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Abstract
Background/objective: Nurse managers have an important impact on nurses’ competence. However, research on managers’
and nurses’ competence assessments using the same criteria is scarce. For quality care it is important that these assessments
align. This study compared nurses’ and their managers’ competence assessments.

Methods: A cross-sectional, descriptive, comparative correlation design was applied. Participants were 1656 manager-nurse
pairs conducting self-assessments and manager assessments respectively in a university hospital in Finland. The Nurse Com-
petence Scale which measures nurses’ generic level professional competence was used to collect the data. Means, range,
frequencies, and standard deviations, and Mixed Models with Repeated Measures were used in data analysis.

Results: Both managers and nurses assessed the competence level as good, but managers assessed the level significantly higher
than nurses themselves. However, the overall competence profiles between the groups aligned. Higher competence level and
smaller Visual Analogy Scale (VAS) score differences between the groups were related to individualized patient care, and
ethically committed and flexible action in care situations. Lower competence level and bigger VAS score differences between
groups concerned consultation, guiding, and evaluation activities within care team, developmental tasks, and use of research
knowledge.

Conclusions: Although the difference between managers’ and nurses’ competence assessments was significant in favour of
managers, there is a strong congruence between the groups concerning core tasks of nursing. Competences with low scores,
differences between groups, management’s support, and factors influencing competence need further research for planning
interventions to enhance competence development. Use of multiple assessment methods is recommended to add validity and
reliability of the measurements.
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1 Introduction

Nurses’ professional competence, henceforth referred as
competence, is defined as expected levels of knowledge, at-
titudes, skills, and values of the nurse.[1] It is regarded as

a key element in providing high quality and safe nursing
care.[2] Due to the issues related to quality care and pa-
tient safety, added with the global shortage of profession-
ally qualified nurses, interest in nurses’ competence has in-
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creased.[3–5] Consequently, assessment of competence is
important in targeting available competence resources in
an optimal way.[3] It is also important that nurses’ and
their managers’ competence assessments are realistic and
aligned. In this way provision of relevant and adequate in-
terventions to promote competence and rational use of nurse
work force become possible.

Nurse managers have an important impact either on enhanc-
ing or impeding nurses’ competence.[3–6] Positive manager-
nurse relationships,[3] and managers providing support and
empowering work environments to their nurses are strongly
associated with nurses’ self-assessed skills to deliver high
quality care,[5] whereas unjustified management behaviour
decreases nurses’ work motivation.[3] Managers also need
to recognize their own resources and shortcomings.[7] They
should be aware of their accountability in assessing the clin-
ical competence of others. For example, recognizing an in-
competent practitioner is the responsibility of the manager,
and failing to recognize competence where it exists has an
adverse impact on nurses’ work motivation.[8]

A common and popular way to measure nurses’ compe-
tence has been based on various self-assessment scales.[9–15]

However, recent research focusing on managers’ assess-
ments of their subordinate nurses’ competence using the
same assessment criteria with the nurses has been fairly
scarce. In Meretoja & Leino-Kilpi study[16] managers
assessed the overall level of nurses’ competence signifi-
cantly higher than nurses themselves. However, the over-
all competence profiles of both groups were aligned. In
Bahreini et al. study[17] managers’ assessments of their
nurses’ competence were significantly lower than nurses’
self-assessments, although the competence profiles were
mainly in line. In earlier studies nurse’s self-assessed com-
petence has varied according to nurses’ age and work ex-
perience, education, personal characteristics, clinical con-
text, organization, and care climate and culture.[13, 15, 18–21]

There are also differences in managers’ competence.[22] Ef-
fective and competent managers have an essential impact on
nurses’ overall work performance and motivation to provide
care.[23, 24]

Regarding the pivotal impact of managers in influencing
nurses’ competence, it would be important to know whether
there are differences between managers’ and nurses’ assess-
ments, what areas of competence they concern, and whether
the assessments support each other.

Purpose and research question

The purpose of this study was to compare nurse man-
agers’ assessments of their subordinate nurses’ competence
with nurses’ self-assessments, thus providing knowledge of
strengths and limitations in competence for development of
relevant interventions to maintain and enhance nurses’ com-
petence. Answers were sought to the following research

question: Is there congruence between nurse managers’ and
nurses’ competence assessments in terms of quality and fre-
quency of action?

2 Methods

2.1 Research design, setting and sample

This study applied a cross-sectional, descriptive, compar-
ative correlation design. The study setting was a major
university hospital in Finland providing health services for
about 1.5 million population in its area. A purposive sam-
ple of nurses (n = 2699) and their managers representing
all clinical fields in the hospital were recruited on a vol-
untary basis. In this study the nurse refers to a registered
nurse with a Finnish professional body and the nurse man-
ager to a nurse’s most immediate superior. Nurses, who had
the minimum work experience of three months or minimum
of six months to their retirement met the inclusion criteria.
Participants were informed about the aim of the study, im-
plementation of the assessment procedure, and the Nurse
Competence Scale.[10]

2.2 Instrument

The NCS (Nurse Competence Scale) instrument used in
this study was developed to measure nurses’ competence
in terms of quality and frequency of action.[1] The instru-
ment comprises seven competence categories and seventy
three items: Helping role (7 items), Teaching-coaching (16
items), Diagnostic functions (7 items), Managing situations
(8 items), Therapeutic interventions (10 items), Ensuring
quality (6 items), and Work role (19 items). The instru-
ment is based on Benner’s[25] and Benner’s et al.[26] work,
in which nurse’s career development is described as a se-
quence from the novice to the expert level. The instrument’s
psychometric properties have been scientifically tested to
measure nurse competence at generic level in different clin-
ical settings and phases of work experience. Cronbach’s al-
pha values for internal consistency have ranged from .72- to
.96.[10, 14, 15, 17–21, 27–29] In each item of the NCS, nurses as-
sess both the quality and frequency of action. To assess the
quality of action nurses use Visual Analogy Scale (VAS)
from 0-100. VAS points from 0 to 25 indicate low quality,
points >25 to 50 rather good quality, >50 to 75 good qual-
ity, and >75 to 100 points very good quality of action. To
assess the frequency of action nurses use a four-point Likert
scale (0 = not applicable, 1 = very seldom, 2 = occasion-
ally, 3 = very often). Clinical field, age, education in health
care, length of work experience in health care, length of
work experience in current work unit, and employment sta-
tus were the demographic variables measured in this study.
Permission to use instrument was obtained from the copy-
right holder.
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2.3 Data collection

Data collection took place between January 2007 and Oc-
tober 2008 and it was carried out electronically. The prin-
cipal investigator (RM), who was responsible for the data
collection in the hospital appointed seven research coordi-
nators representing all clinical fields (medical, operative,
paediatric, obstetric and psychiatric), who carried out the
data collection from nurses and managers in their own spe-
cialty areas. The data were collected as a part of the hos-
pital’s annual manager review policy program. However,
completing NCS instrument was fully voluntary. There-
fore the use of randomized sampling was waived. Com-
pleting the questionnaire was regarded as a consent to par-
ticipate. Nurses and managers in a total of 125 units were
informed of the review procedure in about 100 briefing ses-
sions. Moreover, the cover letter, separate to managers and
nurses, and attached to the NCS questionnaire, informed the
participants about the aim of the study, how to complete the
questionnaire, and ethical issues concerning the study. Prior
to data collection nurses and managers were informed that
each nurse-manager pair will have an access to each other’s
assessments for the purpose of using the findings in man-
ager review discussions. The participants completed and re-
turned the questionnaire online to the research coordinators
who distributed them to the managers, who saved the data in
a locked cabinet in their ward unit. For researchers the data
were anonymized after the permission to conduct the study.

2.4 Data analysis

NCSS 9 software was used to analyse the data. Frequen-
cies, means, range, and standard deviations were used to
summarize the data. An individual competence VAS score
of a nurse was calculated as a mean value of average com-
petencies assessed for the seven categories. Mixed Models
with Repeated Measures was used to estimate the signifi-
cance of differences between managers’ and nurses’ assess-
ment means. Correlation between managers’ and nurses’
assessments was calculated using Pearson’s correlation co-
efficient.

2.5 Ethical considerations

The hospital administration granted the approval to carry out
the study. Separate ethical approval was not needed, be-
cause the target group did not involve patients. Managers
and nurses were informed about the purpose of the study as
well as researchers’ commitment to research ethics through-
out the research process. From the ethical viewpoint partic-
ular attention was paid to confidentiality of the participants.
However, because the purpose of the study was to provide
knowledge for manager reviews, an individual nurse’s re-
sponse was known to her/his manager and the manager’s
assessment to the corresponding nurse. This knowledge was
kept confidential. Otherwise access to the data was limited
only to the researchers and it was anonymized for the pur-
poses of this study. Participation in the study was fully vol-

untary and completing the questionnaire was regarded as a
consent to participate.[30, 31]

3 Results
3.1 Sample

A purposive sample of registered nurses (n = 2699) was
recruited for the study. Nurses completed 2083 self-
assessments. Corresponding manager assessments were
traced yielding to a total of 1656 matched nurse-manager
pairs covering 125 work units and all clinical fields. The ma-
jority of responding nurses were women (n = 1517; 93.0%).
The biggest age group of nurses was 30-49 years old (n =
994; 60.8%), followed by age groups 20-29 years (n = 343;
21.0%) and >50 years (n = 297; 18.2%). Nurses work ex-
perience in health care ranged from <1 to 3 years (n =254;
15.6%), from 4 to 15 years (n = 733; 44.8%) to > 15 years
(n= 647; 39.6%), and in their current work unit from <1 to 3
years (n =693; 40.4%), from 4 to 15 years (n = 653; 40.0%)
to > 15 years (n= 288; 17.6%). Neither age nor work ex-
perience were provided by 1.3% (n = 22) of nurses. The
majority of the nurses (n = 1328; 81.1%) worked as a staff
nurse on a permanent status, 304 (18.6%) on a temporary
status. The rest (n = 24; 1.4%) did not report their work sta-
tus. Nurses had either a college level (n = 931; 56.2%) or
polytechnic level (n =719; 43.4%) educational background
in health care. Six nurses (0.4%) had a university level Mas-
ter’s degree education in nursing science. Because the focus
of the study was on assessing only nurses’ competence, de-
tailed demographic data was not collected from the man-
agers.

3.2 Congruence between managers’ and nurses’
competence assessments

At category level the assessments showed statistically sig-
nificant differences between the groups throughout the NCS
measurement including both in quality and frequency of ac-
tion. All p-values were p < .001 (see Table 1). Nurse man-
agers assessed their nurses’ competence (VAS score means)
to a higher level than nurses themselves. Managers’ overall
mean in quality of action was 70.6 and nurses’ mean was
60.6 VAS score points. In managers’ and nurses’ overall
competence assessments the average mean difference be-
tween the groups was 10.2 VAS score points. In frequency
of action the mean difference between the groups was 0.3
VAS score points. In all other categories except helping role,
managers’ assessment in frequency of action was higher
than nurses.

Correlation between managers’ and nurses’ assessments in
quality of action were mainly weak ranging from .156 to
.278 in all categories except Work role category in which the
correlation was moderate (r = .324). However, managers’
and nurses’ assessments were mainly in line with each other
(see Figure 1).
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Table 1: Managers’ and nurses’ category level VAS means, SD and Mixed Models with Repeated Measures of quality
and frequency of action

 

 

Category 
Managers 
n = 1656 

 
Nurses 
n = 1656 

 
Mixed Models with 
Repeated Measures  

VAS mean 
difference 

A. Quality of action   Mean **SD Mean †SD F-value p-value 

1. Helping role 76.3 17.2 69.6 19.4 133.8 < .001* 6.8  

2. Teaching/Coaching 70.0 19.1 60.8 21.2 239.7 < .001* 9.2 

3. Diagnostic functions 72.4 20.0 60.8 21.8 224.6 < .001* 11.6  

4. Managing  situations 73.1 19.8 63.1 21.6 256.5 < .001* 10.1 

5. Therapeutic 
Interventions 

66.3 20.2 54.3 22.2 354.8 < .001* 11.9  

6. Ensuring quality 65.2 21.2 55.2 23.0 212.6 < .001* 10.0  

7. Work role 70.9 16.3 58.6 20.8 525.4 < .001* 12.3 

All categories 70.6 16.9 60.6 19.3 330.4 < .001* 10.2 

B. Frequency of action  Mean SD Mean SD F-value p-value 
Frequency of 
action mean 
difference   

1. Helping role 2.7 0.3 2.8 0.4 304.9 < .001* 0.2 

2. Teaching/Coaching 2.4 0.5 2.1 0.5 350.7 < .001* 0.3 

3. Diagnostic functions 2.4 0.5 2.2 0.5 302.0 < .001* 0.3 

4. Managing  situations 2.4 0.5 2.1 0.5 344.8 < .001* 0.3 

5. Therapeutic 
Interventions 

2.3 0.5 2.0 0.5 413.5 < .001* 0.3 

6. Ensuring quality 2.2 0.5 1.9 0.5 276.7 < .001* 0.3 

7. Work role 2.4 0.4 2.1 0.4 573.1 < .001* 0.3 

All categories 2.4 0.4 2.1 0.4 533.8 < .001* 0.3 

*Significance level p ≤.05; ** SD = Standard deviation 

Figure 1: Managers’ and nurses’ competence assessments
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The ten biggest VAS score differences in single items be-
tween managers and nurses concerned consultation, coach-
ing, guiding, mentoring, and evaluation activities within
care team. Bigger differences were also related to develop-
mental tasks, use of research knowledge or making propos-

als for new research. The biggest difference in VAS scores
was 23.0 points in item “Providing expertise for the care
team”. Half of the items with bigger differences belonged
to the Work role category (see Table 2).

Table 2: Comparison of managers’ and nurses’ greatest VAS means Mixed Models with Repeated Measures of quality of
action

 

 

Item (Gategory)  
Managers 
n = 1656 

Nurses 
n = 1656 

Mixed Models with 
Repeated Measures 

VAS mean
difference

(1. Helping role 
2. Teaching/coaching  
3. Diagnostic functions 
4. Managing situations 
5. Therapeutic interventions 
6. Ensuring quality 
7. Work role)  

Mean **SD Mean †SD F-value p-value 

1. Providing expertise for the care 
team (7) 

70.3 30.2 47.3 36.3 554.0 < .001* 23.0 

2. Making proposals concerning 
further development and research (6) 

58.6 28.5 35.7 30.6 650.7 < .001* 22.9 

3. Providing consultation  for the care 
team (5) 

68.9 29.0 46.6 34.3 566.6 < .001* 22.3 

4. Orchestrating the whole situation 
when needed (7) 

68.1 31.3 47.9 36.7 454.2 < .001* 20.2 

5. Coaching other team members in 
mastering rapidly changing situations 
(4) 

68.1 29.4 48.6 32.5 414.1 < .001* 1.6 

6. Guiding staff members to duties 
corresponding to their skill levels (7) 

63.5 30.8 44.1 34.6 373.0 < .001* 19.5 

7. Mentoring novices and advanced 
beginners (2) 

67.1 31.4 50.7 35.7 378.7 < .001* 16.7 

8. Evaluating patient education 
outcome with care team (2) 

66.1 29.9 50.0 32.5 268.7 < .001* 16.1 

9. Incorporating new knowledge to 
provide optimal care (7) 

63.4 27.9 47.7 30.4 306.2 < .001* 15.7 

10. Developing work environment (7) 63.2 28.7 47.5 30.4 314.8 < .001* 15.7 

Significance level p ≤ .05; ** SD = Standard deviation 

The ten smallest VAS score differences in single items be-
tween the groups concerned activities related to immediate
patient care and patients’ needs, taking into account the sit-
uational factors in the care context as well as adhering to
ethical values in decision-making. There was also little dif-
ference in managers’ and nurses’ assessments concerning
supporting student nurses, utilizing information technology
as well as acting responsibly in using financial resources and
taking care of care equipment. The smallest difference was
2.0 points in item “Decision-making guided by ethical val-
ues”. In items with small differences none of the compe-
tence categories dominated (see Table 3).

The level of competence was generally higher in items in
which VAS scores differences between groups were smaller

and lower in items in which the VAS score differences be-
tween groups were bigger. Similar tendency applied to stan-
dard deviations as well.

4 Discussion
4.1 Discussion of the findings

This study compared nurse managers’ assessments and their
subordinate nurses’ self-assessments of nurses’ professional
competence using the Nurse Competence Scale. The over-
all level of nurse competence was good assessed by nurses
themselves and their managers. However, managers as-
sessed nurses’ competence to a higher level than nurses
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themselves. This is in accordance with an earlier smaller
scale Finnish study.[16] In a recent study conducted in Iran
nurses assessed themselves more competent than their head
nurses throughout the NCS measurement.[17] However, cul-
tural and educational differences in health care systems be-
tween countries, management styles,[4, 6, 23, 32] work environ-

ments, and work climates[33] are factors which influence
competence assessments and thus questions the relevance
of direct comparability of findings between studies and war-
rants further research of factors which are related to compe-
tence.

Table 3: Comparison of managers’ and nurses’ smallest VAS means
 

 

Item (Gategory) 
Managers 
n = 1656 

 
Nurses 
n = 1656 

 
Mixed Models With 
Repeated Measures 

VAS Mean 
difference 

(1. Helping role  
2. Teaching/coaching  
3. Diagnostic functions  
4. Managing situations  
5. Therapeutic interventions  
6. Ensuring quality  
7. Work role) 

Mean †SD Mean  **SD F-value p-value 

1.Decision-making guided by 
ethical values (1) 

84.6 18.7 82.6 21.4 8.9 .003* 2.0 

2. Supporting student nurses 
in attaining goals (2) 

72.0 30.3 69.3 30.4 11.3 .001* 2.7 

3. Analysing patient’s 
well-being from many 
perspectives (3) 

82.5 20.6 79.7 22.0 16.8 < .001* 2.8 

4. Providing individualised 
patient education (2) 

82.7 21.1 79.7 24.3 16.2 < .001* 3.0 

5. Planning own activities 
flexibly according to clinical 
situation (5) 

83.8 16.6 80.6 20.8 27.6 < .001* 3.2 

6. Making decisions 
concerning patient care taking 
the particular situation into 
account (5) 

83.0 20.3 79.5 23.1 25.6 < .001* 3.5 

7. Acting responsibly in terms 
of limited financial resources 
(7) 

59.8 30.9 55.7 31.7 16.7 < .001* 4.1 

8. Utilising information 
technology in my work (7) 

78.9 19.9 74.7 25.8 30.4 < .001* 4.2 

9. Prioritising my activities 
flexibly according to changing 
situations (4) 

83.7 17.3 79.2 21.2 55.2 < .001* 4.5 

10. Keeping nursing care 
equipment in good condition 
(4) 

64.9 31.8 60.3 31.5 23.9 < .001* 4.6 

Significance level p ≤.05; **SD = Standard deviation 

 

There is no justified reason why managers’ assessments of
nurses’ competence level should be higher than nurses’ self-
assessments. It is possible that managers and nurses had dif-
ferent views concerning the required level of competence,
against which they assessed the competence, in this case
managers setting the level lower than what nurses demanded
of themselves. Managers’ higher assessments may also im-

ply that they want to show appreciation and support to their
nurses to maintain quality care and healthy work environ-
ment for the benefit of the patients, nurses, organization, and
themselves. Good managers develop positive relationship
with their nurses based on trust and respect, set clear ex-
pectations for performance, provide feedback, set goals and
provide adequate resources, and are empowering.[34] Man-
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agers’ position as the representative of both the organization
and staff nurses may put managers in a situation in which it
is in managers’ interest to maintain a positive and competent
image of their unit both to their nurses as well as to their own
superiors. Furthermore, since managers carry out assess-
ment reviews of their subordinate nurses, it is very likely
that they have more experience in assessing nurses’ profes-
sional competence than nurses assessing only themselves.
It is also worth noting that correlations between managers’
and nurses’ assessments were mainly weak. This means
that, for example, a single manager’s high assessment does
not necessarily predict a single nurse’s high self-assessment.
It is also possible that social desirability response bias[30] re-
ferring to a tendency to provide answers in congruence with
prevailing professional expectations and social norms, has
contributed to both managers’ and nurses’ responses.

As to nurses’ self-assessments the impact of various fac-
tors influencing nurses’ professional development should
not be neglected. Nurses have described work experience,
challenging learning opportunities, work environment in-
cluding positive ward climate, personal characteristics, such
as willingness to know, motivation to nurse, and theoret-
ical knowledge as prerequisites to competence develop-
ment.[31] Particularly managers’ leadership style is seen as
an enhancing or impeding factor in competence develop-
ment.[40] Empowering supportiveness is a characteristic of
good managers, and good relationships between managers
and nurses enhance nurses’ motivation to provide quality
care.[3, 5–7, 23, 32, 35] Sense of achievement and self-regard
also enhance nurses’ motivation and professional develop-
ment.[36] It is difficult to know here, how much these fac-
tors were involved in nurses’ self-assessments, but they offer
good direction for further research.

Moreover, do nurses know well enough what managers ex-
pect or think of them, perhaps due to lack of adequate feed-
back? For example, in this study managers’ seemed to have
much more positive views of their nurses’ competence in
various coaching, guiding, consultation activities in team
work or utilizing research knowledge than nurses did them-
selves. Research has reported scarce feedback and unre-
solved conflicts between nurses and their immediate man-
agement.[37] Nurses should be allowed to speak up, and they
have a need to be heard.[38] Also, a certain modesty as a cul-
turally typical feature, which regards self-praise as boasting,
may play a role here to explain nurses’ lower competence
scores compared with those of their managers.

Finally, one feature worth noting here regarding the differ-
ences concerns the subjectivity of the assessments. Sub-
jectivity has been acknowledged to be a problem in self-
assessments.[9] Although managers’ assessments could be
considered as more objective perceptions of their subordi-
nate nurses’ competence than nurses’ self-assessments, both
assessments are prone to subjectivity. However, because
nurse managers have the responsibility to see that nurses

working under their management are competent enough for
patients’ safe care[8] the reasons for significant differences
between managers and nurses’ assessments should be fur-
ther studied from various viewpoints. For example, the use
of multi-method approaches and clinical specialty-related
assessment tools are highly recommended in nurse com-
petence assessment to increase the validity and reliability
of the measurement.[12, 39, 40] Also factors which enhance
and impede competence performance and its development
should be further explored.

It was interesting in this study, however, that tin all compe-
tence categories the assessment profiles of both groups were
quite similar in that managers’ higher mean scores corre-
sponded with nurses’ higher mean scores and likewise in
the lower scores. It suggests that there was an agreement
of those competence areas which are mastered, and those
which may need development. This similarity of compe-
tence profiles adds to the reliability of the measurement.
It may also suggest that the adverse effect of subjectivity
inherent in self-assessment instruments is not very strong
here.

The two areas in which managers and nurses assessed nurse
competence to be at the highest level were Helping role and
Managing situations. The lowest levels were Therapeutic
interventions and Ensuring quality. The tendency of com-
petence settling in this way is supported by several earlier
studies,[15, 16, 18, 41] but there is also variation between stud-
ies concerning the order of highest and lowest score cate-
gories.[17, 19, 22, 28]

It could be considered as a positive finding that the item
level score differences between the groups were smallest,
practically negligible, in basic elements of nursing care,
such as ethically committed, direct and individualised pa-
tient care. In these items also the competence was higher
than in items where the differences in scores were bigger.
Thus, it indicates that there is a high consensus about the
level of the nurses’ competencies concerning core nursing
activities.

But, there were also items in which the score differences
between managers and nurses were strikingly great. Sim-
ilarly, in these items the general competence level in both
groups was lower than in items in which differences were
smaller. These items were mainly related to team work and
developmental tasks. Nurses’ low commitment to develop-
mental work has been reported in earlier studies.[42] Nurses
or even managers may feel that developmental tasks are not
directly their responsibility. It may also be a question of
lack of resources, such as time, which prevents nurses’ and
managers’ contribution to developmental tasks, or they may
feel that their competence to manage development is not ad-
equate. In measuring competence it is important to note that
in order to be valid an assessment must measure what has
been taught to the nurse and consequently, what competen-

148 ISSN 1925-4040 E-ISSN 1925-4059



www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 1

cies the nurse is expected to master.[8] Nevertheless, nursing
in general and developmental tasks are often based on team
work, consequently low esteem of competencies and dis-
crepancies between managers’ and nurses’ assessments in
this area need further exploring.

4.2 Validity and reliability of the study

The use of NCS instrument strengthens the validity and
reliability of this study. The NCS instrument has been
scientifically tested[10] and been widely used both in Fin-
land and internationally covering various health care con-
texts.[14, 15, 17, 18, 21, 28, 29, 42, 43] Despite the significant differ-
ences in competence level between managers’ and nurses’
assessments, the similarity of competence profiles also
strengthens the validity and reliability of the measurements.
However, it should be noted that the defining and objective
measurement of nurse competence has been proved to be
difficult.[40]

4.3 Strengths and limitations

For a nursing study the sample was large which adds to the
reliability of the findings and provides a comprehensive de-
scription of nurse competence at a university level hospital
representing all clinical fields, all age groups, educational
backgrounds, and specialty competence areas of nurses. In
university hospitals high demands are placed on the compe-
tence of its health care personnel in providing high quality
and safe care. This also strengthens the generalizability of
the findings in settings where care culture and hospital envi-
ronment are fairly similar. This study was originally carried
out to provide knowledge for manager reviews. This may
cause social desirability bias in managers’ and nurses’ as-
sessments to respond in most acceptable way because the
total anonymity between nurses and their managers had to
be somewhat compromised.[30] However, collecting data in
this way for manager reviews is a common human resource
policy in the participating hospital. High response rate sug-
gests that compromised anonymity did not prevent nurses
from responding. The findings are in accordance with an

earlier Finnish study,[16] in which manager–nurse assess-
ment was carried out without access to each others’ assess-
ments suggesting that responding nurses in this study ap-
parently were not much concerned about the mutual access,
therefore not supporting the existence of noticeable social
desirability bias in this data.

5 Conclusions
Nurse managers assessed practicing nurses’ competence at
a significantly higher level than nurses themselves. High
mean VAS associated with small differences in scores be-
tween the groups suggest a high congruence concerning
core tasks of nursing. Reasons for lower mean scores and
bigger differences between the groups in developmental
tasks and team work need further analysis.

Manager-nurse assessments are important in offering a
wider, more realistic and constructive basis for manager re-
views. They provide a tool for developing nurse compe-
tencies both individually and at unit level. Nevertheless,
organization’s and management’s role in active support of
nurse competence needs further research. Significant differ-
ences between managers’ and nurses’ assessments and the
impact of factors influencing nurse competence and its de-
velopment should be analysed for the basis of planning rele-
vant and targeted educational programs and interventions to
enhance nurses’ professional competence. Multiple uses of
various assessment methods are recommended to enhance
validity and reliability of the measurements.

Acknowledgements
All authors have agreed on the final version and meet at least
one of the following criteria: 1) substantial contributions to
conception and design, acquisition of data, its analysis and
interpretation, and 2) drafting the article or revising it criti-
cally for important intellectual content.

Conflicts of Interest Disclosure
The authors declare that they have no conflicting interests.

References

[1] Cowin L, Hengstberger-Sims C, Eagar S, Gregory L, Andrew S,
Rolley J. Competency measurements: testing convergent validity
for two measures. J Adv Nurs. 2008; 64: 272-277. PMID:18990106
http://dx.doi.org/10.1111/j.1365-2648.2008.04774.x

[2] ICN (International Council of Nurses). Continuing competence as a
professional responsibility and public right. 2006.

[3] Khomeiran R, Yekta Z, Kiger A, Ahmadi F. Professional compe-
tence: factors described by nurses as influencing their development.
Int Nurs Rev. 2006; 53: 66-72. PMID:16430763 http://dx.doi
.org/10.1111/j.1466-7657.2006.00432.x

[4] Nayeri N, Nazari A, Salsali M, Ahmadi F, Hajbaghery M. Iranian

staff nurses’ views of their productivity and management factors
improving and impeding it: a qualitative study. Nurs Health Sci.
2006; 8: 51-56. PMID:16451429 http://dx.doi.org/10.1111
/j.1442-2018.2006.00254.x

[5] Räikkönen O, Perälä M, Kahanpää A. Staffing adequacy, supervi-
sory support and quality of care in long-term care settings: staff per-
ceptions. J Adv Nurs. 2007; 60: 615-626. PMID:18039248 http:
//dx.doi.org/10.1111/j.1365-2648.2007.04443.x

[6] Rahimaghaee F, Nayeri N, Mohammadi E. Managers’ roles in the
professional growth of Iranian clinical nurses. Nurs Health Sci.
2010; 12: 470-476. PMID:21210926 http://dx.doi.org/10.11
11/j.1442-2018.2010.00561.x

[7] Arvidsson B, Fridlund B. Factors influencing nurse supervisor com-

Published by Sciedu Press 149

http://www.ncbi.nlm.nih.gov/pubmed/18990106
http://dx.doi.org/10.1111/j.1365-2648.2008.04774.x
http://www.ncbi.nlm.nih.gov/pubmed/16430763
http://dx.doi.org/10.1111/j.1466-7657.2006.00432.x
http://dx.doi.org/10.1111/j.1466-7657.2006.00432.x
http://www.ncbi.nlm.nih.gov/pubmed/16451429
http://dx.doi.org/10.1111/j.1442-2018.2006.00254.x
http://dx.doi.org/10.1111/j.1442-2018.2006.00254.x
http://www.ncbi.nlm.nih.gov/pubmed/18039248
http://dx.doi.org/10.1111/j.1365-2648.2007.04443.x
http://dx.doi.org/10.1111/j.1365-2648.2007.04443.x
http://www.ncbi.nlm.nih.gov/pubmed/21210926
http://dx.doi.org/10.1111/j.1442-2018.2010.00561.x
http://dx.doi.org/10.1111/j.1442-2018.2010.00561.x


www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 1

petence: a critical incident analysis study. J Nurs Manage. 2005;
13: 231-237. PMID::15819835 http://dx.doi.org/10.1111/j
.1365-2834.2004.00532.x

[8] Chambers M. Some issues in the assessment of clinical practice:
a review of the literature. J Clin Nurs. 1998; 7: 201-208. http:
//dx.doi.org/10.1046/j.1365-2702.1998.00121.x

[9] Bartlett H, Simonite V, Westcott E, Taylor H. A Comparison of the
nursing competence of graduates and diplomates from UK nursing
programmes. J Clin Nurs. 2000; 9: 369-381. http://dx.doi.org
/10.1046/j.1365-2702.2000.00331.x

[10] Meretoja R, Isoaho H, Leino-Kilpi H. Nurse Competence Scale: De-
velopment and psychometric testing. J Adv Nurs. 2004a; 47: 124-
133. PMID:15196186 http://dx.doi.org/10.1111/j.1365-2
648.2004.03071.x

[11] Cowan D, Wilson-Barnett J, Norman I. A European survey of gen-
eral nurses’ self assessment of competence. Nurs Educ Today. 2007;
27: 452-458. PMID:17097196 http://dx.doi.org/10.1016/j
.nedt.2006.08.008

[12] EdCaN (National Education Framework Cancer Nursing). Compe-
tency assessment in nursing. A summary of literature published
since 2000. Prepared on behalf of EdCaN by Alison Evans Con-
sulting. 2008.

[13] Takase M, Teraoka S. Development of the Holistic Nursing Compe-
tence Scale. Nurs Health Sci. 2011; 13: 396-403. PMID:21883769
http://dx.doi.org/10.1111/j.1442-2018.2011.00631.x

[14] O’Leary J. Comparison of self-assessed competence and experi-
ence among critical care nurses. J Nurs Manage. 2012; 20: 607-
614. PMID:22823216 http://dx.doi.org/10.1111/j.1365-2
834.2012.01394.x

[15] Wangensteen S, Johansson I, Björkström M, Nordström G. Newly
Graduated Nurses’ Perception of Competence and Possible Pre-
dictors: A Cross-sectional survey. J Prof Nurs. 2012; 28: 170-
181. PMID:22640949 http://dx.doi.org/10.1016/j.profn
urs.2011.11.014

[16] Meretoja R, Leino-Kilpi H. Comparison of competence assessments
made by nurse managers and practicing nurses. J Nurs Manage.
2003; 11: 404-409. http://dx.doi.org/10.1046/j.1365-283
4.2003.00413.x

[17] Bahreini M, Moattari M, Fazlolah A, Ahmadi F, Kaveh M, Hayat-
davoudi P, Mirzaei M. Comparison of head nurses and practicing
nurses in nurse competence assessment. IJNMR. 2011a; 16: 227-
234. PMID:22224112

[18] Salonen A, Kaunonen M, Meretoja R, Tarkka M. Competence pro-
files of recently registered nurses working in intensive and emer-
gency settings. J Nurs Manage. 2007; 15: 792-800. PMID:17944604
http://dx.doi.org/10.1111/j.1365-2934.2007.00768.x

[19] Hengstberger-Sims C, Cowin L, Eagar S, Gregory L, Andrew S,
Rolley J. Relating new graduate nurse competence to frequency of
use. Collegian. 2008; 15: 69-76. http://dx.doi.org/10.1016
/j.colegn.2008.02.003

[20] Dellai M, Mortari L, Meretoja R. Self-assessment of nursing com-
petencies - validation of the Finnish NCS instrument with Italian
nurses. Scan J Caring Sci. 2009; 23; 783-791. PMID:19473316
http://dx.doi.org/10.1111/j.1471-6712.2008.00665.x

[21] Bahreini M, Shahamat S, Hayatdavoudi P, Mirzaei M. Compar-
ison of the clinical competence of nurses working in two uni-
versity hospitals in Iran. Nurs Health Sci. 2011b; 13: 282-288.
PMID:21733050

[22] Kawther F, Samah M, Fatma R, Eman K. Competence of Nurses’
Managers in Different Work Environment at Assiut University Hos-
pitals. J Am Sci. 2011; 7: 965-975.

[23] Kramer M, Maguire P, Schmalenberg C, Brewer B, Burke R,
Chmielewski L, Cox K, Kishner J, Krugman M, Meeks-Sjostrom
D, Waldo M. Nurse Manager Support: What Is It? Structures
and Practices That Promote it. Nurs Adm Quart. 2007; 31: 325-
340. PMID:17909432 http://dx.doi.org/10.1097/01.NAQ.
0000290430.34066.43

[24] Duffield C, Roche M, Blay N, Stasa H. Nursing unit managers, staff
retention and the work environment. J Clin Nurs. 2011; 20: 23-
33. PMID:21158986 http://dx.doi.org/10.1111/j.1365-2
702.2010.03478.x

[25] Benner P. From Novice to Expert, Excellence and Power in Clinical
Nursing Practice. Addison-Wesley, Menlo Park, CA. 1984. ISBN-
10: 0130325228

[26] Benner P, Tanner C, Chesla C. Expertise in Nursing Practice: Car-
ing, Clinical Judgment and Ethics. Springer Publishing Co, NY.
1996. ISBN: 978-08261-25453

[27] Meretoja R, Leino-Kilpi H, Kaira A. Comparison of nurse com-
petence in different hospital work environments. J Nurs Manage.
2004b; 12: 329-336. PMID:15315489 http://dx.doi.org/10.
1111/j.1365-2834.2004.00422.x

[28] Istomina N, Suominen, T, Razbadauskas A, Martinkénas A, Mere-
toja R, Leino-Kilpi H. Competence of Nurses and Factors Associ-
ated with It. Medicina (Kaunas). 2011; 47: 230-237.

[29] Stobinski J. Competency and work environments among military
and civilian perioperative registered nurses: a predictive model. PhD
thesis. Touro University International, CA. 2011.

[30] Burns N, Grove S. The Practice of Nursing Research. Appraisal,
Synthesis, and Generation of Evidence, 6th Edition. Saunders Else-
vier Inc, St Louis, MO. 2009. ISBN: 978-1-4160-5468-9

[31] ETENE (The National Advisory Board on Health Care Ethics).
2006.

[32] Johansson G, Andersson L, Gustafsson B, Sandahl C. Be-
tween being and doing – the nature of leadership of first-
line nurse managers and registered nurses. J Clin Nurs. 2010;
19: 2619-2628. PMID:20920082 http://dx.doi.org/10.1111
/j.1365-2702.2010.03211.x

[33] Carlisle C, Luker K, Davies C, Stiwell J, Wilson R. Skills compe-
tency in nurse education: nurse managers’ perceptions of diploma
level preparation. J Adv Nurs. 1999; 29: 1256-1264. http://dx.d
oi.org/10.1046/j.1365-2648.1999.01011.x

[34] Batson V, Yoder L. Managerial coaching: a concept analysis. J Adv
Nurs. 2012; 68:1658-1669. PMID:22276664 http://dx.doi.org
/10.1111/j.1365-2648.2011.05840.x

[35] Failla K, Stichler J. Manager and Staff Perceptions of Man-
ager’s Leadership Style. J Nurs Adm. 2008; 38: 480-487.
PMID:18997553 http://dx.doi.org/10.1097/01.NNA.0000
339472.19725.31

[36] Newton J, Kelly C, Kremser A, Jolly B, Billett S. The motiva-
tions to nurse: an exploration of factors amongst undergraduate stu-
dents, registered nurses and nurse managers. J Nurs Manage. 2009;
17: 392-400. http://dx.doi.org/10.1111/j.1365-2834.20
08.00945.x

[37] Josefsson K, Hansson M. To lead and to be led in municipal elderly
care in Sweden as perceived by registered nurses. J Nurs Manage.
2011; 19: 498-506. PMID:21569146 http://dx.doi.org/10.11
11/j.1365-2834.2011.01228.x

[38] Garon M. Speaking up, being heard: registered nurses’ percep-
tions of workplace communication. J Nurs Manage. 2012; 20: 361-
371. PMID:22519614 http://dx.doi.org/10.1111/j.1365-2
834.2011.01296.x

[39] Hamilton K, Coates V, Kelly B, et al. Performance assessment in
health care providers: a critical review of evidence and current prac-
tice. J Nurs Manage. 2007; 15: 773-791. PMID:17944603 http:
//dx.doi.org/10.1111/j.1365-2934.2007.00780.x

[40] Allen P, Lauchner K, Bridges R, Francis-Johnson P, McBride S, Oli-
varez A. Evaluating Continuing Competency: A Challenge for Nurs-
ing. J Cont Educ Nurs. 2008; 39: 81-85. http://dx.doi.org/1
0.3928/00220124-20080201-02

[41] Hamström N, Kankkunen P, Suominen T, Meretoja R. Short hospi-
tal stays and new demands for nurse competencies. Intl J Nurs Pract.
2012; 18: 501-508. PMID:23009380 http://dx.doi.org/10.11
11/j.1440-172X.2012.02055.x

[42] Meretoja R, Koponen L. A systematic model to compare nurses’
optimal and actual competencies in the clinical setting. J Adv Nurs.
2012; 68: 414-422. PMID:21722169 http://dx.doi.org/10.11
11/j.1365-2648.2011.05754.x

[43] Watson R, Stimpson A, Topping A, Porock D. Clinical competence
assessment in nursing: a systematic review of the literature. J Adv
Nurs. 2002; 39: 421-431. http://dx.doi.org/10.1046/j.136
5-2648.2002.02307.x

150 ISSN 1925-4040 E-ISSN 1925-4059

http://www.ncbi.nlm.nih.gov/pubmed/:15819835
http://dx.doi.org/10.1111/j.1365-2834.2004.00532.x
http://dx.doi.org/10.1111/j.1365-2834.2004.00532.x
http://dx.doi.org/10.1046/j.1365-2702.1998.00121.x
http://dx.doi.org/10.1046/j.1365-2702.1998.00121.x
http://dx.doi.org/10.1046/j.1365-2702.2000.00331.x
http://dx.doi.org/10.1046/j.1365-2702.2000.00331.x
http://www.ncbi.nlm.nih.gov/pubmed/15196186
http://dx.doi.org/10.1111/j.1365-2648.2004.03071.x
http://dx.doi.org/10.1111/j.1365-2648.2004.03071.x
http://www.ncbi.nlm.nih.gov/pubmed/17097196
http://dx.doi.org/10.1016/j.nedt.2006.08.008
http://dx.doi.org/10.1016/j.nedt.2006.08.008
http://www.ncbi.nlm.nih.gov/pubmed/21883769
http://dx.doi.org/10.1111/j.1442-2018.2011.00631.x
http://www.ncbi.nlm.nih.gov/pubmed/22823216
http://dx.doi.org/10.1111/j.1365-2834.2012.01394.x
http://dx.doi.org/10.1111/j.1365-2834.2012.01394.x
http://www.ncbi.nlm.nih.gov/pubmed/22640949
http://dx.doi.org/10.1016/j.profnurs.2011.11.014
http://dx.doi.org/10.1016/j.profnurs.2011.11.014
http://dx.doi.org/10.1046/j.1365-2834.2003.00413.x
http://dx.doi.org/10.1046/j.1365-2834.2003.00413.x
http://www.ncbi.nlm.nih.gov/pubmed/22224112
http://www.ncbi.nlm.nih.gov/pubmed/17944604
http://dx.doi.org/10.1111/j.1365-2934.2007.00768.x
http://dx.doi.org/10.1016/j.colegn.2008.02.003
http://dx.doi.org/10.1016/j.colegn.2008.02.003
http://www.ncbi.nlm.nih.gov/pubmed/19473316
http://dx.doi.org/10.1111/j.1471-6712.2008.00665.x
http://www.ncbi.nlm.nih.gov/pubmed/21733050
http://www.ncbi.nlm.nih.gov/pubmed/17909432
http://dx.doi.org/10.1097/01.NAQ.0000290430.34066.43
http://dx.doi.org/10.1097/01.NAQ.0000290430.34066.43
http://www.ncbi.nlm.nih.gov/pubmed/21158986
http://dx.doi.org/10.1111/j.1365-2702.2010.03478.x
http://dx.doi.org/10.1111/j.1365-2702.2010.03478.x
http://www.ncbi.nlm.nih.gov/pubmed/15315489
http://dx.doi.org/10.1111/j.1365-2834.2004.00422.x
http://dx.doi.org/10.1111/j.1365-2834.2004.00422.x
http://www.ncbi.nlm.nih.gov/pubmed/20920082
http://dx.doi.org/10.1111/j.1365-2702.2010.03211.x
http://dx.doi.org/10.1111/j.1365-2702.2010.03211.x
http://dx.doi.org/10.1046/j.1365-2648.1999.01011.x
http://dx.doi.org/10.1046/j.1365-2648.1999.01011.x
http://www.ncbi.nlm.nih.gov/pubmed/22276664
http://dx.doi.org/10.1111/j.1365-2648.2011.05840.x
http://dx.doi.org/10.1111/j.1365-2648.2011.05840.x
http://www.ncbi.nlm.nih.gov/pubmed/18997553
http://dx.doi.org/10.1097/01.NNA.0000339472.19725.31
http://dx.doi.org/10.1097/01.NNA.0000339472.19725.31
http://dx.doi.org/10.1111/j.1365-2834.2008.00945.x
http://dx.doi.org/10.1111/j.1365-2834.2008.00945.x
http://www.ncbi.nlm.nih.gov/pubmed/21569146
http://dx.doi.org/10.1111/j.1365-2834.2011.01228.x
http://dx.doi.org/10.1111/j.1365-2834.2011.01228.x
http://www.ncbi.nlm.nih.gov/pubmed/22519614
http://dx.doi.org/10.1111/j.1365-2834.2011.01296.x
http://dx.doi.org/10.1111/j.1365-2834.2011.01296.x
http://www.ncbi.nlm.nih.gov/pubmed/17944603
http://dx.doi.org/10.1111/j.1365-2934.2007.00780.x
http://dx.doi.org/10.1111/j.1365-2934.2007.00780.x
http://dx.doi.org/10.3928/00220124-20080201-02
http://dx.doi.org/10.3928/00220124-20080201-02
http://www.ncbi.nlm.nih.gov/pubmed/23009380
http://dx.doi.org/10.1111/j.1440-172X.2012.02055.x
http://dx.doi.org/10.1111/j.1440-172X.2012.02055.x
http://www.ncbi.nlm.nih.gov/pubmed/21722169
http://dx.doi.org/10.1111/j.1365-2648.2011.05754.x
http://dx.doi.org/10.1111/j.1365-2648.2011.05754.x
http://dx.doi.org/10.1046/j.1365-2648.2002.02307.x
http://dx.doi.org/10.1046/j.1365-2648.2002.02307.x

	Introduction
	Methods
	Research design, setting and sample
	Instrument
	Data collection
	Data analysis
	Ethical considerations

	Results
	Sample
	Congruence between managers’ and nurses’ competence assessments

	Discussion
	Discussion of the findings
	Validity and reliability of the study
	Strengths and limitations

	Conclusions

