abroad may 
need  an authentication of medical certificates from the Health Registration and Training Center. 
The number of applications mirror the intention of health care workers, including nurses as well, 
who plan to leave the country. Beyond the official number of healthcare  professionals applying 

Teaching and Learning in Nursing102



workers, it is very complicated to get an exact number related to nurses employed in 
the system. Based on the Hungarian Statistical Yearbook in the last available year (2014), 
4444 degree nurses (BSc), 14,049 qualified diploma nurses (post-secondary education), 
15,205 other specialized nurses, 10,501 general nurses and assistants (now nursing aids) 
and 1926 nursing aids were recorded in the Hungarian healthcare system. These numbers 
are controversial to those recorded in the Registry of Hungarian Chamber of Health Care 
Workers and in the records of the Health Registration and Training Center (an author-
ity affiliated to the Ministry of Human Capacities). The differences of data registered in 
the different database lay in the method how and what data they collect. In Hungary, all 
qualified healthcare personnel who obtain a degree or certificate in a healthcare institu-
tion are registered in a central system automatically. Those staff who work in the health-
care system have to be registered at the chamber and at the Health Registration and 
Training Center. At a glance, taking all levels of nursing posts into account, 9.6% of the 
nursing workforce has BSc degree in nursing in 2014, whereas MSc degree nurses are 
unfortunately not even mentioned by the Hungarian Statistical Office. If we take out 
the number of auxiliary nurses from the calculation, the ratio of degree nurses and non-
degree nurses is even lower. Sometimes, these figures show a big discrepancy between 
educated healthcare personnel and those working in the system. After the graduation, 
the missing persons from the healthcare system have either chosen another profession 
or left the country mainly, and in some cases, there might be other personal reasons, too 
(Figure 1(a) and (b)).

Ageing means a greater demand for the healthcare delivery services. Consequently, the rise 
in chronic and long-term diseases requires new treatment and organizational forms of car-
ing [10]. Nowadays, the ageing nursing workforce is also a significant phenomenon all over 
the developed countries of the world. According to the WHO report, around 57 countries 
struggle with this problem on the developed world. Examining the age distribution of health-
care workers independently from their source in Hungary, all numbers show the same ten-
dency. The changing age profile of the nursing workforce between 2010 and 2013 can be seen 
in Figure 2. The ageing of the healthcare workforce over the age 45 years in the past couple 
of years is obvious. The healthcare system has to face a salient human resource shortage in 
the coming 10 years. There is a clear decline in supply of healthcare workers under the age 
35 years in recent years. This tendency in healthcare sector endangers the proper function 
of the healthcare delivery system in Hungary. It seems that the number of people retiring 
in 5–10 years will outnumber entrants into the healthcare human resource workforce. This 
 figure is even worse among nurses. There are many nurses who work already after retire-
ment; some of them over 80 are still working in health care.

The healthcare workforce is in transition. Clear evidence shows that healthcare workers from 
Eastern countries tend to seek a job in the labour market of Western countries. Besides medical 
doctors, more and more nurses think of leaving the country and get a better paid job in abroad in 
Hungary as well [11]. Those health care workers who would like to apply for a job abroad may 
need  an authentication of medical certificates from the Health Registration and Training Center. 
The number of applications mirror the intention of health care workers, including nurses as well, 
who plan to leave the country. Beyond the official number of healthcare  professionals applying 

Teaching and Learning in Nursing102

for a job in abroad at least double as many who are really migrating to west. It seems that we can 
calculate with a stable number who would leave the country in each year. Nurses’ intention to 
leave the country compared to medical doctors is less, around 500 applicants in each year. In the 
examined period, the most application among nurses was 526 in 2013 and the less was 301 in 2010 
(Figure 3). The threats of the human resources shortage and the consequential quality problems 

Figure 1. (a) The number of bachelor’s degree nurses qualified and working in Hungary between 2005 and 2015. (b) The 
number of master’s degree nurses qualified and working in Hungary between 2005 and 2015.

Current Characteristics of the Hungarian Nurses’ Workforce
http://dx.doi.org/10.5772/intechopen.68383

103



in the delivery of healthcare services are reported related to the Hungarian healthcare system in 
the past decade [12, 13]. In some other sub-specialities, the problem of healthcare professional 
shortage is also existing, e.g., in occupational nursing and radiotherapy [14, 15]. In a recent pub-
lication, from the Chamber of the Hungarian Health Care Workers, it is estimated that about 

Figure 3. The number of medical doctors and nurses applying for the certificate to work in abroad.

Figure 2. Age distribution of the Hungarian healthcare workforce between 2010 and 2013.
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26,000 nurses are missing from the system [16]. Referring to a study conducted a couple of years 
ago by Ujvarine et al., the Hungarian nurses would need more appreciation from superiors and 
from society; a better salary and a clear competency would help remain them in the profession. 
Already novice degree nurses with good foreign language skills would leave the country [17].

3.2. Changes in the system of nursing education

Although other professions in Hungary like dietician, health visiting, public health 
 inspecting and ambulance officer education reached the status of college-level education in 
the mid 1970s, the elevation of nursing training has been delayed for almost two decades. 
The transformation of former state socialist countries into capitalism has influenced the edu-
cational system, too. The former type of nursing schools initiated by the soviet state still 
was in function, but new form of education emerged. After the political change in 1989, 
new level of nursing education in Hungary was established with the help of nursing advi-
sors from United States of America. One of these experts was Professor Doris Modly, the 
former head of the Frances Payne Bolton School of Nursing at the Case Western Reserve 
University, Cleveland. With her experience, not just the level of nursing education was ele-
vated to the bachelor degree but also the content was appraised critically and teaching staff 
further educated. The impact of the North-American nursing education structure showed a 
4-year-length characteristics which was implemented during the restructuring of the nursing 
education in Hungary.

The first pilot programme was started in Budapest at Semmelweis University as a part time edu-
cation and lasted for 3 years. The later 4-year-length nursing bachelor programmes were launched 
at the healthcare colleges affiliated to medical universities (University of Debrecen, University 
of Pecs and University of Szeged) in 1993 [18]. The first master’s degree in nursing science was 
established in Hungary (University of Pecs) in 2000 and followed in Budapest Semmelweis 
University and later in Nyiregyhaza affiliated to University of Debrecen. This programme lasted 
three semesters and built on the eight semester bachelor’s degree nursing programme. Doctorate 
programmes (PhD) for nurses have been available from 2006 at those universities where master’s 
programme in nursing is available. When introducing the concept and agreement on Bologna 
Declaration in Hungary, the Hungarian healthcare higher education was established according 
to the western structure of education. The conversion from the former educational system has 
taken place in 2005 as a pilot, and 1 year later, all majors were converted into the Bologna sys-
tem in Hungary [19] (Figure 4). As a later higher education reform, the European Qualification 
Framework (EQF) was adopted and introduced in Hungary between 2008 and 2015. After the 
development process, the new learning outcomes were defined and issued by the Ministry of 
Human Capacities in 2016. The new decree defined nurses’ competencies in a more detailed 
manner according to descriptors of knowledge, skills, attitude and autonomy.

Nowadays in Hungary, more universities are providing nursing higher education beyond 
those who were starting this type of education two-and-a-half decade ago. The movement 
from the high-school-based nurse training to university education has also been an essential 
development of the nursing profession in Hungary, although the newly developed secondary 
education system takes it at risk.
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Parallel with the new system, the soviet type healthcare vocational programmes were stopped. 
This type of education was widespread in almost all of the socialistic countries during the 
socialistic years. A full nursing qualification was issued either at the age of 17 or 18 leading to 
general nurse assistant certification. The nursing in the healthcare institutions was based on 
their work for many decades before the political change in 1989 mainly. After introducing the 
diploma-level post-secondary nursing education, they were provided with ‘birding training 
courses’ to upgrade their qualification. The secondary school nursing education programme 
introduced in 1997 lasting for 3 years was lifted up to post-secondary (diploma) education 
requiring a general certificate of secondary education (mature, school leaving examination) 
[20]. Interestingly, the new Hungarian vocational education reform in 2016 calls back this 
type of nursing education particularly giving the pupils not just the secondary certificate but 
a general nursing and assistant aid title. The length of the former post-secondary type of nurs-
ing education was diminished from 3 to 2 years.

3.3. The number of nursing students in higher education

Currently, in Hungary, six universities are providing bachelor’s degree in nursing (The 
Tessedik College was merged into the Szent Istvan University in 2008; therefore, they issue 
the same degree.) (Figure 5). In the middle of 90s, three universities (University of Pecs, 
University of Debrecen and Semmelweis University) graduated a rather high number of new 
degree nurses, but after 2010, the number of drop out is less than 100 nurses in each year in 
each institution. If this tendency stays continuously, it will endanger the highly qualified 
human capacity in the healthcare system.

Figure 4. The seats of medical and healthcare higher education in Hungary.
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In Hungary, only three universities provide master’s degree in nursing. The number of issu-
ing master’s degree nurses is very limited in each year, less than 30 persons in each year. 
Currently, the proportion of master’s degree nurses does not exceed the 10% of nursing work-
force internationally, but this number is still very low in Hungary (Figure 6).

For young generations who would like to become a nurse, two ways would be available. From 
2016, the secondary level of nursing education was renewed. The entry level is at age 14 years. 
This school ends with a general certificate of secondary education (mature) and a qualifica-
tion of nursing assistant. A full nursing programme can be completed after further 2 years 
of post-secondary training. With the age of 20, they can enter into the healthcare workforce. 
After maturing (obtained in general grammar schools or professional schools), all applicants 

Figure 5. The number of graduated nurses with bachelor’s degree by universities between 2005 and 2015.

Figure 6. The number of graduated nurses with master’s degree by universities between 2005 and 2015.
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can also choose a BSc degree programme in the field of nursing. The nursing carrier can be 
followed with an MSc programme as well. However, these outcomes might be not enough to 
maintain a stable workforce. From the relevant databases, it turned out that the application 
for nursing studies is not motivating enough for young people.

In the nursing profession, new role has been introduced in the 1970s. The right skill-mix is a 
basis for better quality care. The evolution in the healthcare system established an extended 
role for MSc nurses in many OECD countries. This is a unique role for those who would like to 
work more independently. This new advanced practice nursing (APN) position is one promis-
ing development to help the access to the healthcare system and to a better quality of care [21].

4. Conclusion

In the past decades, the healthcare work force in Hungary faced many challenges. Almost a half 
of the healthcare workforce includes nurses with different level of qualification. Comparing the 
standardized number of Hungarian nurses per thousand citizens to other neighbouring countries, 
it turns out that the standardized number of Hungarian nurses is in the middle range, although 
it is still under the EU 28 average. In the past 5 years, a diminishing number of posts staffed with 
qualified nurses/specialized nurses and assistants/special assistants were detectable. Hungary is 
still among the supplying countries of the European healthcare market. The number of novice 
nurses is diminishing year-by-year and those nurses who are not working in the Hungarian 
healthcare sector (i.e., not registered in the working registry and not allowed to work officially) 
are eminent. Beyond the global tendencies related to the unsatisfied and overloaded healthcare 
workers, Hungary is also belonging to ageing healthcare work force in Europe. Replacing retir-
ing nurses will not be easy given the global shortage of nurses. Although migration of healthcare 
personnel in Hungary is present, however, the official statistics does not mirror an exodus. In the 
past 5 years, around 500 nurses applied for a certificate in order to work abroad. It is still less than 
for medical doctors taking absolute numbers into account. On the other hand, this out-migration 
should not be underestimated because other Western-European countries also report about large 
increase in nurse from Central and Eastern European countries, including Hungary. The main 
pushing factors are better payment and working conditions. It is also important to retain older 
nurses due to their experience, knowledge and skills. Sometimes, older nurses have the ability to 
teach and mentor younger nurses and to withstand and endure change.

Numerous factors have influenced the changes in the roles of nurses and the consequences 
in the education as well as the impact on healthcare workforce. Since the introduction of 
nursing education to the tertiary sector, undergraduate and postgraduate nursing educa-
tion has continued to advance despite changes in the tertiary and secondary education level. 
In order to impart the levels of knowledge and skills needed to meet the requirements of 
new qualifications (specializations), new roles and classification for nurses have developed 
[21]. In Hungary, nursing education remained the ‘classical’ way of nursing training as a 
 post-secondary type of education lasting for 2 years while big efforts have been made to estab-
lish and maintain undergraduate and graduate nursing education. The intake for all type of 
education is less than the need for new nurses in the healthcare system. In the past decade, a 
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very diverse nursing education system has been introduced especially at the secondary and 
post-secondary level not even waiting for the ‘first results’ of the schools. In 3 years, two cur-
riculums have been introduced in 2013 and 2015. Such an intensive change might threaten 
the quality of training. To make nursing more attractive, pupils should already be informed 
about healthcare profession at a very early stage of youngsters and a picture about nurs-
ing profession should be strengthened in the society as well. Strengthening nursing profes-
sion would also mean to show up clear competencies for them and new roles caring for the 
ageing population.

The new role should imply responsibilities, skills, attitudes and knowledge which should 
lead to advanced practice nursing (APN). APNs are a quickly growing workforce internation-
ally, growing more rapidly than the medical profession in six countries studied in a research 
(USA, Canada, Netherlands, Australia, New Zealand and Ireland). Many data on the role of 
APNs were available in all six countries, however, with variations in quality and role content 
mainly. Many countries use this role as a potential physician replacement; however, data are 
still limited in this regard. Growing ANP workforce improves data availability and monitor-
ing as part of the overall health workforce. This information can serve to shape educational 
capacity, uptake in practice and workforce planning [22]. Evidence shows the APN role does 
not influence the quality of care, patient safety negatively and patient acceptance, satisfaction 
proved to be higher. The example of many countries shows that advanced practice roles for 
nurses increase the attractiveness of nursing as a career, thus providing a solution for nursing 
shortage rather than worsening the situation. Establishing policy environments and removing 
barriers will gain in relevance in the future as the demand for high-quality,  patient-centred 
care is increasing [23].

In Hungary, there are many preconditions ready to introduce an adaptation of advanced prac-
tice nursing programme and system [24]. The OECD reports that nurse practitioners (a role 
of APN) programme can improve the quality and accessibility to health care. For an effective 
implementation of APN in Hungary, there is a need for open-minded health care governing 
and healthcare professionals. Workforce planning for the future plays an important role for a 
sustainable healthcare workforce in Hungary.
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