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Executive Summary: Best Practices in Competence Assessment of Health Professionals 
Background Policy Paper 

 
Competence, either as a term or a process remains without a consensus of agreement as to 

its definition or mechanisms.  The College of Registered Nurses of Nova Scotia (the College: 

CRNNS) defines a competent registered nurse as one who is “able to integrate and apply the 

knowledge, skills, and judgment required to practise safely and ethically in a designated role and 

practice setting”.  Across Canada, continuing competence assessment programs are in place, 

voluntarily or as a mandatory requirement. The College has a mandatory program, which is 

based on an assessment tool entitled “Building Your Profile”. The interests of the public good 

and competing global forces of migration, educational program reciprocity, language and 

cultural issues are compelling health professions to confront issues of initial and continuing 

competence of its practitioners and those professionals applying for work in other countries.   

The central premise of continuing competence programs instituted by Canadian 

regulatory bodies is that the individual nurse has the primary responsibility for demonstrating 

continued competence. In other countries, such as Australia, the government holds organizations 

employing nurses responsible for enabling competent practice. What, therefore, is the 

responsibility of Canadian governments, employers, regulatory bodies, consumers, and 

educational institutions, among other stakeholders? 

There are several competence frameworks that could be amenable to the development of 

a nursing framework, thereby providing a common definition and precise language for the users 

of a competence framework. Additionally, while there are many tools developed by a variety of 

health professions to measure clinical competence, there is simply no one standardized tool that 

meets the rigours of validity, consistency and cost-effectiveness. However, a “triangulation” 

approach might be advantageous. In this approach, a mix or variety of competence assessment 

tools and strategies would be employed such as paper-based examinations, standardized clinical 

assessments, and supervisor evaluations.  

While competence is ultimately the responsibility of individual practitioners, licensing 

bodies also have a legal mandate to ensure professional competence. 
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Best Practices in Competence Assessment of Health Professionals 
Background Policy Paper 

 

Purpose of Paper 

The issue of competence to practise at an entry or continuing level within a health profession 
continues to resonate throughout licensing and regulatory professional bodies. Public protection 
is the primary driving force underpinning regulatory mechanisms and structures, whether 
through legislation or voluntary processes. Nurses are influenced by a multiplicity of legislation 
governing their practices and workplaces. The demands upon the College of Registered Nurses 
of Nova Scotia are no exception.   
 
Licensure is the monitoring of the application of knowledge, skills and judgment where harm 
could occur to the recipients (the public) from the inappropriate delivery of practices dependent 
on the specific knowledge, skills and judgment. Because of this requirement, licence holders 
should be considered competent to perform pre-determined activities and practices. Regulating 
bodies, therefore, must perform necessary functions to ensure that complex professional 
activities are reserved for those individuals who have demonstrated the competence to practise a 
profession.1 
 
Escalating, exacerbating forces within and external to an increasingly complex healthcare system 
are compelling health professions to confront issues of the initial competence of students and 
novice practitioners, and the continuing competence of seasoned, experienced professionals.2  
The interests of the public good (to do no harm) and global competition are dictating that one of 
the roles of regulatory bodies is documenting competence assessment. The public no longer 
considers it acceptable to allow individual practitioners to self-assess competency to practise 
their profession(s). 
 
Consequently, this paper will serve to:  
 

1. Summarize an extensive literature review on competence assessment (initial and 
continuing) in health professionals, with a primary emphasis on nursing and medicine. 

 
2. Identify and critique a variety of methods, tools and instruments currently available for 

identification and measurement of competence. 
 

3. Outline recommendations regarding the most suitable instruments and tools to assess 
the qualifications of specific groups or individuals’ best practices: 

- international nursing graduates 
- nurses who have identified performance deficits/disciplinary actions 
- nurses re-entering the profession 
- beginning practitioners and experienced practitioners 
- nurse practitioners and specialists. 
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1.0 Literature Review on Competence Assessment 
 

1.1 Nursing Literature  
 
An essential responsibility of any profession is the establishment of standards of competence to 
assure the general public, employers, and colleagues that all those who have been certified/ 
licensed are competent to practise.3  There is general agreement within the literature that 
professional regulatory bodies are responsible to manage this legislative responsibility. The 
nursing profession is struggling with increased urgency to change its culture by creating and 
implementing the level of competence in professional practice required by government, 
consumers, policy-makers, employers, and other stakeholders.4   
 
There is also ongoing debate regarding what exactly is meant by competence: there is no one 
agreed upon definition in the literature. In the Registered Nurses Regulations (2001), 
“competent” has been defined as “the ability to integrate and apply the knowledge, skills, and 
judgment required to practise safely and ethically in a designated role and practice setting.”5   
 
However, definitions appear to reflect the context from which they were developed. As a result, 
regulatory bodies define competence based on the “scientific method” of direct measurable 
outcomes that have specific disciplinary-based responses. Agencies and employers look at the 
continuum of competence based on an individual’s professional skills in a particular situation or 
setting.6  The deliberations of the Citizen Advocacy Center Conference (2001) stated that some 
of the difficulties in defining continued competence come from too narrow a view in assuming 
that licensure and certification bodies are totally responsible, whereas defining competence 
requires looking at the workplace where competencies exhibit themselves.7  
 
In 1999, the American Nurses Association Expert Panel formulated a series of assumptions 
regarding continuing competence that provides an excellent summary of the major points 
currently being outlined:  

1. Continuing competence is for the protection of the public and advancement of the 
profession.  

2. It is the public’s right to expect competence.  
3. Competency assurance must be shaped by the profession.  
4. Assurance of continued competence is a shared responsibility of the profession, 

regulatory bodies, employers, and individual nurses.  
5. Nurses are individually responsible for maintaining competence.  
6. It is the employer’s responsibility to provide an environment conducive to competent 

practice.  
7. Competence is considered in the context of level of expertise, responsibility, and domains 

of practice.8 
 
Historically, a practitioner was determined to be competent when initially licensed and thereafter 
unless proven otherwise.9  With rapidly changing healthcare environments, and associated 
knowledge and practices, should there be periodic re-examination of individuals’ competence or 
is continuing education sufficient? As the gap between basic education (licensing process), and 
 
 
Best Practices in Competence Assessment – CRNNS     
March 2004            
            

3



practice expectations (competence) widens, it is more imperative than ever that those in the 
education and practice sectors collaborate to identify the essential competencies needed for 
initial and continuing practice. For the novice practitioner how does one ensure that all graduates 
are competent in critical common skills, as well as specific knowledge, inherent to the 
performance of specified competencies? The primary role of an educational faculty will be to 
help learners select the best form(s) of access to learning – whether web-based, didactic or 
hands-on. Teaching faculty must be able to demonstrate that competence is present in the 
learner.10  However, this responsibility will be difficult for an educational facility to achieve as 
much of the current content of educational programs is structured around clinical learning 
objectives – competence is not integral to the education framework.11  
 
Other questions that need to be considered include: Who should be involved in assuring 
continued competence? the individual nurse who is accountable for her practice, continuing 
education and experience? the professional regulatory body  with its multifaceted role in 
developing standards upon which performance and competence is based? Who provides support 
to individuals to enhance their performance and competence through education and professional 
development opportunities, and who should monitor systems/trends that will affect the practice 
of a nurse? Is the employer involved committed to carrying out mandated responsibilities from 
government and other accrediting bodies such as Canadian Council on Health Services 
Accreditation (CCHSA), or in assuring the appropriate resources that support a nurse’s ability to 
practise competently? What role should other bodies such as credentialing entities have in 
competence delineation?  
 
Almost all provinces and territories in Canada have active continuing competence programs, 
some of which are mandatory, such as in Nova Scotia and Ontario. Nova Scotia has developed a 
self-assessment tool entitled Building Your Profile as an integral component of its program: a 
flexible guide to assist  nurses through the continuous process of assessing, reassessing, and 
building  their professional development12. In Ontario, as stipulated by the Ontario Regulated 
Health Professions Act of 1991, all regulatory colleges in Ontario must have a program in place 
to assess the ongoing competence of its members in order to assure the public of the same. The 
College of Nurses of Ontario (CNO) has developed the clinical practice Quality Assurance 
Program. This program is composed of three parts: Reflective Practice, Practice Setting 
Consultation Program, and a Practice Review.13  Both registered nurses and registered nursing 
assistants can use the CNO program as the competencies are based on standards of practise that 
apply to both categories of practitioners. 
 
Regardless of the type of continuous competence process, the central premise of Canadian 
regulatory bodies is that individual nurses are held accountable and responsible for 
demonstrating continued competence. This strategy, in part, minimizes the responsibility of 
governments and employers to provide resources such as appropriate staffing ratios that enable 
safe and satisfactory patient care outcomes.14  In Australia, however, the government holds 
organizations employing nurses and other healthcare workers responsible for enabling competent 
practice. Australia focuses on the “scope and practice and the educational and professional 
preparation required of nurses, rather than on the individual nurse’s abilities to meet pre-
specified competencies.15   
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In the United States, the Joint Commission of Accreditation of Healthcare Organizations 
(JCAHO) requires hospitals to assess the competence of employees when initially hired and then 
ongoing throughout their employment. The Pew Commission has suggested that all states should 
require each board to develop requirements to ensure the continuing competence of regulated 
health care professionals. The American Nurses Association agrees that mechanisms should be 
established for determining and ensuring competence to practise, however, devising the testing 
means is not simple due to the diversity of nursing roles.16   
 
What is the role of certification and certifying associations? Should they be independent 
gatekeepers or a part of the professional or licensing body? Should attaining certification be a 
requirement for continued competence or an optional, individual choice? By the end of 2003 the 
Canadian Nurses Association (CNA) had designated more than 13 nursing specialties in which 
association/college members can apply to become certified via a written examination. To be re-
certified, a member would be required to re-write the examination or provide proof of a 
minimum of 100 hours of continuing education over the five years from the initial certification to 
the application for re-certification.17  
 
The literature supports the concept that certification and licensing of health professionals must be 
tied to a demonstration of continued competence.18  In the United States, certification at the basic 
level is considered a method of demonstrating competence in a nursing specialty.19  As nursing 
has become more complex and specialized, certification has become a mechanism to define 
appropriate and safe practice principles of differently qualified RNs.20 A certification survey of 
over 40,000 certified nurses in United States and Canada holds some promising results related to 
nursing care. In describing their post-certification practice, 51% of nurses had greater confidence 
in their practice; 35% felt greater confidence in their decision-making ability; 28% had more 
confidence in the ability to detect complications; and 23% felt they had gained more effective 
communication and collaboration with other healthcare providers.21   
 
  1.2  Medical Literature  
 
Though licensure of medical health professionals is a provincial matter in Canada, there are 
nationwide entry standards administered by national bodies (i.e., the Medical Council of Canada, 
Royal College of Physicians and Surgeons, and the College of Family Physicians). As with 
nursing, professionals involved in medical regulation, credentialing and re-certification of 
physicians are also being obliged by public demand and expectations to ensure competence in 
physicians. Some health professions including medicine have exhibited some fear and resistance 
in viewing competence assessment as professionally threatening.22  The old system, in which 
physicians were expected to “keep up” with new practices and innovations and to “keep an eye” 
on the practices of poorly performing colleagues, can no longer be supported.23  But concerns 
about public safety, geographic variations in patient care unrelated to medical science, and poor 
“customer service” for patients have called into question the competence of physicians and the 
healthcare systems in which they work.24 25  
 
Medical literature also states that there is no agreed upon definition of competence that 
encompasses all the important domains of professional medical practice. In addition to basic 
 
 
Best Practices in Competence Assessment – CRNNS     
March 2004            
            

5



skills, new formats to judge clinical reasoning, team work, learning strategies, and expert 
judgment, etc. are required.26 The pressure on doctors to produce documented, if purely nominal 
evidence, that they are competent and up-to-date has had undesirable side effects. In the United 
States, for example, with the growth of self-designated “certifying boards” set up by specialty 
societies and entrepreneurs, some organizations have adopted titles that mimic the names of 
member boards of the American Board of Medical Specialties and have caused much public and 
professional confusion.27 
 
As a result, a significant proportion of medical publications focus upon and research methods of 
measuring and evaluating physicians’ competence or lack thereof. 
 

1.3 Other Health Professions’ Literature  
 
Compelled primarily by public demand, many other professional healthcare disciplines are also 
undergoing scrutiny. Defining competence and its necessity, and the development and trials of a 
variety of tools and measurement systems to illustrate and validate the presence/absence of 
competence, have become the focus of study and deliberations similar to the efforts of nursing 
and medicine. 
 

1.4 Issues Affecting Competence Assessment 
 
Technologies 
Evolving technologies are taking service to new heights of portability for early engagement of 
health services, anticipating potential for alteration, and addressing treatment while still a 
potentiality rather than an actuality. Three of the most important emerging technologies are 
computer-based patient records, internet/intranet/extranet applications, and clinical decision 
support systems.28 Accompanying nursing skills will also alter radically; to have accessing, 
guiding, teaching, linking and counselling29 as primary skill sets that will, in turn, impact upon 
required competence preparation (skills and knowledge) and education.  
 
Globalization 
Globalization is “commonly understood to describe the increasing flow of goods, services, 
capital, technology, information, ideas and labour at the global level driven by liberalization 
policies and technological change”,30 and migration is the most controversial of the flows of 
globalization.31 Canada’s Ethno-Cultural Portrait of 2001 Immigration reflects the highest 
proportion of foreign-born applicants in 70 years with over 200 different ethnic groups.32  
However, it has been noted that Canada needs to speed up and simplify its immigration processes 
to admit skilled workers into the country. It currently can take 6 months and $2000 (Cdn) to 
process an application. 
 
Globalization from the healthcare perspective would emphasize reciprocity of recognition of 
similar qualifications by various countries, and holders of qualifications issued in one country 
would have adequate access to an assessment of these qualifications in another country. Within 
the European Union (EU), registrants must have initial registration with the original country, and 
those wishing to work outside the EU may require a period of supervised practice.  
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Since the 1980s Australia has been a forerunner in developing a competency-based bridging 
program to attempt to meet the rapid expansion in skilled migration numbers and the high failure 
rate of qualifications recognition. The development of competency-based assessment (CBA), in 
the early 1990s, represented “a democratization of skills recognition, in marked contrast to the 
elitism favoured by Australian credentialing systems”.33  
 
The purpose of CBA was to provide assessment and learning opportunities for those applicants 
whose educational programs were not deemed equivalent. Nursing competencies were designed 
to cover all aspects of work including “technical knowledge, work practices, interaction with 
patients and colleagues, and recognition of personal abilities and qualifications”. To pass, 
migrant nurses were required to be examined across five domains: professional/ethical practice, 
reflective practice, enabling, problem framing and solving, and teamwork. (Since 2001 these 
competencies have been expanded to cover 14 areas.)34    
 
However, over time, flexibility introduced into the bridging course process allowed the 
discretionary time period of supervised practice to be reduced resulting in concerns about the 
competency-based assessment. In further revisions of CBA, validated assessment mechanisms 
were developed rather than simply revising the bridging program. Surveys and individual 
interviews conducted after these revisions in the early ‘90s indicated that competency-based 
courses now enjoyed exceptional face validity compared to earlier models, possibly because 
competency-based assessment was perceived as being naturally integrated into daily tasks.35 
 
The Australian CBA program has not been without its difficulties: slower than expected progress 
in developing skills standards, difficulties defining competencies in non-technical occupations, 
and misconceptions about the nature of competencies and about a competency-based system36 
have reduced the effectiveness of its introduction. As well, it has been acknowledged that 
virtually all the traditional barriers to qualifications recognition (e.g., non-equivalency of 
educational programs, individual subject content, currency of overseas qualifications) have 
remained in place. 
 
For applicants from countries noted as NESB (non-English speaking background), a shift from a 
paper to competency-based assessments has enabled many candidates to be accepted to practise 
in Australia.37 It is this demand for skilled workers (particularly fuelled by the world nursing 
shortage) that has catapulted to the forefront creative ways to prepare a workforce for the global 
economy,38 and as Harding (2003) so succinctly wrote in The Globe and Mail, “the increased 
dependence of countries on foreign recruitment of nurses is considered a sign of health system 
failure.”39   
 
Reciprocity of qualifications and perhaps reciprocity of program comparisons based on 
substantive equivalencies could also add to the pool of immigrant registered nurse applicants. 
That is, provinces or countries would have the structures/resources to equate various nursing 
programs from which applicants for licensing would have graduated. This reciprocity process 
could then be augmented by competency-based assessment.  
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With globalization, and within the context of a predicted (and actual) nursing shortage, 
regulatory bodies must ready themselves to meet their public accountability by preparing for 
foreign applicant competence assessment as a requirement for licensure, as opposed to a 
credentialing assessment followed by licensure examination. Regulatory bodies will, therefore, 
be tasked to eliminate unrealistic barriers to meet the demands of global immigration and 
migration of skilled workers wishing to qualify to practise in Canada.  
 
Once such tools are in place to assess competencies, the next area to be clarified will be in 
relation to entry-level graduates. Educational institutions will be required to demonstrate that 
their educational approval standards meet acceptable competence requirements.40  
 
However, in the midst of growing demands upon regulatory bodies to demonstrate flexibility in  
creating and adjusting to the responsibilities with which they are charged, they must also remain 
firm in the promotion and maintenance of processes to screen out unsafe practitioners.    

 
1.5 Competency Frameworks 

 
Advantages to creating and implementing a framework to illustrate a competency set include 
providing: a common definition and more precise language for users; a conceptual chassis for 
educators in universities and professional regulatory bodies upon which to build; and an 
organizing layout to select the appropriate competency areas for a particular role and setting.41 42 
One drawback to any competency framework is the temptation to reduce these frameworks to  
“to do lists” rather than using them as tools for learning and growth, and learning to integrate 
competency tools into strategies for individual and organizational development.43  As 
frameworks are designed, the necessity for the educator and practice environments to collaborate 
on a framework’s development, as the transition from behavioural objective design to 
competency outcomes occurs, cannot be emphasized enough. 
 
There are several competence frameworks that could be considered best practice and that could 
be used by nursing regulatory bodies for competence assessment, as they would be amenable to a 
nursing framework:   
 

• Benner (1984) in her landmark text From Novice to Expert: Excellence and Power in 
Clinical Nursing Practice provided a “descriptive assessment of clinical competence 
wherein the five-level career path (novice to expert) is described as the basis for the 
attainment of additional skills and competencies”. Competence was conceived as the 
process of professional development that may range from beginning to understand and 
apply nursing science, to advanced practice acquired through to experience and formal 
training.44  Benner’s work is useful to describe the level of proficiency expected within 
each of the competencies as defined by a specific population and the amount of 
supervision required. 

 
• Carrie Lenburg developed a comprehensive model to promote the transition from a 

traditional curriculum to one focused on competency outcomes and performance 
assessment (COPA). The COPA model incorporates philosophical, educational and 
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psychometric concepts, faculty and student reorientation, and curriculum and policy 
development, among many aspects. It is applicable to the development of both initial and 
continuing competencies45 and may be useful in the transition from behavioural 
objectives such as described in Benner’s framework.    

 
• The Pew Health Professions Commission, a leader in U.S. health workforce policy, 

recommended 21 competencies for the 21st century. These competencies have been used 
across the health professions (primarily in the United States) to create a framework for, 
among other things, assessment of professional competence. They were designed to  
provide all professional groups with a general guide to the values, skills, and knowledge 
they would require,46 thus delineating in detail the precise attributes a nurse, for example, 
would require in fulfilling a particular assignment/role. This approach to task assignment, 
where nurse attributes are matched to specified competencies, enhances the assignment of 
nurses to the most appropriate roles (matching the right nurse with the right competencies 
and in the right role) and maximizes the use of existing resources. Our current model of  
assigning nurses to roles/responsibilities/tasks does not always differentiate particular 
competencies of nurses, thereby perpetuating the erroneous phrase “a nurse is a nurse is a 
nurse”.  

 
• Dr. George Miller has developed a framework for clinical assessment in medicine that 

could be applied to nursing. The framework has four levels, organized in the shape of a 
pyramid. The first or bottom level is “Knows” indicating that the candidate has the 
necessary knowledge. The second level is “Knows How” referring to knowing how to use 
the information learned. (It is this quality of being functionally adequate for a particular 
duty that Webster defines as competence.) Level three is “Shows How”; indicating the 
candidate’s performance ability. And the final or top level is “Does”; relating to whether 
the candidate can actually function independently in clinical practice47. A wide variety of 
tools and assessment strategies can be designed to reflect and test all four learning levels. 
The “pyramid” forms a hierarchy for assessment at each level and provides direction for 
educators with regard to what and how a competency could be assessed. 

 
• With the development of a Mutual Recognition Agreement (MRA), Canadian regulatory 

bodies have agreed that there is a high degree of commonality in scope of practice, entry- 
level competencies, and initial registration requirements to facilitate the mobility of 
registered nurses across Canada. “Although nursing jurisdictions are at different stages of 
developing continuing competence programs, regulatory bodies are working together to 
achieve a flexible national approach that will contribute to maintaining high standards of 
nursing practice across the country.”48  The Canadian Nurses Association has responded 
by designing a National Coordinated Framework for Continuing Competence Programs 
for Registered Nurses to reflect the differing needs and legislation of the various 
jurisdictions, while also reflecting common values and issues that underlie nursing in 
Canada.49  
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2.0 Analysis of Available Tests/Tools 
 
Simply put, there is currently no standardized tool to measure clinical competence, whether 
initial or continuing, that will meet the rigours of validity, consistency and cost-effectiveness, or 
even to reach agreement on which strategies would be most effective.50 51  As stated by Meretoja 
and Leino-Kilpi, there is a lack of conceptually and methodologically sound research on 
competence and the term is used inconsistently  when applied to nursing practice. To complicate 
issues further, additional confusion occurs between what is meant by the terms competence and 
performance.52 As previously stated competence has been defined by the College as “the ability 
to integrate and apply the knowledge, skills, and judgment required to practise safely and 
ethically in a designated role and practice setting.”  Performance may be defined as “the 
effectiveness of the way somebody does his or her job, or the manner in which something or 
somebody functions, operates, or behaves.”53  Whittaker contends “continuing competency tools 
will have to clearly and precisely measure knowledge, skills and abilities to be psychometrically 
sound and legally defensible,” (differences between competence and performance). Tools that 
are developed will have to be able to clearly compare differing testing systems from one 
another.54 
 
With those limitations in mind, there is an extensive selection of tools and measuring instruments 
available for testing competence. Several of the tools have been developed by medicine for 
students and experienced clinicians, but would be adaptable to other professions as well. Many 
of these instruments, when applied to learning, may be used as formative assessments (in the 
development of the person) or as summative evaluations (at course or program completion), and  
so applicable to the assessment for entry to practice in a profession. The following competency 
instruments represent a sampling of some of the more feasible tools for application to a nursing 
environment. Due to the nature of this paper, only brief explanations and reference points will be 
provided for each. For ease of reading, the instruments have been grouped, taking into account, 
similarity of the tool(s), adaptability to a nursing competence framework, and potential cost to 
implement.  
 
CNA’s National Coordinated Framework for Continuing Competence Programs for  
Registered Nurses provides an excellent overview, including advantages, limitations and 
regulatory considerations, of nine tools currently in use by nursing regulatory bodies  within 
Canada. An analysis of a selection of tools (e.g., self-assessment, peer/colleague feedback, 
continuing education, professional portfolios, certification, paper examinations, OSCE) is also 
provided. The tools, considered as reasonable approaches being taken by various regulatory 
bodies, are rated on a continuum, from tools used for promoting continuing competence to those 
more appropriate for competence assessment.55    
 

2.1 Tools Most Recommended for Nursing Competence Assessment 
   
• The 360-Degree Evaluation Instrument is a process consisting of tools completed by 

multiple people in a candidate’s sphere of practice (e.g., peers, supervisors, students, 
clients, general public). Most 360-degree evaluations use rating scales, with the ratings 
being summarized for all evaluators by topic, and feedback provided to the candidate 
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overall. Challenges ensue with the ability to construct surveys appropriate for use by a 
potentially diverse group of evaluators, arranging data collection, compiling the varied 
data, and confidentially reporting the results.56  A form of the 360-degree evaluation 
format has already been successfully introduced in the annual staff nurse review process 
as a type of assessment tool. While staff have generally professed support and 
confidence with input from their peers, nursing union representatives have stated that it 
is not legal for staff to evaluate their workmates; that evaluation is a supervisory 
responsibility not a peer task. This type of evaluation instrument has significant potential 
as a competence assessment tool, but consideration will need to be given to the 
infrastructure and cost to administer.    

 
• A portfolio is another method of cumulative documentation of lifelong learning. It may 

be used to assist nurses to identify, collect, reflect upon and value their career 
accomplishments and professional development, or to study critical thinking and self-
directed study as in the daily practice of physicians.57  Portfolio assessment can be 
rigorous depending upon the evidence composing the portfolio and the process used for 
documentation. The Dundee Medical School implemented an outcome-based educational 
focus in which students provided evidence of achievement of pre-determined outcomes 
through development of personal portfolios as one of three testing approaches.58 The 
American Nurses Association outlines five components of portfolios: professional 
credentials, licences, certifications, and academic qualifications; peer and colleague 
workplace evaluations; continuing academic education; leadership activities; and 
narrative self-reflection.59   

 
Portfolios are self-directed and can help nurses to develop short and long-term goals, 
identify learning needs, or develop reflection skills. However, they could also be 
considered time consuming, and accurate only to the extent to which a nurse’s skill in 
assessing, articulating, and documenting their learning and professional experiences can 
be recorded. Also, better sampling techniques may be required to discern whether the 
experience samples are actually relevant to the competencies required.60   

 
• Chart-Stimulated Recall (CSR) is a method that combines the methods of chart audit and 

clinician interview. Initially designed for a physician peer review program, it has been 
adapted to assess the clinical competence of practising occupational therapists. Several 
domains of global competence are tested: use of theory, assessment, program planning 
and evaluation, intervention, discharge planning, follow-up, clinical reasoning, and 
professional behaviour. There are also 20 individual items for assessment reflecting the 
knowledge-skill-behaviour paradigm of clinical competence. The tool was found to be 
generic enough to be applicable to other professions, taking approximately one hour for 
the interview and using 6-10 charts for the client review. It focuses primarily on the 
highest “do” aspect of a “know-can-do” hierarchy (similar to Miller’s previously 
referenced) and may prove a useful addition to traditional performance appraisal as a 
means of self or peer assessment.61  Drawbacks might include the cost of training and the 
use of chart reviewers and assessors. 
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• Prior Learning and Assessment Recognition (PLAR) is a systematic process that 
involves the identification, documentation, assessment and recognition of learning (i.e., 
skills, knowledge and values) acquired throughout life (formally and informally), as well 
as through work, life experience, training, independent study, hobbies and other sources.  
Recognition of prior learning can be used toward the requirements of education and 
training programs or occupational and/or professional certification. Methods to assess 
prior learning can include, for example, assessment of educational documents, portfolio 
reviews, examinations, performance observations and skill demonstrations.62  This 
learning and documentation format is used throughout Great Britain and the United 
States, and in Canada it is known as CAPLA (the Canadian Association of Prior 
Learning Assessment). Benefits and drawbacks to the use of PLAR are similar to those 
of portfolios or self-assessment techniques, in that it can be very much self-directed and 
dependent upon the abilities of the nurse to reflect, assess, analyse, document prior 
learning, and identify strategies to correct or strengthen identified educational 
limitations.       

 
• Modular certification, sometimes called “certificate of added qualifications”, is being 

investigated by the American Nurses Credentialing Center. This model of experience 
documentation is based on the concept of lifelong learning, and as nurses need to keep 
up with new developments and maintain their knowledge base(s), additional modules 
can be added to the nurse’s basic certification without having to re-obtain a total re-
certification. Case management and ambulatory care have such modules developed 
already.63  Modular certification has applicability for use by regulatory bodies and 
professional associations, in combination with other types of instruments such as 
portfolios. However, as with most of other tools, the administration, infrastructure, and 
costs associated with this type of instrument might reduce its realistic implementation. 

 
2.2 Recommended Competence Assessment Programs 

 
• The College of Nurses of Ontario’s Quality Assurance Program is composed of three 

parts: Reflective Practice (annual self-assessment); Practice Setting Consultation 
Program (voluntary, self-directed quality improvement consultation process); and a 
Practice Review (randomly selected nurses participating in a written assessment, an 
interview, and remediation if required). The goal of the Program is to assist nurses to 
maintain their competence throughout their careers. A Competency Review Tool has 
also been developed to help direct-practice nurses to assess their knowledge of 
competencies essential for safe, effective and ethical practice.64 The program 
information is well organized and simply explained, making it user-friendly with 
activities that “build” upon and support each other in the pursuit and demonstration of 
competence maintenance.   
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• The Registered Nurses Professional Development Centre (Capital District Health 
Authority, Halifax, Nova Scotia) utilizes a competency-based methodology to achieve its 
performance-based certification. The educational framework combines the work of 
JoAnn Grif-Alspach on competency-based education with the work of Judith Hale on 



performance-based certification. This methodology emphasizes the performance of 
competencies that are central to the role of registered nurses in specialty practice, 
recognizing that knowledge and skill are implicit in performance. Knowledge and skill 
are assessed prior to performance and at multiple points throughout the program. The 
level of proficiency is defined as an advanced beginner, which describes performance in 
relation to the consistent application of knowledge and skill, to predictable client 
situations with minimal guidance. When confronted with rapidly changing situations, the 
RN may require assistance from a preceptor/colleague.65  

• The Competency Assessment Program for community health nurses was developed by 
the Office on Nursing Services: Nursing in First Nations Communities – the First 
Nations and Inuit Health Branch (FNIHB) of Health Canada. This tool has developed 
and produced a multi-stage assessment program for nurses working in First Nations and 
Inuit communities. It is comprised of three parts: Part I — Self-assessment; Part II — 
multiple choice exams; and Part III — Clinical Skills Assessment for Expanded Scope of 
Practice.66 This program is still relatively new and, as such, proof of its effectiveness is 
not yet available. In addition, it has been designed for a very specific nursing population 
base and may not be able to be generalized to the nursing population overall. However, 
the three-part assessment program is complementary to many of the tools that lend 
themselves to assessment of registered nurses — self-assessment, paper-based 
examination, and observation of clinical skills.  

• The Six-Dimension Scale of Nurse Performance (McClosney & McCain) was noted by 
Meretoja and Leino-Kilpi to be the only one of twelve identified competency evaluation 
tools in the developmental stages for psychometric testing, as an instrument that 
withstood repeated use, and tested well for validity and reliability. In order for 
competence assessment to be undertaken satisfactorily, measurement instruments must 
have these properties.67 The scale consists of 52 items grouped into six performance 
subscales of leadership, critical care, teaching/collaboration, planning/evaluation, 
interpersonal relations/communications, and professional development. The scale may 
be used to obtain self-appraisals of performance, employer appraisals of performance, or 
perceived adequacy of nursing school preparation for performance.68  

2.3 Advanced Objective Clinical Competence Assessment Tools   
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• Objective Structured Clinical Examination (OSCE) was used initially, and most 
extensively, by medicine, but recently this format has been adapted to other professions 
such as dental hygiene69 and nursing.70 It is usually formatted as 12 to 20 separate 
standardized patient (SP) encounter stations, each station lasting 10 to 15 minutes.  
OSCE’s are very useful to measure specific clinical skills and abilities,71 and can be used 
as one component of a competence assessment. OSCE is beneficial in situations in which 
there are no guarantees that in real work situations the learner will encounter all the 
necessary cases to ensure minimal competence.72 OSCE’s are objective, as the examiners 
use a standardized checklist of expected clinical behaviours; every candidate has the 
same problems and is asked to perform the same tasks. It can accurately reflect real-life 



tasks and situations of nurses. However, the cost for development and administration of 
this instrument is significant: standardized or simulated patients and examiners must be 
trained, and there is a constant need for new testing scenarios as to students most likely 
share their experiences post-testing. OSCE has a viable future for nursing as one aspect 
of nursing competence assessment, but it is not designed to measure all domains of a 
candidate’s practice.    

 
• Behaviourally Anchored Rating Scales (BARS) represents a behavioural approach to 

measurement of performance, through a series of scales designed to describe levels of 
performance along a pre-determined scale. Critical, job-related behaviours and activities 
are identified and the candidate is then apprised of the performance of these activities. 
Primarily designed for physician evaluation, an example might be a scale that delineates 
the practice behaviours associated with the care of a patient with leg pain — from the 
worst level of performance to the best, with approximate levels in between. While the 
format and design of such an approach might be applicable to nursing, the design of this 
particular type of tool would be an enormous undertaking for resources, infrastructure, 
and cost; approximating the steps required to design clinical practice guidelines.73  

 
• Simulators and models are used for the assessment of clinical performance of students in 

an artificial environment, rather than potentially injuring a “real” patient. This method is 
a useful instructional methodology for assessment to determine if the learner has met 
minimum safety standards prior to being allowed to practise in a real setting, in that the 
learner can receive instant feedback and correct mistakes promptly. Mannequins, paper 
and pencil branching problems, virtual reality simulations, and standardized patients are 
all effective types of tools for simulations.74 However, in terms of limitations, the learner 
might solve the problem in an unorthodox but satisfactory manner for which the 
simulator has not accounted, or conversely the candidate is able to problem-solve an 
isolated task presented, but if that task were a part of a series of connected problems (as 
is usual in “real” life), the candidate might fail. There is apparently no good evidence 
that competence with a simulator will necessarily reflect competence in a clinical 
environment, and questions remain regarding validity, reproducibility and consistency.75   

 
2.4 Other tools available for competence assessment 

 
• Challenged self-assessment (i.e., self-directed) may be an improvement on self-reflection 

as it involves professionals assessing their performance against suitable criteria and then 
discussing their interpretation with a ‘critical friend’.76 However, it is still open to 
significant personal interpretation based upon the degree of depth of personal self-
reflection in which a practitioner engages or the person who is selected as the “critical 
friend” (e.g., more friend than dispassionate colleague). To minimize the potential for 
self-delusion, behaviours should be focused and reported upon based on standards of 
practice and patient outcomes, rather than just impressions of the practitioner’s skills and 
abilities. Unfortunately, self-assessment involving peers is often seen only in its most 
negative stance — as a form of discipline rather than constructive practice improvement.        
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• Competency-based education (CBE) was defined in 1982 as “an educational system that 
emphasizes the specification, learning and demonstration of those competencies that are 
of central importance to a given task, activity or career.” In CBE, emphasis is on whether 
the learner can do what her/his daily job requires rather than on what the learner knows. 
It is not that knowledge is unimportant, but rather that knowledge, skills or attitudes 
alone are not sufficient evidence of competence. Demonstration of knowledge is not 
necessarily equated with demonstration of competence. Learners must be able to 
demonstrate that they can do the particular task or skill, not just relate their knowledge of 
the topic.77 CBE may have some application for use by nursing regulatory bodies, but 
caution should be exercised so that the use of such a format does not overtake the 
required emphasis upon the necessary learning and knowledge that underpins the ability 
to perform a specific skill. 

 
• Continuing education (CE) may be voluntary or mandatory wherein a certain number of 

hours of learning activities are acquired, usually within a set time period, but there is no 
guarantee of accompanying continued competence. For example, continuing education 
may take the form of classroom or web-based learning, journal article review, or 
application of active practice hours.  

 
Voluntary continuing education is one of the ways in which registered nurses can 
maintain and acquire competence as it is recognized that there is no initial program of 
study that can provide all knowledge and skills that they will need during their careers. 
CE is one of the formats by which re-certification is approved through the Canadian 
Nurses Association’s Certification Program. By making CE mandatory, the onus is left to 
the practitioner to demonstrate that the required number of pre-specified credits has been 
attained. Although it is still in use, from a medical perspective, continuing medical 
education (CME) has been found to be “relatively ineffective at leading to improvements 
in practitioner performance”.78 For nursing, drawbacks of this strategy include the fact 
that the availability of suitable (quality) and sufficient (quantity) of CE offerings might 
depend on where a nurse lives or works, or if the most applicable CE is even selected by 
the nurse.  

 
• The Royal College of Physicians and Surgeons of Canada designed the Maintenance of 

Competence Program (MOCOMP). The purpose of this continuing education program is 
to help specialists manage their continuing education themselves. A credit system is used 
to facilitate recognition of continuing medical education opportunities and to self-
motivate physicians to do so.79  However, as indicated previously in this paper, there is 
still no definitive research that continuing education leads to or reinforces continuing 
competence. For nursing or other professional regulatory bodies to implement this 
program would require a considerable financial investment in order to establish, monitor, 
and track the “credits”, plus to vet and level or assign a value to all educational/learning 
offerings that the candidate claims to have completed. Also, would there be a 
determination that the educational offering or learning opportunity has made a positive 
difference in the candidate’s practice (i.e., patient care outcomes)? 
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• Maintenance and Enhancement of Professional Performance (MEPP) is a Canadian 
designed assessment program focusing on doctors for whom there has been a concern 
raised through, among others, self-reporting, patient complaints to licensing authorities, 
or peer review. The model monitors and evaluates a given doctor’s performance and 
links it to a feedback process. While designed in 1994/96, this program is still in the pilot 
stage. In Step1, doctors would be regularly monitored in cycles of one to five years, by, 
among other approaches, peer assessment ratings. Step 2 would evaluate doctors 
identified as being at “some to moderate risk” during monitoring in Step 1, and would 
include audits of procedures and structured interviews. The final step would focus on 
deficient competence, resource use, inappropriate behaviour and/or fitness for practice.80  
While the concept of this type of assessment program could probably be adapted to a 
nursing environment, the cost and infrastructure to support its undertaking could be 
prohibitive, not to mention ensuring its ongoing reliable and valid implementation.  

 
• The College of Physicians and Surgeons of Nova Scotia has developed the Nova Scotia 

Physician Achievement Review (NSPAR). This is a physician achievement review pilot 
effort to study the feasibility and acceptability of a new approach to medical peer review 
within the province. The NSPAR questionnaires cover 13 attributes of physician 
performance, including insights of patients, co-workers and colleagues.81 

 
 
3.0 Recommendations for Competence Assessment for Specific Cohorts 
 
Since methods of assessment and evaluation are so varied, both in complexity of the tools and 
necessary processes for their administration, and the fact that there is no single tool that can meet 
all types of competence assessment needs, a suggested approach to this dilemma could be 
triangulation. Triangulation uses multiple data sources to create a better representation of the 
area being studied.82 In other words, a mix or variety of competence assessment tools and 
strategies would be employed for professionals to be able to take a more proactive stance in their 
professional development efforts rather than just following the minimum (e.g., self-assessment 
only). Critical to the effective use of triangulation is that the data recorded, via the tools selected, 
must be focused not merely cumulative in nature; in other words the quality of career 
experiences, educational undertakings and certifications/licences earned,83 not merely anecdotal 
information. A possible combination of testing resources, as suggested by Epstein & Hundert 
(2002), 84 could be the use of three commonly used assessment methods: 1) subjective 
assessments by supervisors, 2) multiple-choice exams, and 3) standardized patient assessments 
of physical exams, and technical and communication skills. These three types of tools could be 
practically translated into paper-based, multiple-choice, written examinations, standardized 
clinical assessments, and supervisory evaluations.  
 
Therefore, based on the literature review of available competence assessment and evaluation 
tools and instruments, the following recommendations are suggested for incorporating a 
triangulation approach for the following cohorts: 
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3.1 International nursing graduates 
 

The use of the Australian designed CBA (competency-based assessment) reflects a shift away 
from the historical assessment review of “paper” qualifications, wherein it was difficult to assess 
and compare the scope, intensity and duration of the applicant’s course(s) of study or training. 
Mutual recognition (equivalencies) of educational offerings with countries such as England, 
Scotland, the United States, New Zealand, Wales, and other European Union countries could 
also reduce the workload of regulatory bodies. Additionally, a competence-based rather than a 
written paper-based test could reduce the further barriers of language and cross-cultural issues. 
This competency-based assessment could be combined with specifically designed NESB (non-
English speaking background) tools to assist those candidates who might not have an adequate 
command of the English language to upgrade their language skills.85  Professional portfolios and 
CBE (competency-based education) would also be recommended to complete a triangulation 
approach to competence assessment for international candidates. 
 

3.2 Nurses with performance/disciplinary concerns  
 
A triangulation methodology recommended for nurses, requiring competence assessment for 
performance issues, could follow the College of Nurses of Ontario’s 3-part clinically-based 
Quality Assurance Program, in which nurses are required to participate in a practice review that 
is specific and mandatory rather than random. Challenged self-assessments or 360-degree 
evaluations may be of value if the nurses are genuine about improving and correcting their 
limitations/errors. The third element could be the administration of a CSR (Chart Stimulated 
Recall) process. 
 

3.3 Nurses re-entering the profession 
 

This paper recommends the use of a personal documentation tool such as a professional portfolio 
or modular certification to document the applicant nurse’s past career experience, academic 
credentials and continuing education opportunities. Limitations to the benefits of these types of 
instruments might prevail if the nurse has not kept them updated over the course of her/his career 
or is not comfortable or skilled in knowing how and/or what to document. Additionally, a 
curriculum vita could be an asset. The nurse applicant could then be required to demonstrate an 
acceptable knowledge base and skill set(s) through a written examination, successful completion 
of an approved refresher/re-entry course and/or pre-designed OSCE’s (Objective Structured 
Clinical Examinations) or BARS (Behaviourally Anchored Rating Scales) similar to clinical 
practice guidelines for particular topics.    

 
3.4 Beginning and experienced practitioners  

 
Beginning practitioners could benefit from the completion of the Building Your Profile self-
assessment tool developed by the College. It would be especially helpful if novice nurses engage 
in documentation collection with this tool at the beginning of their practice, in essence preparing 
and updating a professional portfolio of their practice and creating a résumé.  
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Experienced nurses could also use profile building and professional portfolios, augmented with 
CBE’s (competency-based education sessions) or modular certifications, as available.  
 
For both novice and experienced practitioners, the Registered Nurses Professional Development 
Centre’s competency-based methodology, the College of Nurses of Ontario’s Quality Assurance 
Program, or the yet untested competency assessment program developed by the Canadian First 
Nations communities would all provide a well-rounded approach for continuing competence 
assessment, incorporating self-assessment, written components, and visual observations of 
practice.  
   

3.5 Nurse Practitioners and Specialists 
 
Recommendations for these advanced practitioners would include a triangulation of tools and 
instruments at more refined and challenging levels. In addition to portfolios and self-
assessments, the OSCE’s, simulators, or BARS would be suitable as clinically objective 
instruments. However the creation, implementation and maintenance of these tools (as stated 
earlier in this paper) could be cost prohibitive. Chart Simulated Recall (CSR), combining a chart 
review and a clinician interview format, could also be very applicable. A paper-based instrument, 
such as the core competency nurse practitioner examination currently being prepared by the 
Canadian Nurses Association, with input and direction from all the provinces and territories, 
would also be an appropriate competence-testing tool.  
 
 
Summary and Conclusions  
 
The nursing profession, with the largest number of potential participating candidates for a 
competence testing program, obviously has a significant and vested interest in such a process, 
and represents one of the major stakeholders in the search for, and creation, implementation and 
evaluation of applicable tools. Since virtually all the health professions have indicated both 
interest and beginning work in this area, it is really a golden opportunity to capitalize on 
increased collaboration and a sharing of expertise in measurement and documentation — both 
the successful and unsuccessful ventures. A major difficulty in this effort, however, as noted 
throughout the literature review, is the almost impossible probability of developing a single, all-
encompassing competence assessment tool.   
 
Another significant component of competence assessment is agreement among nurses within 
both the practice setting and the profession as to what competencies reflect the profession. What 
is the best evidence to support competence assessment determination? Are determined indicators 
adequately descriptive and able to measure nursing competence? Is there agreement/consensus 
on assessment approaches or tools to be used? Consequently, until assessment and evaluation 
techniques are more sophisticated, a menu or triangulation of tools should be designed for the 
testing of particular competence assessments. 
 
There are significant barriers to protecting the concept of continuing competence within the 
confines of every health profession, including: the need for agreement and use of shared 
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definitions (e.g., competence, competencies, competence assessment, level of competence); the 
evolution of the role of professional/regulatory bodies; a lack of understanding of the 
mechanisms by which continuing competence can be achieved (would the public be surprised 
that professionals can renew their licences without direct demonstration of ongoing competence); 
fear and resistance on the part of the professions; balancing of public protection versus a licensed 
professional’s property; and cost and benefits of continued competence. Competence is 
ultimately the responsibility of an individual. Licensure bodies have a legal mandate to ensure 
professional competence, but rarely the resources to do so. However, licensing bodies in Canada 
have demonstrated a commitment to the concept of continuing competence through the 
introduction and ongoing enhancements of related programs and services. In the development of 
competence assessment tools, professional associations and certification organizations should 
work with licensure/regulatory agencies, ensuring there is separation of continuing competence 
from discipline.86  
 
“The nursing profession is struggling with increasing urgency to change its culture by creating 
and implementing the level of professional practice required by consumers, policy-makers, 
employers, and other stakeholders. Documented competence is becoming essential — not 
optional — and is likely to become mandatory in the near future for initial and continuing 
licensure and certification, and perhaps even employment.” 87  
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Glossary of Terms 
 
Certification: a voluntary and periodic process (re-certification) by which an organized 

professional body confirms that a registered nurse has demonstrated competence 
in a nursing specialty by having met predetermined standards of that specialty. 
Re-certification is interpreted as the renewal of certification. (Canadian Nurses 
Association, 2000, CNA Certification Program).     

 
Competent: (in relation to a registered nurse): be able to integrate and apply knowledge, skills, 

and judgment required to practise safely and ethically in a designated role and 
practice setting (Registered Nurses Regulations, 2001). 

 
Competence assessment: a program approved by Council (CRNNS), including but not limited to 

such methods as interviewing, verification of documents, observation, reflective 
practice, self-assessments, and testing, and such tools as chart audits, self-
assessments, written tests, or live demonstrations of competencies, to assess 
competencies (Registered Nurses Regulations, 2001). 

 
Continuing competence: the ongoing ability of a registered nurse to integrate and apply the 

knowledge, skills, judgment and personal attributes required to practise safely and 
ethically in a designated role and setting (Registered Nurses Regulations, 2001). 

 
Credentialing: a process used to assign specific clinical responsibilities (scope of practice) to 

health professionals on the basis of their training, qualifications, experience and 
current practice within an organization context (Ministry of Health, New Zealand, 
2001. Towards Clinical Excellence: A Framework for Credentialing. 
www.moh.govt.nz).   

 
Generalist: a person competent in several fields or activities (Oxford Dictionary. 1995, 9th ed.  

Thompson, D. Ed. Oxford: Claredon Press, 564). 
 
Incompetence:  the display of a lack of knowledge, skill or judgment in a respondent’s (registered 

nurse) care of a client or delivery of nursing services that, having regards in all 
circumstances, rendered the respondent unsafe to practise nursing at a time of 
such care of the client or delivery of nursing services or that renders the 
respondent unsafe to continue in the practice of nursing without remedial 
assistance (Registered Nurses Act, 2001). 

 
Initial competence: an initial assessment of competence of specific tasks, responsibilities which a 

new employee or novice professional must be able to demonstrate before 
assuming responsibility for patient care, based on a set of competencies pre-
defined by the employer. 
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Performance:  the effectiveness of the way somebody does his or her job, or the manner in which 
something or somebody functions, operates, or behaves  
(www.encarta.msn.com/dictionary_/performance.html, retrieved 260204). 

   
Self-regulation: the relative autonomy by which a profession is practised within the context of 

public accountability to serve and protect the public interest. The rationale for 
self-regulation is the recognition that the profession is best able to determine what 
can be practised, how it is to be practised, and who can practise, as long as the 
public is well served. 
 

Specialist: a person who is trained in a particular branch of a profession (Oxford Dictionary. 
1995, 9th ed.  Thompson, D. Ed. Oxford: Claredon Press, 1335. 
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