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ABSTRACT 

Evaluation is a delicate dance led by educators. However, this is not a couple’s dance. It 

is an orchestrated event with many participants and interested stakeholders. When multiple 

educators collaborate to evaluate groups of students, it is imperative that these educators rehearse 

their understanding of the assessment process in order to achieve a harmonious and synchronized 

result. In evaluation this is termed interrater reliability. Rubrics are constructed to map out the 

steps of evaluation, but it has been shown that the use of rubrics does not result in reliable scores 

(Alinier, Hunt, Gordon, & Harwood, 2006; Axley, 2008; Stevens, 2013; Todd, Hawkins, 

Parsons, & Hercinger, 2008). 

This research examined the effect of a collaborative dialog between nurse educators to 

establish consensus for evaluation of student nurse skill performance and their sense of 

professional community. Videoed student skill performances were the basis for the group dialog. 

Participants viewed these videos together and discussed evaluation for these student 

performances. The primary investigator was present to answer any questions that participants 

had regarding the student nurse performances. The participants used their schools’ evaluation 

tool to guide their evaluation and the discussion. Individual interviews after the group dialog 

were used to gather data to address the research questions.
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CHAPTER 1: 

INTRODUCTION 

Doctor Weismann was concerned. She was reviewing the skill performance of 150 

students and noted a large difference between the scores given by different instructors. All 

students had the same instruction and time to practice, but two instructors failed none of their 15 

students, two instructors failed almost 80% of the students that they rated, while the other six 

instructors failed approximately 10% of their students.  

Weismann knew she would have to talk with the faculty who rated the failing students 

before meeting with students and scheduling make up skills exams. She was concerned that the 

discussion might be perceived as threatening to the instructors, and she didn’t want to offend her 

colleagues. It was difficult to find enough instructors to evaluate the large group of students for 

this first semester nursing skills course, and the educators who helped were all experienced 

nursing instructors. She realized that, to be fair to all of the instructors, she needed to give them 

an opportunity to discuss this grading experience. She remembered that the year before there was 

a similar problem, with some instructors grading more rigorously and some instructors who 

seemed to never have any failing students. Students would groan when they found that they were 

to be evaluated by the faculty members who were considered “hard” and were elated when they 

had a faculty member that they thought was “nice.” 

Weismann had recreated the evaluation rubric for the skill after the last skills course. She 

had hoped that the changes she made would yield greater interrater reliability between 

instructors. But it did not seem to help, instead the scores seemed more disparate between 
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instructors this year. The students had complained to her as the course leader that the grading 

was inconsistent between instructors and that they felt it was unfair. She knew that she needed 

input from all the raters to determine a solution to this educational dilemma. 

Nursing students are evaluated for proficiency and knowledge on certain high-risk skills 

before they are allowed to practice on live patients. As such, progression in programs of nursing 

is often dependent on successful skill performance during a structured examination. However, 

while much has been written about the assessment of nursing students’ clinical competence, 

there is less research on the objectivity, validity, and reliability of individual skill assessments. 

Even less has been written about student competence in practice, given this skill evaluation. 

While fairness and objectivity should be cornerstones of evaluation, many nursing instructors 

and students report conflicting perceptions of this basic component of the nursing school 

experience (Neary, 2001). According to Neary (2001), nurse educators were unsure of correct 

interpretation of “assessment criteria” and had doubts with regard to the evaluation of students 

by peer educators (p. 5). 

There are multiple components associated with student evaluation. One notion that has 

received less attention in nursing educational research is the process by which student nurses are 

evaluated for individual skill performance. Although there are multiple rubrics for identifying 

skill competency with individual skills available in nursing texts, the use of a rubric does not 

ensure fair and reliable outcome data for the evaluation of competence with a particular skill 

(Stevens & Levi, 2013). Clearly, the purpose of skill evaluation is to ensure that students are 

safe, competent and able to transfer their laboratory performance and didactic knowledge to 

practice in the clinical setting (Oermann & Gaberson, 2014). Transfer of knowledge from 

classroom and laboratory experiences to nursing practice is a priority for health education, yet 
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best practice for measuring transfer of knowledge is still not clearly articulated in nursing 

literature. Before transfer of skills competency during actual practice in nursing can be studied, 

nurse educators must be clear and precise about what is actually being measured during skills 

evaluation. As theorists and practitioners attest, evaluation of student nurse skill performance is 

fraught with uncontrolled variables that impair accuracy of measurement. Common practice for a 

nursing skills course is for one or two faculty members to teach a skill then these educators 

recruit peer educators to evaluate the cohort of students using a rubric. 

Although, the National League for Nursing dictates that interrater reliability should be 

regularly assessed, it is unclear in the literature what the standard of practice is for nurse 

educators to ensure homogenous grading practices between evaluators for skills assessment 

(NLN, 2012b). Despite experience in nursing practice and nursing education, educators may be 

evaluating student nurse skill performance differently. Dialog between nurse educators grading a 

single student performance may shed light on grading practices and assumptions and may result 

in a common understanding between these educators. This dialog may increase educators’ 

collegiality, and sense of self-efficacy with student evaluation. 

A group discussion between nurse educators prior to evaluation would provide an 

opportunity for all evaluators to have input into the use of a particular rubric. Rather than simply 

dictating the use of a rubric to peers by one lead faculty member, a collegial discussion could 

produce a common understanding of rubric elements that incorporates individual educators’ 

expertise. The lead faculty may provide clarification regarding students’ preparation, general 

learning goals and specific learning objectives for the particular evaluation to the team of raters, 

without dictating the evaluation process. In this way, all participating educators may experience 

a greater self-efficacy with the difficult task of giving constructive feedback to learners.  
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Nurse educators often come to the role of educator with little expertise in evaluation of 

student learning (Billings & Halstead, 2009). The 2015 Standards for Educational Leadership 

recommend that educators in any learning environment be supported for continued growth and 

understanding related to education practice for the purpose of achieving student success 

(NPBEA, 2015). The lack of experience with evaluation best practice may be intimidating for 

nurse educators and create division between faculty team members. Having a safe opportunity to 

verbalize personal values and knowledge associated with nursing skills and evaluation of those 

skills may increase all participants understanding of best educational practices.  

An essential component of clinical practice evaluation is the observation and critique of 

an individual skill (Bondy, 1983; Nielsen, Sommer, Larsen, & Bjork, 2013). Indeed, inability to 

perform a skill competently can result in program failure. Nursing curricula have multiple 

benchmarks for progression and entry into practice. These serve to protect the public by 

generating evidence of student development. Typically, this evaluative evidence is mandated to 

schools of nursing by accrediting bodies and boards of nursing (Victor-Chmil & Larew, 2013). 

Although it is assumed that pre-licensure programs in schools of nursing use some form of 

assessment to evaluate student skill performance, one national study of 1,394 United States 

schools of nursing found that only 69% of all schools evaluated skills performance separately 

from clinical performance (Oermann, Yarbrough, Saewert, Ard, & Charasika, 2009). The fact 

that 31% of schools of nursing in this study do not evaluate skills prior to practice may seem 

shocking to many nurse educators. 

As failing skill performance is used to prevent students from continuing in a program of 

study, this evaluation is a form of high-stakes testing. End of program performance assessments-

-Objective Structured Clinical Examinations (OSCEs)--are used by multiple health care 
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disciplines, but nursing programs do not routinely use these final, high-stakes performance 

evaluations to determine student proficiency (Kardong-Edgren, Hanberg, Keenan, Ackerman, & 

Chambers, 2011). Although there is significant research supporting educators in the 

implementation of OSCEs, there is little guidance regarding what constitutes best practice with 

evaluation of nursing students’ discrete, foundational skills prior to clinical practice. The OSCE 

examination is used to evaluate students in the cognitive, affectual, and psychomotor domains of 

learning; these examinations are summative and given to health care providers at the end of 

programs of study to ensure a broad measure of competency (Roberts, Newble, Jolly, Reed, & 

Hampton, 2006).  

Isolated psychomotor domain learning is most frequently evaluated early in the 

curriculum when students are tested on specific nursing skills. Kardong-Edgren et al. (2009) 

assert that schools of nursing routinely and competently perform psychomotor testing of 

individual skills (2009). But this assumption that nurse educators know how to test psychomotor 

skills effectively is problematic for multiple reasons. There is little evidence that evaluation 

rubrics for psychomotor skill exams are tested for validity, and there is little research regarding 

interrater reliability with psychomotor skill assessment in schools of nursing.  

Kardong-Edgren et al. (2009) also argue that nurse educators must do more than evaluate 

psychomotor skills, they must also measure cognitive and affective skills. The assumption that 

affective and cognitive domains of learning are not being evaluated during individual skill 

performances by student nurses was not validated by these researchers. It may be that student 

evaluation scores are impacted by an educator’s perception of a student’s affective and cognitive 

performance. If this is true then assessments may be skewed if evaluation rubrics and learning 

objectives are not clearly understood by both students and nurse educators. Indeed, implicit 



 

6 

assumptions regarding the objectives and skills assessed may be at the root of interrater 

reliability discrepancies early in the nursing curriculum. Rubrics may not clearly reflect what is 

being evaluated during an individual psychomotor skill, and educators may harbor biases and 

significantly different expectations about students’ cognitive and affectual learning (Oermann & 

Gaberson, 2014). This is especially problematic if students have not had training or adequate 

time to practice communication patterns that demonstrate values embraced by the rating nurse 

educators. Additionally, skills may be taught with an emphasis on the psychomotor performance 

component, with less importance placed on the theoretical basis associated with the skill: that is, 

students may be deficient in their cognitive understanding of the skill they are performing. 

Additionally, early in the program of study, students may have had minimal guidance with and 

limited opportunity to practice appropriate affectual behaviors.  

Skill evaluation prior to clinical performance is used in multiple nursing curricula 

(Oermann & Gaberson, 2014). In one study, Oermann and Gaberson (2014) note that the goal of 

psychomotor skill evaluation is to ensure that students perform procedures correctly and use 

technology safely. Evaluating students for cognitive and affectual domain learning when they 

have not been taught these skills creates an unfair testing environment. Cognitive understanding 

associated with basic skills performance may be addressed in a separate didactic course, while 

affectual skills are honed during the clinical experience. However, these courses may come after 

a basic skills course that provides an introduction to the skills needed for the clinical course. 

Early in the nursing curriculum, students may have little experience with health care culture and 

may be unsuccessful with an examination that requires competencies in multiple domains of 

learning (psychomotor, cognitive, and affectual). Consequently, more holistic assessments, such 

as the OSCE experience, may be more fairly introduced at a later point in the curriculum. 
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Furthermore, Oermann and Gaberson (2014) elaborate that while evaluating students’ ability 

with affectual and cognitive learning is critical, these abilities must be practiced in a clinical 

setting over time, and therefore it may be unfair to evaluate these early in the nursing curriculum 

with the evaluation of individual psychomotor skills. 

Interrater reliability may be enhanced if educators carefully identify learning domains 

and the behavioral objectives associated with those domains, instead of applying implicit 

objectives to this type of high-stakes testing. Additionally, educators must consciously address 

the need for formative assessment prior to summative assessment for some domains of learning. 

Nurse educators must utilize “evaluation methods in clinical courses . . . [that are] congruent 

with the outcomes to be evaluated” in order to demonstrate students’ achievement of competence 

(Oermann & Gaberson, 2014, p. 250). These authors assert that it is more effective to allow 

students to develop competence with an individual learning activity and then progress to other 

types of learning (Oermann & Gaberson, 2014). Therefore it is reasonable that students may be 

successful with a basic psychomotor skill performance but still have an incomplete 

understanding of the psychosocial and theoretical components of that skill. This may be a 

controversial idea for many nurse educators, because skills performed by nurses do have 

emotional and physical dangers for patients. The concern that students should be evaluated in all 

learning domains prior to practice on live patients may be at the root of interrater reliability 

problems. 

In their national review of assessment and grading practices in schools of nursing, 

Oermann et al. (2009) report that “only half of the nurse faculty respondents considered research 

on the effectiveness of various assessment strategies as important; [instead] past practice and 

tradition, or ‘how it has always been done,’ is more important [to them] when making decisions 
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about assessment in a course” (p. 276). Failing to examine best practice with nursing student 

evaluation may create ethical, legal, and emotional dilemmas; the general culture of health care 

may even be impacted by this mechanical adherence to tradition in education. To avoid this 

problem, it is commonly suggested that evaluation rubrics must be constructed to target specific 

learning objectives. Additionally, rater training is seen as essential to increase standardization of 

assessment and improve test validity and reliability. 

To be objective, instructors must use a valid measure of skill performance. The time 

needed to create and test a clinical assessment instrument is significant (approximately two 

years) and is likely the reason that validity studies of individual checklists and rubrics are not 

routinely conducted (Coates & Chambers, 1992). “[T]ools [rubrics] are devised and abandoned 

in the quest to overcome the ongoing dilemma” of subjectivity in assessment (Coates & 

Chambers, 1998, p. 201). Moreover, even with valid scientific instruments for assessment, 

objective measurement of skill performance is not ensured. Variation in rater perception of 

students being evaluated, professional values, and perceptions regarding the purpose of 

evaluation are likely to negatively impact interrater reliability with skill assessment (Gill, Leslie, 

& Southerland, 2006; Norman, Watson, Murrells, Calman, & Redfern, 2002). Evaluation of 

students’ performance in clinical and individual skill competence creates multiple challenges for 

nurse educators, including “evaluator subjectivity, evaluator bias, misinterpretation of standards 

by both students and faculty, and [accurate simulation of a] . . . practice [which] is complex, 

random, and contextual” (Krautscheid, Moceri, Stragnell, Manthey, & Neal, 2014, p. S530). 

Additionally, students may be affected by bias towards instructors. This may potentially 

influence student behavior and thus influence evaluation outcomes.  



 

9 

According to Nielsen et al. (2013), newly graduated nurses’ practical skills are weak 

despite validation prior to clinical performance, and the learning conditions for honing practical 

nursing skills in clinical settings are limited. Because there are limited opportunities to perform 

skills learned in the laboratory setting, a faculty evaluator may believe that strict evaluation of a 

skill prior to practice on live patients will ensure student mastery and thus transfer of ability to 

practice on live patients. This is likely an unsupportable motive for a rigorous evaluation of a 

one-time skill performance, since one-time skill evaluation does not ensure effective skill 

performance for newly graduated nurses (Nielsen et al., 2013). 

Additionally, overly rigorous skill evaluation may have a detrimental effect on students’ 

self-efficacy and trust regarding their evaluators. Self-efficacy as described by Bandura (1977), 

is gained when individuals recognize the consequences of their own behaviors and serves to 

inform them of required future behaviors to earn beneficial outcomes and reduce personally 

damaging ones (Bandura, 1977). Thus when a person has enhanced self-efficacy he or she is 

more likely to adhere to behaviors that enable them to attain their goal(s) and have a stronger 

personal belief that goal attainment is possible. According to this theory, individuals will 

cognitively strategize behaviors that may be recognized as negative or positive by others in order 

to benefit their own needs. This theory is relevant for both learners and educators. Educational 

leaders must recognize the impact of this behavioral response as they seek to shape the behaviors 

for either individual. Nurse educators must find a balance between rigor with evaluation, fairness 

with evaluation, patient safety, and producing student motivation to learn and practice skills. 

Additionally, educational leaders must endeavor to produce a congenial, collaborative 

relationship between colleagues in order to enhance the effectiveness and clarity of evaluation 

practices for student nurses. When students develop positive self-efficacy with skill learning and 
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successful performance they develop a lifetime skill that is directly applicable to skill 

performance during practice. When nurse educators develop positive self-efficacy with regard to 

skill evaluation they strengthen educational team performance and support positive student 

learning. It is possible that a collaborative dialog between educators, to better understand and 

interpret rubrics for student skill evaluation, will enhance educators’ sense of self-efficacy. 

It is likely that faculty perceptions impact that evaluator’s assessment of student nurse 

skill performance and thus decrease interrater reliability in regards to skill evaluation (Norman et 

al., 2002). There has been much research regarding nurses’ perceptions of individuals from 

marginalized populations and resulting differences in care and health care outcomes (Wilson & 

Neville, 2008). However, there is less research regarding differences in evaluation of nursing 

students from marginalized populations. If a student is perceived as different from the evaluator 

in terms of dress, demeanor, or speech pattern, this student may be evaluated in skill 

performance differently than his or her peers who more closely mirror the faculty evaluator’s 

cultural experience. This potentially prejudiced view of student performance based on race, 

class, perceived sexual orientation, or gender is similar to variation in a nurse’s perception of a 

patient’s health care behavior based on cultural differences (Wilson & Neville, 2008). 

Additionally, students’ performance may vary based on their response to individual raters. If a 

student believes that a particular faculty member is a harsh evaluator, that student may have 

heightened anxiety and thus perform poorly on a tested skill. A website used to anonymously 

evaluate college professors, RateMyProfessor.com, gives students an opportunity to grade their 

instructors on the characteristic of fairness (Professor.com, 2016). Although universities 

routinely solicit student feedback, the popularity of this website indicates that end-of-term 
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evaluation by students may be insufficient to allow expression of satisfaction or frustration with 

faculty.  

Two issues seem to be associated with individual skills evaluation: rubric validity and 

consistency of rubric use across raters. When there is disparity between raters’ use of the rubric, 

often course managers try to change the rubric to improve interrater reliability. It may be that 

recreating tools is a waste of time if the raters, despite being experienced nurses and educators, 

interpret the rubric differently based on different personal and professional values. It is worth 

noting that a rubric for evaluation of a particular skill is time consuming to create and often 

changes from semester to semester, based on variation in course objectives or faculty members 

teaching a particular course. It is unlikely that studies on tool validity are done each time a rubric 

is changed for a particular course; however, despite a tool having unclear validity, it is still 

important that all students within one cohort are evaluated consistently between raters to 

maintain a sense of fairness and to reduce potential litigation and negative outcomes associated 

with bias between students. If students and faculty raters have the same understanding of each 

rubric component, then learning will be more accurately assessed.  

In Watts’ 2015 study, 20 nurse educators evaluated a video recording of two student 

nurses performing an assessment and providing care to a high fidelity manikin. These evaluators 

had no tool or rubric to guide their evaluation of students. Watts found that there was no 

evidence of interrater reliability between evaluators and attributed this lack of interrater 

reliability to lack of training regarding evaluation and to significant variation in perceived 

expectations for student behavior (Watts, 2015). “With only just over half of the participants 

rating the junior student performance as satisfactory . . . [this demonstrates a] . . . discrepancy in 

standards for grading and a lack of consistent expectations” (Watts, 2015, p. 106). This finding 
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substantiates the importance of an evaluation tool, but highlights a problematic assumption by 

nurse educators. Watts assumes that a lack of understanding of practice standards and evaluation 

practice may have contributed to these evaluators ability to make summative judgment for these 

student skill performances. Based on this assumption, Watts recommends specific training in 

evaluation practice and standards of care for all nurse educators (Watts, 2015). This conclusion 

disregards the importance of a rubric for evaluation as a support for evaluation decisions, 

although Watts noted that “most participants voiced a need for an evaluation tool” to guide 

decision making (p. 88). Watts also noted that participants voiced a concern that simulation 

should be used only as a formative evaluation strategy, rather than a summative assessment 

(Watts, 2015). Watts’ (2015) conclusion that nurse educators need more training in standards of 

nursing and evaluation practice in order to achieve interrater reliability highlights a potential 

problem with peer communication and collaboration. The educators in her study were practicing 

nurses and educators it seems unlikely that they were unaware of professional standards for 

nursing practice. It is more likely that nurse educators are sufficiently versed in standards of care, 

however the lack of an evaluation rubric may have been more likely to have injured interrater 

reliability. A rubric that is clearly understood by students and faculty evaluators and has been 

determined to be an important tool to establish interrater reliability and fairness in testing for 

schools of nursing (Crossley, Humphris, & Jolly, 2002; Dewberry, Davies-Muir, & Newell, 

2013; Duffy, Stuart, & Smith, 2008). 

Additionally, clarifying whether the evaluation was to be used for formative or 

summative evaluation would have supported the participants in this research study (Watts, 2015). 

Oermann and Gaberson (2014) also discuss formative and summative evaluation of students as 

they perform skills and note that formative evaluation is “diagnostic . . . [and] should not be 
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graded (p. 238). Furthermore, they assert, “any protocol for clinical evaluation should include 

extensive formative evaluation and periodic summative evaluation” (Oermann & Gaberson, 

2014, p. 239). It may be that the nurse educators in Watts’ (2015) study were unclear about 

whether the evaluation was a formative or a summative evaluation and therefore were 

ambivalent about giving a grade of pass or fail. This hesitation to assign a grade does not 

necessarily indicate a failure to identify correct and incorrect student performance, instead, it 

may demonstrate the evaluators’ understanding of the consequence of testing for the student and 

the responsibility of the educators to give careful, constructive feedback to promote learning.  

The discrepancy between nurse educators’ evaluations in Watt’s study (2015) highlights 

three components of evaluation that may bolster interrater reliability. These components are 

clearly constructed rubrics, careful establishment of consensus between educators regarding 

passing and failing behaviors, and creation of a protocol for evaluator behavior during the 

evaluation process. Establishing consistent use of a rubric by all raters may be done in multiple 

ways. Most often specific directive training for raters is used to establish consistency. Another 

method could be to facilitate a discussion between educators to create understanding regarding 

their interpretation of rubric elements. This consensus building discussion may result in raters 

having a better understanding of the contextual variables that impact student behavior during the 

skill evaluation, such as content taught to a particular cohort of students or the timing in 

curriculum when a skills examination is given. 

Returning to Dr. Weismann’s dilemma, could she have improved interrater reliability by 

first meeting with all the faculty raters to solicit their input and opinions regarding use of the 

rubric? If this group faculty meeting was directive and mandated how educators should use the 

rubric, would that have produced more homogeneous ratings? Or if the group meeting was 
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collaborative and consensus building would the resultant scores have been more homogeneous? 

Health care is often characterized as hierarchical, paternalistic, and traditional; therefore, it 

seems like a natural progression to dictate practice through specific training. Thus it seems 

congruent with health care culture to dictate the correct way to evaluate student skill 

performance. Watts’ conclusion from her research was that nurse educators were unfamiliar with 

professional standards for nursing practice. This conclusion is congruent with a tendency 

towards a directive or training approach to improve rater consistency.  

It may behoove nurse educators to utilize a collaborative rather than a directive strategy 

to establish assessment consensus. Current nursing practice requires that new graduate nurses 

embrace patient advocacy and utilize critical thinking to mediate change in a way that is 

collaborative rather than confrontational. Shared governance, a concept originally embraced by 

academia and now integrated into magnet hospitals, is described as a process that gives nurses a 

voice on issues that impact patient care at all levels (ANCC, 2016). If health care educators use a 

collaborative philosophy to create and implement curriculum decisions, processes may be better 

aligned with current practice in higher education and a movement by progressive health care 

institutions to involve nurses in decision making at all levels of practice. Another benefit to a 

collaborative process as nurse educators negotiate their values and expectations surrounding 

student skill evaluation is to increase educators’ awareness of their role in the assessment 

process. When nurse educators acknowledge and articulate their own views associated with 

nursing practice, they may be better able to see how those values affect their evaluation of 

student performance.  

With the integration of all nurse educators’ values in mind, a discussion between raters 

prior to evaluation may improve interrater reliability with skill evaluation. Perhaps this simple, 
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inexpensive practice would build upon professional expectations and help create a common 

sense of purpose that would further greater consistency between student evaluations. 

Importantly, it may enhance each nurse educators’ sense of professional community and mutual 

respect for peers, as well as their understanding of the evaluation and educational processes. A 

better understanding of the purpose of evaluation during the educational process may enhance 

individual educators’ sense of self-efficacy with student evaluation. 

Statement of the Problem 

The purpose of this study is to determine whether a dialog between educators regarding 

evaluation of student nurse skill performance can enhance participants’ self-efficacy with skill 

evaluation, sense of professional community with peers, and consensus regarding interpretation 

of a skill evaluation rubric. No specific training in evaluation will occur; instead, educators will 

be asked to come to an agreement with regard to their expectations for performance on one 

particular skill. Achieving test validity and IRR for nursing has been discussed in health 

education and nursing literature, but unresolved issues still exist (Oermann et al., 2009; Oermann 

& Gaberson, 2014). Because measuring performance and knowledge are critical to effective 

educational programs, nurse educators must be aware of problems and potential solutions for 

those problems with evaluation of nursing students. The following research questions will be 

addressed. 

Research Questions 

RQ1. How do participants perceive the effectiveness of a structured group discussion to 

enhance evaluation agreement on skills? 

RQ2. What are participants’ perceptions about the value of a structured group discussion 

for their sense of professional community with peer educators? 
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Methodology 

Procedure and Research Design 

This qualitative study will use a descriptive qualitative design (Creswell, 2014). 

Participants will interact in a one-time discussion with a group of nurse educators. A student skill 

video will be used to engage educators and create a focus for the discussion. After the group 

discussion, I will conduct individual interviews with each participant to elicit their experience of 

the group discussion.  

Analysis 

The research questions depend on the perceptions of participants and will be answered 

using a qualitative methodology. The qualitative data will be collected in two parts. First, a focus 

group discussion will be recorded and analyzed to determine possible themes and significant 

issues related to student skill evaluation. Next, individual, recorded interviews for each 

participant will be used to explore participants’ experience with the peer group discussion. 

Themes and significant issues from the group discussion will be provided to each participant 

during the individual interviews. Interviews will be coded and themes will be determined in 

accordance with the procedures set out by Creswell (2014).  

According to Kvale and Brinkmann (2009), achieving credible qualitative data is integral 

to every stage of qualitative research. Critical components, according to these authors, for 

establishing trustworthy data with qualitative research include objectivity of the researcher, 

reliable data recorded from participants, and data that is transferable to other similar subjects and 

situations. Objectivity of the interviewer, in qualitative research, is critical when establishing 

reliable data in qualitative research. Methods to ensure objectivity include structuring the tools 

and protocols to guide the individual interviews around the research questions and include 
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themes gleaned from the group discussion in the individual interviews. Additionally, the group 

discussion and individual discussions will be recorded, transcribed, and given to each participant 

for comment and correction. Discrepant information will be carefully sought and shared to 

ensure consumers of the research have a full grasp of the participants’ experience. I will explore 

my personal biases and reflect on how these are affected by the research process. Effort will be 

made to ensure that data truthfully confers the intent of participants, and thus is reliable; member 

checking will be employed to validate data (Creswell, 2014, p 201). Transferability within 

qualitative research is concerned with the idea that the findings may be generalized to other 

subjects and situations. Describing the participants’ demographics and recognizing the similarity 

or differences with average nurse educators in the United States today will address 

transferability.  

Participants 

 The participants will be a group of practicing nurse educators associated with three 

nursing programs working in associate degree nursing schools in the southeastern region of the 

United States. A purposive sampling is required for this focus group based project. The 

participants will be nurse educators who are currently or have in the past evaluated student skill 

performance. Focus groups require that the participants are familiar with the phenomenon of 

interest in order to hold opinions and provide input. After the focus group meetings, a minimum 

of two participants from each school will be individually interviewed for data collection 

regarding the two research questions.  

Volunteers will be solicited by asking the dean of each school of nursing to send an email 

request to nurse educators in that facility that routinely evaluate student nurses with skill 

evaluation. The research will be described, to the deans of nursing, as an effort to determine and 
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improve self-efficacy with student nurse skill evaluation by nurse educators. Institutional Review 

Board (IRB) approval will be obtained from the targeted universities and from The University of 

Alabama. 

Instruments and Protocols 

 The instruments and protocols used for this research are the following: a skills evaluation 

rubric from each school (Appendix B, C, & D), two videos of student nurses performing urinary 

catheterization on manikins (discussed below), protocol to guide focus group discussion (Table 

1), and individual interview questions (Appendix D). A self-completed demographic assessment 

by each participant will be used to identify subjects for the purpose of compiling data and 

determining similarity of participants to average nurse educators in the United States (Appendix 

E).  

Model for Group Discussion 

According to Stevens and Levi (2014), collaborating with colleagues regarding the use of 

rubrics for grading students is uncommon despite the need for this cooperation to provide 

consistency. These authors suggest that differences in educators’ goals and methodologies for 

teaching and learning are the reason for this failure to work together. They recommend that 

faculty should build a rubric together prior to teaching content to students. Stevens and Levi 

(2014) note that “the increasing use of adjuncts rather than new tenure track professors” 

contributes to a problem with IRR (p. 69). Rubrics alone will not solve the problem of poor rater 

agreement with evaluation. Simply dictating the evaluation practice to adjunct faculty raters is 

commonly used to attempt to “address the immediate issue of integrating adjunct faculty and 

setting up classes rapidly” (Stevens & Levi, 2014, p. 69). However, it is not clear that use of 

rubrics and then dictating their use produces rater agreement. One aspect of improved rater 
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agreement is increasing evaluators’ comfort with recognizing and giving feedback for failure of 

performers to meet skill objectives, thus increasing raters’ sense of self-efficacy with evaluation 

of student skill performance.  

A collaborative effort of nurse educators to increase rater agreement, according to 

Stevens and Levi (2014), should target two separate time periods: before classes have begun and 

immediately prior to the evaluation experience. This research will be modeled as a discussion 

immediately prior to an evaluation experience, after the students have received training on a 

particular skill. The immediate purpose of this discussion will be to allow evaluating educators to 

share their values, experience, and insight with regard to skill performance, and therefore come 

to agreement on how to evaluate one student nurse skill video.  

Videos of Student Skill Performance 

For this research two videos of students performing a urinary catheterization will be 

utilized. Student variables that may impact differences in rating are ethnicity, age, gender, 

communication style, dress, hairstyle, physical characteristics, and speed of skill performance. It 

is not be feasible to fully demonstrate all possible variations in student characteristics in one 

video. For this reason videos that are taken from a publically available website will be used. 

Copyright regulations will be addressed and the use of the video will be approved by IRB for the 

University and for The University of Alabama.  

Ethical Considerations and Limitations of the Study 

Limitations for this study include comfort of participants with peer educators, time 

required for participation, use of student videos of skill performance, and transferability of this 

research. One way to manage participant comfort with peers during a group discussion would be 

to select participants that are unfamiliar to one another. However, that would fail to produce 
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qualitative data to answer the research questions. A purposive sample of nurse educators who 

have experience with evaluation of student skill performance at one school of nursing is more 

likely to elicit useful data regarding the research questions. Participants may be uncomfortable 

during the group discussion and therefore fail to effectively collaborate. This will be 

acknowledged during the individual interviews and participants will be asked to describe their 

feelings associated with the group dialog. Additionally, if collaboration is impaired because of 

participants’ feelings of intimidation by the group interaction this may shed light on problems 

with a unified use of rubrics for skill evaluation of student nurses.  

It is a concern that participants may experience stress as they share personal philosophies 

of evaluation and education with a group of peer faculty. Although the nurse educators will not 

be identified by name, they may feel that the confidentiality of their responses is at risk because 

they are sharing their values with a group of colleagues. This may pose a limitation to the study 

as responses may be incomplete or not offered if members do not feel emotionally safe enough to 

participate. Again, the addition of individual interviews may shed light on this limitation. 

Discomfort with sharing professional values with a group of peer educators would be a key 

finding for the research and could be addressed in future research with regard to peer dialog. 

The limitations of participants’ time, choice of student video, and transferability will be 

addressed, also. To mitigate the limitation of time associated with participation in this research I 

will schedule individual interviews for follow up with each participant at a time and location 

based on the participant’s convenience. The videos selected to initiate and stimulate the group 

discussion will be selected from available videos in the public domain. There are multiple videos 

of student nurse skill performance available on-line that are associated with schools of nursing, 
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or associated with nursing resources. Videos will be selected that meet copyright approval and 

IRB approval.  

Summary 

An educational exam should be fair and fairly administered (Stevens & Levi, 2013). 

High-stakes testing is usually identified as a didactic exam at the end of the nursing curriculum 

to determine overall mastery of nursing knowledge (Spurlock, 2006; Sullivan, 2014). Although 

skills validations are not usually defined as high-stakes testing, it is reasonable to consider these 

exams as high-stakes if skill failure may result in failure to progress in the program of study 

(Govaerts, van der Vleuten, & Schuwirth, 2002). If skill competency exams are a high-stakes 

exam, then it is reasonable that nurse educators should make a significant effort to ensure that 

rubrics used produce valid and reliable results. Nurse educational leaders must ensure that all 

evaluators clearly understand the behaviors a skills rubric is able to measure well and whether 

there are behaviors that cannot be equitably addressed with that rubric even if the skill 

performance highlights a student weakness. All nurse educators participating as evaluators bring 

their own values, experience and opinions to their decision in evaluation for any student nurse 

skill performance. Failure to have a collaborative discussion with all evaluators may result in a 

failure to have a consensual agreement regarding the use of a rubric, a negative sense of self-

efficacy, and a negative sense of professional community between all the participating 

evaluators. When educators fail to acknowledge and assess their personal biases and values 

regarding student variation in personal characteristics, there may be significant variation in 

raters’ scores. Students with similar performance on a skills exam may receive very different 

scores for performances because of evaluators’ perception of student characteristics. One way to 

enhance agreement for evaluation is to support a discussion among raters in the use of a grading 
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rubric. The goal of this discussion should be to homogenize the raters’ over-arching values 

associated with the rubric’s measurement objectives. It is likely that this form of professional 

collaboration is often skipped to save time or because nurse educators assume that little can be 

done to come to agreement regarding grading practices with peers. If having a discussion 

between raters prior to grading student nurse skills is shown to improve a cohesive understanding 

of rubric use and enhanced self-efficacy by evaluators, then the evaluation scores given to 

students will be more objective, reliable, and reproducible. Additionally, if students perceive that 

the grading from rater to rater is fair, unbiased, and uniformly administered, students may be 

more willing to use feedback to improve future performance. Finally, if peer nurse educators 

practice this type of collegial communication, there may be enhanced peer respect and sense of 

professional community between these peers.
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CHAPTER 2: 

LITERATURE REVIEW 

This literature review examines research on simulation and skill performance evaluation. 

This includes a discussion of the components of reliable evaluation with student skill 

performance during simulation, the creation of a fair testing environment for students, and 

attention to the interrater reliability of evaluators. Also considered are the domains of learning to 

be evaluated, the concept of reflective learning for both students and nurse educators, and the 

concept of professional development. Finally, the guiding ideas of team-based competence with 

regard to educational leadership theory and specifically the importance of the professional 

development and the development of collegial relationships between nurse educators is explored.  

Simulation and Skill Performance 

Evaluation of student skill performance is included in the general concept of simulation 

for health care education. However, simulation is poorly defined in health care educational 

literature. Haji, Morin Giannoulakis, Koh, Rojas, and Cheng (2013) notes that although the 

research using simulation examination is robust, this research has been descriptive in nature and 

has only substantiated that it is useful to evaluate student performance to ensure patient safety 

(Haji et al., 2013). Even this is assertion is questionable because skill evalaution in nursing 

education has not been shown to demonstrate skill proficency in new graduate nurses (Adair, 

Hughes, Davis, Wolcott-Breci, 2014; Baxter & Norman, 2011; Cowan, Norman, & Coopamah, 

2007; Spillane, Hayden, Fernandez, Adler, Beeson, Goyal, Smith-Coggins, & Boulet, 2008). 

These researchers call for more specific use of terms with simulation research in health care 
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education. The term usually refers to high-fidelity manikins in nursing research and has been 

used for “more than 50 years to teach basic skills such as respiratory resuscitation, venipuncture, 

and urinary catheterization” (ANCC, 2016; Dearmon, 2013). Ryall, Judd, and Gordon (2016) 

add to this definition of simulation. They assert that it is a “replication of real patients, 

anatomical regions, or clinical tasks or to mirror real-life situations in clinical settings” (p. 70). 

Both definitions include any type of skill evaluation performed in a laboratory setting prior to 

clinical practice on live patients (Dearmon et al., 2013; Ryal et al., 2016). Although, all these 

researchers agree that there is inadequate clarity regarding terms associated with simulation, 

Ryall et al. (2016) directs that simulation is more that basic skill evaluation. This makes sense 

because simulation has changed significantly over the last 50 years and the health care research 

literature has failed to keep pace with innovations for this educational strategy. A basic skill 

evaluation is primarily concerned with a student’s ability to perform psychomotor tasks 

correctly, while a more comprehensive student performance evaluation that attempts to replicate 

real-life situations in clinical settings would require an evaluation of cognitive and affectual 

learning. Successful cognitive learning would indicate that the student is able to make decisions 

regarding application of the psychomotor skill. Successful affectual learning performance would 

indicate that the student was able to address and respond to the individual patient’s emotional 

and cultural concerns. It is critical to interrater reliability that evaluators are cognizant of the 

learning domains being measured during a simulation experience. This research does not attempt 

to define simulation, but instead to determine if nurse educators can articulate their 

understanding of the learning domains measured and agree on critical behaviors to be evaluated 

prior to a clinical experience.  
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Haji et al. (2013) only calls for differentiation between of two types of simulation 

research, simulation-based education and training (SBET) and simulation-augmented (SAET). 

They define SBET as an isolated one-time simulation evaluation of student performance, while 

SAET is used over a period of time. In SAET students participate in a simulation then practice 

on live patients and it is patient outcomes that are measured to determine the effectiveness of the 

initial simulation performance (Haji et al., 2013). The call for specific nomenclature does not go 

far enough to help researchers define clear terms with regard to health care skill evaluation.  

When simulation is used to model complex health care scenarios, it is very different than 

using it to evaluate learning with specific technical skill performance. Student performance in a 

complex simulation requires cognitive, psychomotor, and affectual responses by the learner, 

however in a specific technical skill performance competency is more circumscribed to discrete 

psychomotor behaviors. Haji et al. (2013) does not recognize that there is a need clarify terms 

and processes regarding which domain of learning are being assessed in simulation. This is 

perplexing because while they acknowledge that it is important to assess cognitive and 

psychomotor learning with this strategy, they offer no discussion of the lack of research on 

simulation evaluation and the affectual domain of learning. The idea of specifically identifying 

learning domains for behavioral objectives may seem obvious to educational specialists, however 

it is likely that practitioners from other disciplines are less acquainted with educational best 

practice pedagogy (Billings & Halstead, 2009). 

Simulation based assessment is defined in Ryall et al. (2016) as a process to “identify 

appropriate standards and criteria and ascertain quality through judgment” (p. 69). Unlike Haji et 

al. (2013), Ryall et al. (2016) recognizes the significance of the learning domain being evaluated 

in a simulation examination. Additionally, they analyze the examination experience in terms of 
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the students’ time in the curriculum. Ryall et al. (2016) performed a meta-analysis of simulation 

studies, reviewing research that targeted psychomotor and cognitive domain learning. While 

primarily concerned with medical student studies, they did include one nursing study and two 

studies of paramedics (Ryall et al., 2016). Although, not discussing learning domains in depth, 

they did recommend that careful consideration must be given to behaviors measured and to the 

“stage of educational trajectory” (2016, p. 69). Specifically, they noted that skills assessed with 

simulation should be “staged in a progression of increasing difficulty” for learners (Ryall et al., 

2016, p. 70). This is a logical concern for fair evaluation; students must have time to adequately 

prepare for an evaluation of learning in any domain. It is important that learning be layered in 

such a way that learning objectives increase in difficulty as students move through a course of 

study (Collins, 1991; Stalmeijer et al., 2013; Woolley & Jarvis, 2007). Ryall et al. (2016) also 

called for a two part breakdown of educational pedagogy associated with using simulation for 

evaluation of students: First educators must decide into which of the three domains of learning a 

topic falls, and second they must level the assessment’s difficulty by the students’ timing in the 

curriculum. Boulet agrees with that the evaluation must be leveled to the learners’ position in the 

curriculum and notes that if the purpose of the assessment is not explicit to learners and raters 

then resultant scores will be inaccurate. The assessment, he concludes, must be “targeted to the 

ability level of the” student (p. 1018). 

 Ryall et al. (2016) included studies that examined reliability, validity, and the feasibility 

of simulation as an assessment strategy, but excluded studies that examined attitudes of 

participants. These were excluded because it has been shown that students’ attitudes regarding 

simulation experiences are generally positive. Excluding studies of student attitude makes sense 

because student satisfaction and self-appraisal with skill performance is poorly correlated with 
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their actual ability (Baxter & Norman, 2011). As far as health care research goes a fair and 

accurate evaluation of student learning is of greater importance to educators than student 

enjoyment of the learning experience. 

Ryall et al. (2016) found that it was possible to have strong interrater reliability when 

specific technical skills were scored, but when a decision regarding learning in the cognitive 

domain was evaluated more than one rater was required, to ensure reliable scoring they noted 

that raters were sometimes swayed in their scoring decisions by “discrete” bias regarding their 

opinion of students, and their “overall assessment of (a particular) individual’s clinical and 

theoretical skills” (Ryall et al., 2016, p. 79). They explained that when raters had previous 

knowledge of an individual being evaluated that information biased the raters’ interpretation of 

the student’s behavior. This recognition of rater bias highlights the need to help all health care 

educators come to agreement regarding rubric use in order to prevent interrater reliability error. 

Additionally, it points out a benefit of using external raters to eliminate this possible source of 

rater prejudice.  

A significant limitation of all the studies included in the Ryall et al. (2016) meta-analysis 

was that there were low participant numbers and no examination of the time and money costs 

involved with evaluating large numbers of students. These two constraints directly impact 

nursing education. In nursing education there is often a burdensome time constraint for 

individual student skill assessment through simulation. The immediate need to determine student 

competency prior to clinical experiences in the face of high volume of student nurses, requires an 

examination of best practice for simulation evaluation. If more than one educator per student 

skill evaluation is needed to have adequate interrater reliability across a cohort of students for 
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each individual skill assessment then a careful examination of this process is critical to cost 

effective educational practice.  

Boulet (2008) cited the difficulty of creating rubrics as the primary challenge for 

educators. “Checklists” were contrasted with “holistic scoring” as metrics for measuring 

simulation behavior. Although checklists may seem to be more objective to educators, he noted 

that checklists have three critical problems that may impact reliability and validity. Checklists 

can be subjective, they “promote rote behaviors,” and their use does not accurately measure the 

sequence of student behaviors in a particular simulation (p. 1019). Holistic scoring determines a 

student score based on the performance as a whole and therefore is unlikely to have acceptable 

interrater reliability. To mitigate potential scoring differences between raters Boulet (2008) 

suggests that health care educators, despite being content experts, should receive some type of 

training in the particular rubric use especially if the examination is to have high-stakes 

consequence for students.  

According to Billings and Halstead (2009), the evaluator for any examination must be 

carefully chosen, both internal and external evaluators have merit. Contrasted with external 

evaluators, internal evaluators are familiar with the context of the evaluation and the timing of 

the evaluation in the curriculum, incur lower time and money expenses, have responsibility to the 

organization, and have a stake in the results of the evaluation. In contrast the external evaluator 

does “not have a bias, is not involved in organizational politics, and does not have a stake in the 

results” (p. 394). These authors state that because the choice of evaluator is so important to the 

evaluation process their selection is critical to good outcomes. They suggest eight items should 

be considered when selecting an evaluator, whether internal or external.  
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Considerations When Selecting an Evaluator 

1. What is the evaluator’s philosophical orientation? 
2. What is the evaluator’s experience? 
3. What is the evaluator’s style? 
4. What methods or instruments does the evaluator use and have experience with? 
5. Is the evaluator responsive to the client? 
6. Does the evaluator work well with others? 
7. Is the evaluator supportive versus critical? 
8. What is the evaluator’s orientation to evaluation? (Billings & Halstead, 2009, 

 p. 394) 
 
Because these questions are broad and not specific to nursing, there is some confusion 

regarding evaluators’ philosophical orientation: does this refer to the evaluator’s philosophy of 

education or to the practice of nursing or both? These questions point to various influences upon 

an evaluator’s philosophy including the needs of the learner, the institution, and future patients. 

Additionally, these questions recognize various personal biases that impact the scores awarded to 

students. Additionally, Billings and Halstead do not discuss the broadly framed questions for 

their recommendation for the selection of evaluators in further detail, nor do they recognize the 

potential ramifications that significant differences in philosophy can have for schools of nursing 

when choosing raters for student skill evaluation. This is problematic because fairness in 

evaluation may be detrimentally impacted by a rater’s personal philosophy. 

An element of personal philosophy that may affect evaluation is the rater’s long-term 

goals for nursing practice after graduation. This is important because evaluation practice during 

health care curricula has not been demonstrated to translate into successful clinical practice for 

newly graduated health practitioners (Adair et al., 2014; Baxter & Norman, 2011; Cowan, 

Norman, & Coopamah, 2007; Spillane et al., 2008). Nurse educators may argue that their 

personal philosophy of nursing is an academic freedom and use these beliefs to guide their 

decisions regarding evaluation practice. Although academic freedom is cited as a defense for 
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differing practice among educators it does not give faculty “unbounded rights” to alter 

curriculum, sequence, and content of established courses (Billings & Halstead, 2009, p. 8). When 

evaluators fail to acknowledge timing in curriculum and learning domains being tested, or use 

implicit criteria to evaluate, they are acting outside the protection of academic freedom. 

Only two of the items noted by Billings and Halstead (2009) in their recommendations 

for selection of evaluators relate to the knowledge or experience of the evaluators. The other six 

items look at personal relations of the rater in the evaluation process. These six items are 

significant because it is difficult to make group decisions regarding evaluation processes if all the 

evaluators are not homogenous in philosophy or are unable to come to consensus on evaluation 

decisions. Lack of consensus regarding evaluation practice between raters is likely to result in 

inconsistent evaluation scores. This significantly highlights the problem that underpins this 

research. 

So, what is the best way to control for evaluators’ personal bias when selecting evaluators 

for student nurse skill evaluation? Is it necessary to alter or homogenize nurse educator’s 

personal philosophies of education and nursing practice in order to increase agreement for rating 

practice with student nurse skill evaluation? Billings and Halstead (2009) have given us one clue 

to answer these two questions. It may be that a collegial discussion between peers to determine 

common agreement regarding tool or rubric use is critical to surmounting differences in 

philosophies that underpin nurse educators’ evaluation practice. 

Evaluation practices for schools of nursing are performed in multiple ways and are 

specific to individual courses or more broadly applied to examine an entire program of study. 

Billings and Halstead (2009) compare evaluation models that “clarify the relationship of 

variables to be evaluated and provide a systematic plan or framework for evaluation” (p 394). 
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Pertinent to this research are the “Assessment Model,” the “Fourth Generation Model,” the 

“Benchmarking Model,” and the “Accreditation Model” (p 396-7).  

The “Assessment Model” is concerned, primarily, with clear program and course 

objectives. This model is squarely focused on faculty control of evaluation practices. The 

“Fourth Generation Model” targets both the learners’ and faculty experience with the evaluation 

process and solicits the input of all stakeholders for either courses or program wide decisions. 

The “Benchmarking Model” is congruent with the validation of standardized exams in which 

items to be evaluated are compared to “ideal criteria” for a specific test or procedure. 

The “Accreditation Model” focuses on the curriculum review processes by one of two 

organizations for the entire school of nursing. Schools of nursing are primarily concerned with 

accreditation by either the Commission on Collegiate Nursing Education (CCNE) or the National 

League for Nursing (NLN). From this perspective, broad goals and outcomes for maintaining 

accreditation are critical while lower value goals such as student success rates with individual 

skills evaluation are less important. On the surface, this perspective may seem to devalue the 

present study. However, the importance of evaluation practice on a small scope impacts nursing 

education and practice more broadly, and the creation of a fair testing environment is an ethical 

and legal imperative for all educators at any level of the nursing curriculum. 

Fair Testing Environment 

The impact of evaluation in schools of nursing has a broad reach and the consequences of 

evaluation on students can be positive or negative. Beyond the obvious need for fairness with 

evaluation practices there is a need for evaluation to give students opportunities for growth. 

Formative evaluation gives students an opportunity to reflect on their current understanding and 

their previous practice methods prior to a more consequential, summative evaluation. Formative 
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evaluation provides information to both learners and faculty regarding gaps in both 

understanding and teaching (Oermann & Gaberson, 2014). Common practice in schools of 

nursing is to have skill performance exams prior to clinical practice that result in failure to 

progress in the curriculum if those skills are not mastered. These high stakes, summative skill 

examinations early in the curriculum demonstrate a neglect of the educational need for formative 

examination.  

However, there are significant difficulties with giving formative feedback to nursing 

students. There are multiple skills that are commonly assessed prior to clinical practice on live 

patients. Students may attend a formative evaluation experience with little preparation if they are 

not motivated by the risk of failure that is associated with a summative examination. Also, the 

time needed to perform a one-on-one formative evaluation of student skill is prohibitive with 

large cohorts of nursing students.  

This time burden on nursing faculty with large cohorts of students and multiple skills to 

be evaluated is a significant concern. While there is a mandate to have a maximum of eight 

students for one instructor in clinical courses with live patients, there is not the same mandated 

ratio for an educator teaching a skills laboratory course (ABN, 2016). One course section for a 

didactic class may include 25 to 50 students. With this number of students and multiple skills to 

be evaluated, giving both formative and summative evaluation for skill performance becomes a 

massive undertaking. If a skill takes 10 minutes to perform and there is 5 minutes of immediate 

feedback to each student after the skill is performed then a cohort of 100 students will take a 

minimum of 1500 minutes or 25 faculty hours to perform! If there are two assigned faculty 

members for that course then this task may be completed in one long 12-hour day. Clearly, this 

will also create a host of problems related to fatigue and diminish rater reliability. Common 
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practice is to recruit faculty who are not assigned to a course to assist with the task of skills 

evaluation. Often, these volunteers are not reimbursed in their workload for this task; therefore, 

there is a need to find ways to streamline the process. This is likely why a formative assessment 

is eliminated and students often face the first evaluation experience with minimal feedback on 

their performance. Because feedback is considered a critical component of student reflection on 

learning, finding time-efficient teaching strategies to address this need is worthy of future 

research. Improved student feedback regarding their performance in a formative evaluation may 

improve the summative skill evaluation experience for students and improve the trust 

relationship between students and evaluators. 

Fair Testing as Seen by the National League for Nursing  

The NLN acknowledges that current approaches to teaching and evaluation practices are 

imperfect and recognize the imperative to protect patients by assessing the skills, knowledge and 

affectual ability of student nurses (NLN, 2012). This dictate firmly directs that educators’ 

responsibility to patients supersede their concern for students. This concern for patient safety is 

aligned with the needs of clinical facilities and eventually the concerns of employers. This biases 

decisions related to time burdens with skill evaluation to be made in favor of patients and not 

students’ need for formative evaluation.  

The NLN supports the notion that any evaluation method is directed at protecting patients 

first, but also directs educators to remain fair with regard to student learning, faculty teaching, 

and program effectiveness, especially with regard to high-stakes situations (NLN, 2012). The 

NLN clearly defines a high-stakes evaluation as one that affects progression in a program (NLN, 

2012). Because skill assessment may prevent students from progressing in the curriculum, it is 
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critical that nurse educators address the reliability of scores given to students for skills 

evaluation.  

The NLN gives clear direction regarding the development of appropriate tests, informing 

test takers, administering and scoring tests, and interpreting and reporting results (NLN, 2012). 

The directions for administering and scoring tests and for interpreting and reporting results are of 

particular interest to this research (NLN, 2012). Because the NLN directs that the procedure for 

administering an examination should be clearly outlined prior to the testing experience, it is 

logical that evaluators should be apprised of their expected behavior during an exam. The 

process and behavior for faculty members during a didactic examination is likely to be 

commonly understood; however, faculty behavior during an observation of a skill demonstration 

may be less prescribed and therefore may vary between nurse educators. Should the evaluator 

give feedback or directions during the evaluation? Should the evaluator speak at all during a 

skills exam? These seemingly minute interactions may significantly affect a student’s 

performance and thus their resultant score. A comment by an evaluator may redirect one student 

towards success and may redirect another student negatively by increasing that student’s anxiety. 

The idea of creating a standardized behavior for evaluators during a skills performance is novel 

to nursing education, but may be ethically critical to fair testing practice in nursing evaluation. 

Additionally, students may have grounds to cite unfair testing policy if they perceive that 

evaluators treated students differently during a testing experience. The NLN recommends that 

educators be consistent in procedures associated with examinations (NLN, 2012). To that end, 

creating a protocol that dictates faculty behavior during an evaluation of student skill may 

enhance the fairness of the testing process.  
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Interrater Reliability 

The NLN also directs that “interrater reliability should be regularly assessed” (NLN, 

2012, Part II.C.3). It may be that interrater reliability is assessed if students complain that the 

evaluation of skills has been unfairly administered. However, if one faculty member grades 

students in a significantly different manner than his or her peer educators, there is no evidence in 

the literature of a routinely used mechanism to address this error in interrater reliability. Stevens 

and Levi (2013) assert that the use of rubrics to guide evaluation of student learning is not 

enough to ensure fair assessment practice: Additional work must be done to ensure consistent use 

of rubrics between raters. Chambers (1998) explains that common practice in nursing education 

to address inconsistency with evaluation between raters is to change the rubric, rather than 

address variation in interpretation of the rubric between raters. The practice of frequently 

changing rubrics to address variation in scores is problematic. It may be that existing rubrics 

have adequate validity, but the inconsistency in scores is related to interrater reliability. 

Therefore, interventions to address inconsistent scores between raters should be directed at an 

assessment of rater decisions.  

Baird, Raina, Rogers, O’Donnell, and Holm (2015) studied occupational therapy students 

at the University of Pittsburgh. The students in their study scored successfully on only 66-88% of 

the behavioral objectives measured. They concluded that skills evaluation in a clinical laboratory 

setting might be more rigorous than educators predicted it to be (Baird et al., 2015). Four 

experienced occupational therapists, not associated with the course and its content, evaluated 

each student skill (Baird et al., 2015). In an effort to promote interrater reliability raters were 

“trained” by the researchers before viewing videos of the student performances and 

“inconsistencies [between individual rater scores following evaluation] were discussed until 
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consensus was achieved” (Baird et al., 2015, p. 4). An interrater reliability of 90% was 

accomplished using this method of training and discussion. Training implies a dictated process 

for evaluation, while a collegial dialog implies respect for the knowledge and ability that raters 

bring to the evaluation experience. Thus, while employing the term “training”, the authors are 

more accurately understood as employing collegial dialog.  

This research philosophy seems to be in opposition to Watts (2015), where it was found 

that the nurse educators performing ratings lacked knowledge of nursing practice standards and 

therefore demonstrated a need for further training with those standards in order to achieve 

interrater reliability. Two significant differences between these studies are the use of a rubric to 

guide evaluation and a pre-evaluation discussion between raters (Baird et al., 2015; Watts, 2015). 

Baird et al. (2015) assumed raters had knowledge of practice standards, but required an 

opportunity to discuss the students’ performance as a group to achieve scoring consensus with a 

common tool. In the Watts (2015) study the lack of a common rubric was noted as a handicap by 

raters and data from this study showed that the raters were nearly evenly split on the scoring 

decision to pass or fail the student performances (Watts, 2015). Watts concluded that raters failed 

to identify student behaviors that did not exemplify standard practice and these behaviors should 

have been evident without a rubric for evaluation. In the Watts (2015) study participants were 

characterized as lacking authority to function in the role of evaluator despite having experience 

with both nursing practice and nursing education. 

The reasons for poor interrater reliability are complex, so many nursing education 

researchers do not assume that disparate scoring between nurse educators is due to a lack of 

knowledge regarding practice standards (Crossley et al., 2002; Dewberry et al., 2013; Duffy et 

al., 2008). Duffy, Stuart, and Smith (2008) note that nurse educational leaders must recognize the 
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contribution of external evaluators as experts in nursing practice and assume responsibility to 

coach colleagues as they assume the new role of educator. To achieve best practice with 

evaluation of student performances, new educators must be supported with collaborative dialog 

as they participate in evaluation decisions (Duffy et al., 2008). This view of engaging with peer 

educators highlights a notion that underpins collegial communication and the reduction of 

workplace hostility (Craig & Kupperschmidt, 2008; Lutgen-Sandvik, Tracy, Alberts, & Riviera, 

2007). 

Domains of Learning 

The NLN asserts, “more than one mode of learning assessment should be used to make 

high stakes decisions” (NLN, 2012, Part II.C.3). According to O’Connor, the modes or domains 

of learning that are critical to nursing education are cognitive, affective, and psychomotor 

(O’Connor, 2006). Behavioral objectives created by nurse educators identify observable (and 

therefore measurable) changes in the learner that indicate acquisition of knowledge, skills or 

values congruent with the content taught. For each behavioral objective created, only one domain 

of learning should be targeted (O’Connor, 2006).  

These three domains of learning, cognitive, psychomotor, and affectual, have a hierarchy, 

according to Simpson (1971). She asserts that (1971) learning in the cognitive domain is the 

“purest” to measure with learning objectives; cognitive domain learning is a critical component 

of the other two domains, but learning in the cognitive domain does not require skill from the 

psychomotor or affectual domain (1971, p. 61). The cognitive domain is concerned with the 

intellectual acquisition of knowledge and concepts and requires that the learner applies, 

synthesizes, analyses, and evaluates new knowledge (Kapfer, 1971). The psychomotor domain of 

learning specifically targets motor skill performance, and, according to Simpson, cognition is 
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required for effective motor skill (1971, p. 62). According to Martin (1999), affectual domain 

learning is concerned with developing students’ values to best serve individuals and society and 

is directed towards “personal-social development” in the form of “emotions, ethics, and morals” 

(pp. 486-487). She acknowledges that the educational endeavor to prescribe and evaluate 

affectual learning may present problems (Martin, 1999). Immediately obvious is the concern that 

the choice of values to be embraced lead to indoctrination in the educators’ perception of best 

professional values. Martin (1999) also notes that learning in the affectual domain takes longer 

than learning in the cognitive and psychomotor domains. 

Of the three domains, affectual learning is the most difficult to measure (O’Connor, 

2006). Measuring affectual learning can be accomplished on didactic exams in terms of 

knowledge associated with professional values but is best measured in the clinical setting as 

students interact with live patients because this domain of learning is concerned with the 

students’ emotional responses rather than memorized correct responses to patient problems 

(O’Connor, 2006). Affectual learning is determined to be successful when students adopt a value 

that matches professional nursing values. Clearly, measurement of this domain may be 

inaccurate if it is based on multiple choice exam questions or highly structured simulations in a 

laboratory setting (Martin, 1999). 

Nursing theorists and school of nursing accrediting bodies have placed a great deal of 

importance on the concept of caring in nursing and the importance of evaluating affectual 

domain learning (NLN, 2012, Part II.C.3). Because nursing education is charged with the 

assessment of learning in this domain, it is imperative that nurse educators carefully consider 

when and how this domain should be measured. Indeed, it can be argued that because affectual 
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learning requires time and practice to develop it should not be measured in a high-stakes manner 

prior to clinical practice.  

O’Connor (2006) notes that learning objectives are often “reductionist in nature and fail 

to capture the complexity of applied knowledge necessary to succeed in clinical nursing” (p. 42). 

She terms the integration of the three domains (cognitive, psychomotor and affectual) when 

simultaneously applied in the clinical setting should be termed the “experiential domain” (p 43). 

She argues that when students are initially learning a skill, this demonstrates learning in the 

psychomotor domain alone, and is best measured in the laboratory environment because students 

are “tightly focused on the mechanics of the procedure and unable to attend to other cues in the 

environment” (p 48). Later in the nursing curriculum, educators can help students integrate the 

cognitive and affectual domains associated with skill performance and then “rationale will 

replace step-by-step adherence to a procedure” (p. 48).  

A compilation of objectives should reflect learning in all domains and these objectives 

should increase in complexity and degree of difficulty as the students move through a program of 

study. Additionally, the concept of measuring behaviors based on explicitly outlined objectives 

that encompass a specific domain and level of that domain is consistent with the concept of fair 

testing for evaluation advised by the NLN (NLN Fair Test, 2012, Part II.D.3).  

All domains--cognitive, psychomotor, and affectual—require practice and time to 

develop proficiency (O’Connor, 2006). Affective learning in health care is concerned with 

ethical compassionate comportment. Nurse educators realize that experience with affectual 

learning requires exposure to multiple patient scenarios, both live and simulated, and with 

multiple emotionally safe debriefing experiences in order to develop understanding and skills 

associated with this complex skill. Therefore, affectual domain learning should not be measured 
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before students have had a chance to practice this skill in the clinical setting and have received 

feedback on their efforts. Although, psychomotor skills, also, require time and feedback to be 

developed, these skills are more concrete and less impacted by context than affectual skill. 

Context, in health care, refers to a complex understanding of the patient and the impact of 

multiple variables that impact the patient’s experience. Assimilation of contextual clues to help 

the student understand how to respond in a professionally acceptable manner may require 

multiple experiences in the clinical setting with live patients before a student can be fairly 

evaluated in this learning domain. 

The recommendation from O’Connor (2006) and NLN (2012) is that at least two learning 

domains must be measured for any high-stakes test. Psychomotor domain learning requires the 

least amount of time to master, therefore it makes sense that early in the nursing curriculum only 

the psychomotor domain should be evaluated. Additionally, this evaluation should not be 

associated with failure to progress in the curriculum and high-stakes testing. This interpretation 

of O’Connor (2006) and the NLN (2012) recommendation is not common practice in many 

schools of nursing because most schools of nursing use passing skill performance in the 

laboratory setting as a benchmark for safety and as a requirement for students to progress to the 

clinical setting with live patients (Oermann et al., 2009). Because, the NLN recommends that 

skills should be assessed prior to performance on live patients to prevent harm to patients, the 

nurse educator faces a dilemma. Patients must be protected therefore students who are 

unsuccessful with skills are unable to progress to clinical experiences, but simultaneously 

educators must evaluate students in a way that is fair and congruent with educational best 

practice. Making educational decisions to dissect the curriculum into logical chunks or fragments 
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that both protect patients and support educational best practice is an ongoing struggle for nurse 

educators.  

It is worth noting that Benner and Sutphen, (2010) discuss the fragmentation of nursing 

education negatively in the text Educating Nurses: A Call for Radical Transformation. These 

authors note that “clinical, skills laboratory, and classroom are separated” and infer that this 

separation burdens students with “unnecessary busy work that is not relevant to nursing practice” 

(p. 79). They state that the “nursing curriculum leaves students to their own devices to piece 

together what they learn from a number of courses” (p. 78). Nursing curriculum is often divided 

into skill, didactic, and clinical courses, with a corresponding separation of domain learning. 

Skill based courses focus on psychomotor learning, while didactic courses focus on cognitive 

learning. It is not until clinical practice with live patients that students begin to practice 

combining these two domains and adding affectual domain learning. This criticism of nursing 

education also substantiates the need to divide nursing educational objectives by learning domain 

and to increase those educational standards by levels as students move through a program of 

study. Nurse educators must ensure that students’ psychomotor skill is adequate prior to practice 

on live patients, however students may be unprepared to effectively perform in affectual and 

cognitive domains when the curriculum is thus divided. Therefor it is reasonable to “fragment” 

the educational objectives so that students are fairly evaluated. This interpretation of 

“fragmenting” nursing knowledge is really an effort to clarify for testing purposes the domain of 

learning to be measured. When evaluators clarify learning domains measured they can enhance 

the fairness of the testing environment. If nursing education is preparing students for practice 

with complex patients then combining knowledge from multiple domains of learning and at 
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increasingly difficult levels of knowledge is reasonable. Additionally, it is logical that students 

must piece together what they learn from a number of courses.  

There are two immediate solutions to this dilemma. One solution may be to evaluate 

psychomotor skills in a high stakes fashion later in the program of study when the student has 

had an opportunity to develop competency in the cognitive and affectual domains associated 

with that skill. A domain-specific evaluation can occur prior to clinical experience to measure 

only psychomotor learning and this learning could be assessed without the penalty of program 

failure. Although, this solution addresses students’ need for formative feedback, it is sub-optimal 

for nurse educators who are pressured by time to give one-on-one feedback for skill 

performance. It may be that students must demonstrate psychomotor domain learning (skill 

competency) prior to clinical practice, and instead of program failure, be allowed to take an 

incomplete in the particular skills course until competency is achieved. Resequencing students in 

the curriculum would be a difficulty for students, but it may demonstrate better student-advocacy 

and fairness in testing. Additionally, it would result in lower attrition for schools of nursing. 

Another solution would be to evaluate all three domains during the skills assessment 

prior to clinical practice, but give only formative feedback for the cognitive and affectual 

performance, while giving summative feedback on the psychomotor performance. This method 

would work if evaluators could agree on rubric development and use. This evaluation strategy 

could be used to help the students and educators identify areas for improvement as they progress 

into the clinical setting.  

In conclusion, if the objective of preventing harm to patients is the reason for testing 

students on individual skills, then a decision regarding which domains of learning to be assessed 

is critical as nurse educators create and interpret behavioral objectives for evaluation. Danger to 
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patients when students perform skills is probably more directly connected to student cognitive 

and psychomotor learning than to students’ affectual learning (O'Connor, 2006). Because 

students can more rapidly develop both cognitive and psychomotor learning ability, only these 

domains should be evaluated early in the curriculum. Therefore, only the cognitive and 

psychomotor domain should be assessed if the skills evaluation will result in high stakes 

consequences for students. Cognitive domain learning may be measured separately from 

psychomotor domain learning with didactic exams. Educators must be clear regarding the 

intended learning objectives for each course and create appropriate learning experiences and 

evaluation methods (Su, Osisek, & Starnes, 2005). 

Educational Leadership 

Schön (1987) identified the importance of self-reflection as a critical component of 

learning. Dewey advocated that a learner must be helped to see for him or herself rather than be 

told what needs to be learned (Dewey, 1938, reprinted 1997). This concept of personal discovery 

instead of passive acquisition of information is the cornerstone that guides new learning sciences, 

since “learning always takes place against a backdrop of existing knowledge” and experience 

(Sawyer, 2006, p. 11). Self-reflection on existing knowledge and experience is critical for both 

students and educators. As students attempt to incorporate new ideas into their current 

understanding, it is critical for them to reassess their existing understanding. Additionally, 

educators must embrace life-long learning and the ability to self-reflect in order to achieve best 

practice in education. Life-long learning is a key component of instructional leadership, 

according to the National Policy Board for Educational Administration (NPBEA) (2015). 

Continuing education is a requirement to maintain licensure and knowledge for nursing practice 

but there is no required continuing education specific to the position of nurse educator. Being an 
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expert health care practitioner in one’s specialty area does not translate into being an expert 

educator. In order to help learners acquire new information, all educators must understand 

research-based best practice in learning sciences. Instructional leadership is concerned with 

disseminating the research-based ideas that support best learning for all students and is an 

additional layer of expertise needed by all advanced practice-nurses who choose to teach nursing.  

The NPBEA published Professional Standards for Educational Leaders, a document that 

guides educational leaders supporting student academic success and well-being (2015). These ten 

standards recognized the research-based relationship between educational leadership and student 

learning. Of most import to this research is the notion that educational leaders must promote 

collegial collaboration between educators in order to support continuous improvement in 

education practices; specifically, leaders must “provide opportunities for collaborative 

examination of practice, collegial feedback, and collective learning” (NPBEA, 2015, p. 15). 

These standards recognize that “trust and open communication” between educators creates 

“collective efficacy” (NPBEA, 2015, p. 15). This idea significantly guides the present study. If 

one goal of assessment practice is to ensure interrater reliability between nurse educators, then a 

collegial and collaborative examination of evaluation decisions is of paramount importance. 

These guidelines suggest that leaders must recognize and support the diversity of all 

educators’ culture and values as they support communication between educators. This has direct 

implications for all educators, including nurse educators. Although, nurse educators may be 

expert practitioners, they must also demonstrate expertise in the role of teacher. A diversity of 

experience in nursing does not imply that educators are unaware of best practice for nursing 

performance with foundational skills, but it does imply that there may be significant differences 

in evaluation decisions. Therefore, a concerted effort to discuss differences between educators 
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regarding evaluation decisions is critical to creating consensus. The opinions of all selected raters 

for a skill evaluation should be solicited in order to create a common understanding concerning 

successful and unsuccessful student skill performance behaviors. In this way a cohesive 

evaluation practice can be established.  

“Assessment innovations require explicitly challenging teachers’ assessment 

conceptions,” according to Gulikers, Biemans, Wesselink, and Van Der Wel (2013, p 116). They 

describe the challenge for educational leaders to help peer educators self-reflect on personal 

values and prior conceptions related to current evaluation practices. In particular, they note that 

educators are burdened by preconceptions that hinder their ability to layer formative and 

summative evaluation strategies for student assessment. Although their research was conducted 

with agricultural vocational educators it has significance for nursing education. All educators 

may require a review of conceptual understanding of professional skills in order to come to 

agreement for formative and summative evaluation strategies. 

Segers and Tillema (2011) found in their study of 351 teachers and 712 students that lack 

educators lack knowledge regarding assessment. Specifically, they showed that teachers do not 

differentiate between formative and summative assessment and educators see that assessment, of 

any type, as verifying learning at an end point in learning. Educators viewed performance during 

assessment as a reflection of students’ responsibility for learning and did not recognize the 

educators’ accountability for teaching content (Segers & Tillema, 2011). As such they call for a 

shift in understanding of assessment purpose from one of “Assessment of Learning to 

Assessment for Learning” (p. 50). This study may not be true for all educators, but it may be true 

for teachers who have expertise in disciplines other than education. Although delicately put, this 

wording points out a needed shift from student accountability alone, to a shared accountability 
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between student and teacher for the results of an assessment activity. Specifically, this idea 

directs educators to examine their teaching strategies and evaluation practices based on student 

scores, instead of simply blaming students’ lack of success during evaluation on the students’ 

inadequate efforts.  

Remesal (2010) points out that that there is much research on assessment practice, but 

inadequate research “on the beliefs that may ground these practices” (p. 472). Remesal’s 

research echoes the Segers and Tillema (2011) findings that educators tend to blame students for 

inadequate effort rather than reflecting on teaching practices when faced with poor student 

outcomes. Remesal (2010) notes that it is imperative that educators be made aware that their 

beliefs and conceptions regarding assessment practice impact the students’ resultant scores. She 

points out that the failure to differentiate between summative and formative assessment practice 

is based on a given teacher’s perception of the students’ motivation for study and preparation for 

that assessment. One reason for difficulty with embracing formative and summative assessment 

strategies, according to Remesal (2010), may be that assessment is so time consuming that it is 

perceived as “a purely extrinsic motivation device, based on fear of punishment” (p. 477). Taken 

together these research studies highlight the tension between students and educators with regard 

to the assessment process in the effort to achieve and document a level of competency with 

learning. This is especially important in health care because educators must demonstrate that 

students have achieved some level of mastery before performing care on live patients. However, 

the time needed to perform evaluations, both formative and summative, is challenging for faculty 

to complete for large cohorts of students within the time frame of a laboratory course. Because 

these needed evaluations must be incorporated into curriculum, nurse educators may find ways to 

increase the cost-effectiveness of the evaluation experience by eliminating formative assessments 
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and including domains of learning that have not been adequately addressed in the curriculum. 

These efforts to save time may result in unfair testing procedures for students, unsubstantiated 

effectiveness for the safety of patients, and no improvement in skill transfer to clinical practice 

when students perform as new graduate nurses. If these negative effects of current practice with 

nursing education are true, then there is a legal and ethical burden on schools of nursing to 

address this issue.  

Nurses come to the new role of educator by way of practicing nurse expert. “Faculty may 

know the role of student by experience but [may only] see the faculty role from a distance” 

(Billings & Halstead, 2009, p. 6). Although, the “core responsibility of faculty is the teaching 

and learning that takes place in the institution” Billings and Halstead (2009) argue there is 

pressure to maintain excellence in the clinical setting (p. 4). The two separate pressures upon 

nurse educators, to maintain excellence in practice and to learn best practice as a new educator, 

may expose a weakness common to many nurse educators. Because it is difficult to pursue best 

practice in two disciplines nurse educators may not be well versed in educational best practice.  

Instructional leadership theory is concerned with best practice in education for all 

disciplines and students. It may be that educators in any discipline, although infused with 

expertise in their own field, suffer from a lack of skill in disseminating that knowledge to 

students. For an educator in any discipline expertise in educational best practice is important to 

create effective learning environments. Specifically for nursing education, expertise in education 

will advance nursing practice and support better outcomes for patients (Billings & Halstead, 

2009). The nurse educator role is recognized as a type of advanced practice in nursing by the 

National League for Nursing and specifically, a Certified Nurse Educator (CNE) is recognized as 

a specialty designation for nursing practice (NLN, 2016). However, nurse educators often hold 
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certifications other than a CNE to establish authority for faculty positions. Therefore, it is 

important for advanced practice nurses with expertise in education to support collegial 

discussions with peer nurse educators regarding student evaluation to enhance best practice in 

nursing education. This will promote student success, collegial relationships, and protect 

patients. 

Collegial Relationships 

 Horizontal hostility, also known as hazing, bullying, and horizontal violence, among 

nurses in the workplace is well documented (Brown & Middaugh, 2009; Craig & 

Kupperschmidt, 2008). This problem has even been addressed by The Joint Commission (JCAH) 

(formerly known as the Joint Commission on Accreditation of Hospitals or JCAH, now known 

as simply The Joint Commission) which issued a sentinel alert regarding workplace hostility 

(2013). They address these behaviors because poor communication impacts patient safety and 

uncivil and disrespectful communication patterns interfere with best outcomes for patients (JCH, 

2013).  

Hazing is also well documented in the educational setting from elementary schools to 

college campuses (Craig, 2008; Luparell, 2011). Luparell argues that this issue should be 

addressed in its entirety within the broad scope of nursing, from training through practice. 

Incivility in nursing begins in school--it exists between students, between students and staff 

nurses in the clinical setting, between students and nurse educators, and between peer nurse 

educators (Luparell, 2011). Directly applicable to this study is the incivility that occurs between 

peer nurse educators and how the result may be poor educational practice with student 

evaluation.  
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“Toxic communication climates” (Lutgen-Sandvik & Arsht, 2014, p 52) are created when 

employees’ fear of taking the blame for problems undermines the goals of the organization. 

These interactions are traumatizing to the victim of the abuse and also to witnesses who 

sympathize with the target (p. 53). Bullying is described by these authors as “persistent 

interpersonal aggression that is direct and indirect, verbal and nonverbal, and is aimed at one or 

more employees in an organization, and perpetrated by one or more members of that 

organization in situations marked by power disparity” (Lutgen-Sandvik & Arsht, 2014, p. 52). 

This definition is important because it goes against the term horizontal hostility; this term fails to 

recognize the impact and complicity of administration in workplace violence and highlights the 

implicit sanctioning of these behaviors; that may be better termed organizational hostility. 

Behaviors that indicate incivility in the workplace, which are of direct consequence to this 

research, are identified in Lutgen-Sandvik and Arsht’s Bullying in the Workplace (2014). 

Specifically, they typify bullying with four characteristics. The behavior is directed at one 

particular person, and is repeated daily or weekly. This occurs for at least 6 months and a power 

disparity exists between the abuser and the target. 

The concept of bullying in the workplace has direct importance to this research because 

creating a toxic communication climate hampers the achievement of organization goals. In the 

context of student evaluation of skill performance, where multiple evaluators work as a team to 

assess large cohorts of students, it is critical to have a unified understanding and interpretation of 

student behavior and rubric use. Dictated training or limited communications between expert 

nurses who will perform simulation evaluation are examples of hostile communication patterns. 

If educators who are participating in the evaluation process are unable to openly articulate their 

values and opinions regarding the evaluation process, there are likely to be problems with 
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resultant scores of students. Additionally, raters may experience a lack of personal efficacy 

associated with the evaluation process. Finally, raters may fail to have a sense of professional 

community and thus fail to have true buy-in to the specific evaluative process.  

Self-efficacy refers to the potency of an individual’s belief in their own ability to attain their 

goals (Bandura, 1977). While professional community refers to “close relationships among 

teachers as professional colleagues” and that these relationships are concerned with “teacher 

learning and professional development” (Little, 2006, p. 15).  

 Problems with interrater reliability associated with poor communication between raters 

can immediately result in unfairness in testing. It may be that a student can claim unfairness in 

testing and therefore have a legally defensible dispute with a school of nursing. Long term 

problems for schools of nursing with toxic communication between nurse educators may include 

difficulty retaining nurse educators, poor ability to attract and retain students, and the 

“embedding [of] aggression and bullying in an organizational culture” (p. 53). This discussion 

highlights the need for collegial communication between nurse educators as they seek to find 

consensus regarding student evaluation.  

Changing teaching and evaluation strategies requires effort and commitment by educators 

to come to fruition, and educators must be convinced that the effort will be worthwhile. 

However, Ellis (2015) finds nurse educators to be only “somewhat convinced” (p. 1) to 

implement a learner-centered strategy even if they “strongly believe” (p. 1) that learner-centered 

teaching is beneficial. This lack of motivation for change demonstrates the impact of other 

variables on nurse educators’ actions with regard to teaching and learning. It may be that social 

pressures in the work place have greater impact on nurse educators’ behavior than an altruistic 

belief that a behavior is beneficial for teaching and learning. Despite multiple motivations for 
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change in behavior, behaviors in the workplace may have deep-seated influences that are hinged 

to self-protective behaviors rather than behaviors oriented towards organizational goals. With 

that in mind, it is important to investigate nurse educators’ decisions regarding student evaluation 

with a clear understanding of the opinions and influences of peer educators.  

If a nurse educator feels comfortable to discuss personal or professional values with peers 

and feels that these values are respected a greater sense of professional community may be 

enhanced. Bandura’s (1977) theory of behavioral change dictates that an individual will not 

change behavior if he or she does not “visualize themselves or others coping successfully with 

threats” (p. 197) to that behavior. When student nurses are scored for skill performance, all 

members of a team of educators may be aware of the scores given by individual raters. Because 

of the substantial impact of peer opinion on evaluation scores given in a group setting, it is useful 

for nursing education research to examine the effects of a collegial discussion regarding 

evaluation upon individual nurse educators. 

Training evaluators to use a rubric is akin to simply dictating evaluation procedures to 

these peer faculty raters. However, this method of assuring interrater reliability is commonly 

used in an attempt to “address the immediate issue of integrating [outside evaluators into a 

course] and setting up classes rapidly” (Stevens & Levi, 2014, p. 69). It is not been shown that 

narrowly dictating the use of rubrics produces rater agreement (Stevens & Levi, 2014).  

Finally, it is clear that rubric use alone does not produce rater agreement and to that end 

some effort must be made to create a common understanding between raters regarding rubric 

elements. When raters are expert practitioners they may harbor unique understanding regarding 

practice that influences the evaluation scores they award to students. Simply dictating rubric use 

may constitute a communication pattern that harms professional community and the reliability of 
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resultant scores. A communication process that enhances collegial relationships may have 

significant impact on interrater reliability when nurse educators score student skill performance.  

A collaborative effort of educator to increase rater agreement with the use of rubrics, 

according to Stevens and Levi (2014), should target two separate time periods: before classes 

have begun and immediately prior to the evaluation experience. For this research, if nurse 

educators utilized the process prescribed by Stevens and Levi (2014) it would require a collegial 

discussion regarding expectations for student behavior for evaluation of a student skill 

performance. In this case it would occur after the teaching has been completed and the rubric has 

been published for students. This conversation would require that nurse educators share their 

personal and professional values associated with the skill performance.  

In order to have a meaningful discussion, the participants would have to come to some 

type of agreement regarding the final score for a student. Agreement could come in the form of a 

consensus or a final vote. Patterson, McMillan, and Switzler (2002) find consensus a legitimate 

form of decision-making that should be used in situations where “everyone absolutely must 

support the final choice,” (p. 166). However, this may not always be feasible. According to 

Lencioni (2002), consensus is an attempt to please all group members and may result in team 

paralysis. Instead, Lencioni (2002) notes that collegial debate and dialog allows all participants 

to be heard allowing the group to move forward even if that member does not agree with the 

final decision. The ability of teams to “disagree and commit” enhances group trust and member 

commitment (Lencioni, 2002, p. 94-95). Patterson et al. (2002) note that group discussion must 

be prefaced with clear goals for completion, rationales for those goals, and a plainly stated 

process for decision-making on the final rubric in order to ensure emotional safety for 

participants and clarity of decision-making. To this end, group dialog should be prefaced with 
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clearly stated guidelines that welcome disagreement and alternative views of skill evaluation, 

while at the end of the discussion a group decision will be made by a vote of the majority. 

Focus Groups 

 For this research, a focus group discussion will provide the support for the following 

individual interviews. The purpose of focus group discussion is to increase understanding about 

how people feel or think about issues, products, or services. Participants are chosen because they 

have similar characteristics in regard to that topic (Krueger & Casey, 2010). Focus groups, 

according to these authors, consist of 5 to 10 members and the atmosphere of the discussion is 

relaxed (Morgan, 1998). The role of the facilitator should support a nondirective interview thus 

allowing the discussion to progress naturally. The lack of boundaries or extrinsic cues for 

discussion by the facilitator allows the resulting data gained to be authentic. Focus groups work 

best when participants feel able to voice their ideas and opinions without judgment (Krueger & 

Casey, 2010). With regard to this research, it may be that the participants do not experience this 

freedom despite the best efforts of the moderator. It is likely that group dynamics between 

participants, positive or negative, will impact the climate of the discussion. The participants will 

be similar in that they will all have experience with evaluating nursing student skill performance. 

If participants feel uncomfortable with the focus group discussion this will provide important 

information to address the research questions proposed in this study. 

Guiding principles for focus group discussions surround the planning, selection of 

participants, development of questions, and moderation of these dialogs. The selection of 

participants, and the development of questions for this research will be discussed in the methods 

chapter.  
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 Critical to effective facilitation of focus groups is to create an informal environment and 

utilize clear, concise questions that do not lead or confuse the participants. Krueger recommends 

that there should not be a lengthy explanation prior to each question because this can mislead 

participants and “take the discussion off on a tangent” (1998, p. 4). To reduce the possibility of 

the moderator making this error during the focus group discussion, an informational first meeting 

to provide background information to participants will precede the focus group discussion. 

Additionally, the moderator must remain neutral with regard to his or her own judgments 

regarding student skill performance. To achieve this neutrality, the questions must avoid efforts 

to guide the participants’ opinion during the discussion.  

 The creation of questions used in this focus group discussion will be structured around 

the topic of student nurse skill evaluation. It is important to note here that the focus group 

discussion will not be used to directly answer the research questions. The research questions are 

concerned with using discussion to enhance evaluation agreement and the participants’ 

perceptions regarding professional community as a result of this discussion. Therefore, the 

discussion questions for the focus group will target the participants’ evaluation of two student 

nurse skill performances. The second research question will be addressed in greater detail during 

the individual interviews of participants.  

The element of time is an important component of focus group planning. Giving 

participants ample opportunity to speak supports a positive experience for each member, and 

enables participants to more fully understand their peers’ opinions and experiences. Creating a 

time line for a focus group requires consideration of the number of participants, the number of 

questions and the amount of time allotted for the discussion. A potential problem with a focus 

group discussion is that there will be an uneven involvement by group members. One participant 
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may dominate the conversation (high involvement) or participants may “have little to say” (low 

involvement) (Morgan, 1998, p. 74). A strategy to address high participation is to build in extra 

time for the focus group discussion. Two approaches to address low involvement by members 

are to modify the focus group questions or to recognize that lack of involvement is also useful 

data.
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CHAPTER 3: 

RESEARCH METHODOLGY 

Introduction 

Although nurse educators routinely use rubrics to evaluate student nurse skill 

performance, it has been shown that the use of rubrics does not guarantee reliable scores 

(Alinier, Hunt, Gordon, & Harwood, 2006; Axley, 2008; Stevens & Levi, 2013; Todd, Hawkins, 

Parsons, & Hercinger, 2008). Despite having a valid rubric, if users have differing interpretations 

of rubric elements resultant scores will not be reliable. It is imperative that evaluation of students 

be fair and accurate. There is little research in nursing education on methods to ensure reliable 

scores across multiple raters with individual skill performance, however evaluation with 

simulation does have substantial investigation. Additionally, this topic is extensively researched 

in multiple other disciplines including flight simulation.  

When a large cohort of nursing students must be evaluated on skill performance it is 

necessary to engage multiple nurse educators. In order to assure interrater reliability between 

these educators some intervention must be implemented. One method used to ensure similar 

rating practice between nurse educators is to “train” these evaluators in the “correct” way to use 

a rubric. Training, or dictating the correct use of a rubric, does not take into account the 

expertise, experience, and personal or professional values of these potential raters. In this 

research an alternative approach will be employed to conduct this interaction. We will seek 

consensus on rubric use, rather than direct peers toward a standardized use of the rubric. 
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Instructional leadership theory is concerned with promoting learning and the professional 

development of educators. To that end, group decision-making about student evaluation is of 

critical importance. A key principle of instructional leadership is the development of collegial 

relationships between educators. Development of collegial relationships is important to enhance 

educators’ perception of professional community. The National Policy Board for Educational 

Administration (NPBEA) (2015) directs educational leaders to establish best practice through 

continuing education and demonstration of respect for all members of an educational team. With 

this direction in mind it is important to recognize the talents and ability that each member of the 

team bring to the educational experience. Dictating educational practice through training may 

damage relationships between educators. Indeed, a tenet of higher education is the academic 

freedom of faculty to teach and to evaluate students based on the individual educators’ 

understanding of what is essential to their discipline and how that discipline is evolving (Euben, 

2002). Academic freedom embraces the concept that all faculty members at an educational 

institution have valuable insights about the content that they are responsible for teaching and 

evaluating. A dialog, rather than a training, which invites input from all participating educators is 

likely to enhance a collaborative environment. Therefore, this intervention is likely to increase 

the individual educator’s sense of professional community. 

This research proposes that a collegial discussion between educators may be useful to 

enhance participant’s perception of professional community. Additionally, it may be that there is 

enhanced agreement in skills evaluation after participation in this discussion. The following 

research questions will be used to test this claim. 

RQ1. How do participants perceive the effectiveness of a structured group discussion to 

enhance evaluation agreement on skills? 
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RQ2. What are participants’ perceptions about the value of a structured group discussion 

for their sense of professional community with peer educators? 

Research Design 

 In order to answer the research questions proposed in this study a qualitative research 

methodology will be employed. Both research questions require an understanding of 

participants’ perception that can only be obtained through an exploration of their lived 

experience. Once understood, an individual’s perception may be recognized as common to other 

members from a particular discipline or to others who have experienced a certain phenomenon. 

Qualitative research is concerned with the examination of perplexing human behaviors that 

cannot be adequately explained by existing theory. Thus, qualitative inquiry may produce new 

theories. It provides a means to explore the meaning of experiences for others. Its focus is on 

understanding rather than predicting outcomes (Streubert & Carpenter, 2011). For this reason, 

qualitative research provides the best path to the individual nurse educator’s perception of his or 

her professional community and the usefulness of a group discussion to enhance the reliability of 

evaluation scores.  

Design 

Method 

There are multiple types of qualitative inquiry. A focus group will be used to establish the 

initial phase of this study, the group discussion. A phenomenological approach will be used to 

support the individual interview component of the study.  

The focus group discussion will allow nurse educators to share their opinions, concerns, 

and values associated with student nurse skill performance and come to consensus with regard to 

each student performance. Individual interviews will be conducted with a minimum of two 
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participants from each focus group. Data gathered from interviews will be used to answer the 

two research questions.  

Focus group discussions are conducted with small groups of participants who have all 

experienced a particular phenomenon. They should be informal and participants should feel 

comfortable enough to share their opinions with the group. Two potential problems with focus 

group discussions are concerned with member involvement. It is possible that one or more 

members may dominate the discussion or members may fail to contribute. To address the first 

concern, two hours will be allotted for the group discussion. The second potential alteration in 

member participation will not be addressed. If there is low participant involvement this may 

indicate useful data that can be further explored during the individual interviews. Timeline 

considerations are outlined in Table 1. 

Table 1 

Group Discussion Plan 

Time Group Discussion 
10 min • Distribute rubrics & interview date requests 

• Introduce the process for discussion 
• Introduce discussion questions 

17 min • Show both student nurse skill videos 
 Group Questions for Both Videos 

10-12 min 1. What is your professional and personal opinion of these skill 
performances? 

10-12 min 2. Explain how the rubric to impacted your evaluation of these skill
 performances?  

10-12 min 3. What is the group decision regarding the final evaluation of these skill 
 performances? 

10-12 min 4. What other observations or ideas do you have for the group regarding 
 student nurse skill performance? 

10 min • Conclusion: collect rubrics, Thank participants 
• Collect interview dates 

73 to 90 min Time 
30 min Additional time build in to meeting 
120 min Total Time 
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The individual interviews will be guided by a Phenomenological approach. 

Phenomenology is characterized by “rigorous, critical, systematic inquiry of phenomenon” 

(Streubert & Carpenter, 2011, p.78). This examination of a phenomenon is broadly characterized 

as the participants’ lived experience and perception of the world as it relates to that phenomenon. 

The data that is collected in a phenomenological inquiry requires the collection of the conscious 

experience of participants without discussion of causation. This research methodology overtly 

attempts to reveal the subjective meaning of experience. It does this by making a systematic 

exploration of experience regarding a particular phenomenon, through the use of input from 

human informants. This strategy asks participants what happened and how did it feel, but does 

not ask why. In this way, phenomenology is inductive. In other words, this methodology targets 

discrete data without global theories that may limit the possibility of new insight regarding a 

particular phenomenon. Importantly, this method can support the development of new insights 

and may be instrumental in the support of new theories regarding a phenomenon.  

The phenomenon of interest in this research is the effect of a dialog between peer 

educators regarding student nurse skill evaluation. Phenomenology is described as a “naïve 

understanding of the phenomenon of interest with the goal of gaining an explicit understanding 

that emerges from an explanation of the data that emerges” (Streubert & Carpenter, 2011, p.85). 

Phenomenology is a type of qualitative inquiry that attempts to target the essence, or true 

meaning, of an experience through meticulous attention to the descriptions offered. All 

qualitative research methods implicitly include self-investigation by researchers to uncover 

possible personal bias that can invalidate the reliability of data collected. However, Streubert 

(1991) calls for this step explicitly in her procedural steps. Streubert and Carpenter term this first 

step as phenomenological reduction (2011). These authors describe reduction as the researcher’s 
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effort to identify conceptual presuppositions regarding the phenomenon of interest. Unexamined 

researcher preconceptions may influence the selection of interview questions towards ones that 

confirm the researcher’s experience rather than the participants’. Through reduction, the 

researcher becomes aware of a subconscious urge to find data that support personal beliefs and 

ignore data, which fail to confirm them. These preconceived notions are then “bracketed” or set 

aside to allow the researcher to start with a neutral mindset with regard to the phenomenon of 

interest.  

Complete elimination of presuppositions is likely to be impossible, however a good faith 

effort to unearth bias through bracketing is “required to ensure any confidence in the final data 

analysis” (Streubert & Carpenter, 2011, p. 67). Bracketing must begin phenomenological inquiry 

and then “be constant and ongoing if descriptions are to achieve their purest form” (Streubert & 

Carpenter, 2011, p. 77). Bracketing is performed when the researcher explicates his or her 

personal beliefs through self-dialog and should be recorded in writing. These notes must be 

referred to throughout the research to help maintain awareness of personal bias and subsequent 

impact on researcher judgment.  

 This research will utilize Streubert’s procedural steps, which begin with a personal and 

literature based discussion and bracketing of the researcher’s bias regarding the phenomenon of 

interest. After the intervention of a peer group discussion, individual interviews will be used to 

obtain the participants’ perceptions regarding the experience. Interview recordings will be 

transcribed, read, and analyzed to determine essences and essential relationships. These essences 

and relationships will be formalized as a broad description of the phenomenon by the researcher 

and this will be returned to participants for validation or correction. Finally, the relevant 
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literature will be reviewed in light of the data obtained by this process and the results will be 

made available to the nursing education community.  

Streubert’s Procedural Steps 

1. Explicate a personal description of the phenomenon of interest. 
2. Bracket the researcher’s presuppositions.  
3. Interview the participants’ in unfamiliar settings (unfamiliar to the participant).  
4. Carefully read the interview transcripts to obtain a general sense of the experience.  
5. Review the transcripts to uncover essences. 
6. Apprehend essential relationships (between themes or essences).  
7. Develop formalized descriptions of the phenomenon.  
8. Return descriptions to participants for validation. 
9. Review the relevant literature. 
10. Distribute the findings to the nursing community. (Streubert & Carpenter, 2011, p. 

79) 
 

Population and Sample 

According to the American Nurses’ Association (ANA, 2014), 73% of nurse educators in 

the United States are 50 years old (or older) and white. It is important for the generalizability of 

findings for this study that the participants have a similar demographic profile. Demographic 

data on participants will be collected and compared to national averages. A purposive sampling 

of nurse educators who are currently or have in the past evaluated student skill performance will 

be the most informative for this research. The community colleges that will be targeted by this 

study are in the southeastern United States. Each school has 10 or more full-time faculty 

members.  

Participants will be recruited by an email directed to the dean of nursing for ten schools 

in an effort to obtain participants from three of these (Appendix F). This email will describe the 

research and its importance to nursing education and request that the research be introduced to 

participants during a regularly scheduled faculty meeting. A follow-up phone call will be 
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directed to each dean to answer any questions regarding the purpose of the research or required 

components. Only three focus groups will be used for this study.  

It is common practice at schools of nursing to evaluate student skill performance prior to 

clinical practice with live patients. However, there are no dictates regarding the exact skills that 

nurse educators must evaluate prior to practice. Urinary catheterization is commonly assessed 

prior to practice on live patients because this skill can cause significant harm. This skill may be 

daunting for patients and new nursing students because of its complexity and intimate nature. 

Additionally, this is a skill that requires mastery of sterile technique. Urinary catheter acquired 

infections may be life threatening and are a significant cause of morbidity. For this reason, sterile 

technique and urinary catheterization represent basic competency for all nurses. Therefore skill 

videos of urinary catheterization will be used to support the group discussion. It is common to 

use a rubric for any skill evaluation. For this study, nurse educators will use a rubric that they are 

currently employing to evaluate urinary catheterization (Appendix B, C, and D). An assumption 

of this study is that all nurses and nurse educators are familiar with sterile technique and urinary 

catheterization. 

Evaluation of student nurse skill is time consuming and may be impossible without the 

assistance of additional faculty members, not assigned to that particular skills course. This is 

especially true for large cohorts of student nurses. These recruits are usually other full-time 

faculty members at the school of nursing. However, they may be adjunct clinical instructors. The 

demographic profile for adjunct clinical faculty is not well known. Assessment of perceptions of 

adjunct faculty members is beyond the scope of this study, but it is worth noting that 

collaboration between all raters would be significant to achieving effective interrater reliability 

and professional community. Adjunct clinical faculty members will be excluded from this study. 
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Data Collection 

Data collection in a phenomenological study “continues until the researcher believes that 

data saturation has been achieved” (Streubert & Carpenter, 2011, p. 90). Additionally, it is useful 

to use more than one focus group to reveal the range and diversity of opinion on a particular 

topic (Morgan, 1998). Data saturation may not be possible in qualitative research because it is 

feasible that different groups of nurse educators may reveal new perceptions of the same 

phenomenon (Streubert & Carpenter, 2011). To address these concerns three focus groups will 

be used to obtain a minimum of six individual interviews from participants. At least two 

participants from each school will be interviewed. 

According to Morgan (1998), a focus group size should be no more than 10 and no less 

than 6 participants. By maintaining these parameters for group size, the researcher ensures that 

there are enough participants to generate useful data and allows all participants enough time to 

have an opportunity to share their views (1998). The research questions require individual 

interviews for data collection; therefore, having three schools of nursing for each focus group 

discussion supports two goals. First, focus group discussion with nurse educators from three 

similarly structured schools of nursing is more likely to produce useful examples of professional 

collaboration than relying on only one school of nursing. Second, with three focus groups there 

are likely to be adequate numbers of participants to attend individual interviews and thus produce 

adequate data saturation to answer the research questions.  

The schools targeted are located in one region; the southeastern United States. 

Additionally, the schools are similar, in that they are two-year community colleges. In this 

qualitative research the effort to achieve data saturation will be focused upon building a rich, 
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detailed description of the central phenomenon as experienced by participants from the three 

groups.  

Group Meetings 

There will be two group meetings for each school. The first group meeting will be held 

during a regularly scheduled faculty meeting for nurse educators to introduce the study to 

potential participants, answer any questions, and gain informed consent. The dean of each school 

of nursing will schedule the primary investigator (PI) to introduce the research to his or her 

faculty members. The participants will be informed of the date, time, and location of the second 

meeting during the introductory meeting. During the second meeting faculty who are willing to 

participate will attend a focus group meeting to view the student skill videos and discuss these.  

Introductory Meeting 

During the initial meeting the investigator will describe the research study. Additionally, 

the PI will obtain consent, contact information and demographic data for each of the consenting 

participants. This initial meeting will take 20 minutes. Participants will be notified of the two 

critical study components, a recorded focus group discussion, and subsequent recorded 

individual interviews. Potential participants will be informed that a minimum two individual 

interviews are needed from each participating school of nursing.  

Focused Group Discussion 

Participants must be afforded time to offer their opinion during focus group discussions 

(Table 1). To achieve that end, no more than 8 participants will attend each discussion and each 

discussion will be scheduled for 120 minutes. According to Morgan (1998), factors critical for 

planning appropriate discussion are the number of participants, the time allotted, and the number 

of questions. Four discussion questions (Table 1) will be used to elicit input from the participants 
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regarding the two student skill video performances. The discussion will take place after the two 

videos are shown to participants. The videos, together, will take 15 minutes. The distribution of 

rubrics and brief introduction of process will take 10 minutes and a final closing by the 

moderator will take 10 minutes. This affords 70 to 100 minutes for participants to share their 

input. Each participant will have as much as 3 minutes to answer each question. This allotment 

of time is generous, according to Morgan. Most focus groups allow 1 minute per question to each 

participant. This timeline allows the potential for some participants to offer “time to tell personal 

stories or express heartfelt opinions” (Morgan, 1998, p 73). 

To support the discussion and give all participants a framework for understanding the 

discussion process, all the focus group questions will be stated at the beginning of the discussion 

and the process for answering the questions will be outlined in a PowerPoint. Each participant 

will have an opportunity to address each question. There will be four basic questions to be 

addressed with each student skill (Table 1).  

After the introduction, the student nurse skills videos will be presented. Participants will 

be encouraged to make notes on a rubric as they watch each video and during the group 

discussion. After the student videos are viewed the researcher will facilitate a focused group 

discussion of the student performance. 

To initiate the discussion, the researcher will ask one participant to share his or her 

evaluation of the student skill performance (Table 1). There will be no set order of participants; 

however, each participant will be given an opportunity to respond to each discussion question. If 

the group identifies key concepts associated with student nurse skill performance and evaluation 

these will be recorded on a white board. At the end of the group discussion the white board notes 

will be photographed and saved as a PDF. The audio recording of group discussion, PDF of 



 

67 

white board notes, and the completed rubrics will be used to guide questions posed during 

individual interviews of each participant. 

When nurse evaluators judge student nurse skill performances they use both concrete 

rubrics and professional values to make judgments. The rubric that will guide each discussion 

will be one that is currently used by the participants in their school of nursing. However, nurse 

educators bring their personal and professional values to the evaluation experience. Therefore, 

the first question for the discussion group will be to ask each participant to give his or her overall 

evaluation of the performance. The second question for the group will ask each participant to 

address the rubric elements and to share how the tool guided their decision. The third question 

will ask participants to come to a group decision regarding the associated skill performances. 

Finally, the last question will allow participants to respond to the discussion with any additional 

comments. 

Video Recorded Student Skills 

The particular skill evaluated is of less importance to this discussion than two other 

variables; presentation of an average student and a skill that is commonly evaluated by nurse 

educators prior to clinical practice on live patients. The skill of urinary catheterization is 

arguably the most commonly assessed skill in schools of nursing. There are three other 

characteristics associated with this skill that make it useful for this research. First, it is a difficult 

skill because it has multiple steps and requires that the student is acutely aware of sterile 

technique. This presents an opportunity for significant patient injury and therefore is a high-risk 

skill. Finally, the YouTube videos selected represent a range of student performance in the three 

learning domains. 
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Two videos have been obtained from YouTube and are in the public domain. Each video 

is of a student nurse performing urinary catheterization on a manikin and represents both 

successful and problematic behaviors commonly demonstrated by student nurses during skill 

evaluation. Errors presented in these videos include failure to recognize sterile technique, 

professional appearance, and skill performance. Positive behaviors are also demonstrated by the 

students’ performances in the videos. Each student in these videos has clearly practiced and 

memorized every step of the procedure. Each student is eager, enthusiastic, and confident. The 

videos range from 5 to 15 minutes in length. It is not obvious whether nurse educators would 

award these performances a failing or passing score. Additionally, the equipment used by the 

students in these videos is similar, and the videos are performed in a nursing skill laboratory 

setting.  

Urinary Catheterization Videos 

Video #1: Urinary Catheter Insertion: 12 minutes 
https://www.youtube.com/watch?v=eAw8bZqeRK8 
Video #2: Urinary Catheter Insertion: 5 minutes 
https://www.youtube.com/watch?v=vvpzou7u5i0 

 
The following artifacts will be collected during the research process: recording of the 

group discussion, two rubrics from each participant (Appendix B & C), the demographic profile 

and consent from each participant (Appendices E and H), and the recorded transcript from each 

individual interview. The following materials will be utilized; introductory email requesting 

nurse educator participation (Appendix F), demographic profile and consent (Appendix E and 

H), two skills videos (Appendix A, B, & C), structure to guide group discussion (Table 1), rubric 

for urinary catheterization from the targeted school of nursing (Appendix B & C), and individual 

interview questions (Appendix D).  

  

https://www.youtube.com/watch?v=eAw8bZqeRK8
https://www.youtube.com/watch?v=vvpzou7u5i0
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Individual Interviews 

Each participant who agreed to participate in an individual interview will be contacted 

within 24 hours of the group discussion by cell phone to schedule an interview at a time and 

location convenient for that person. Interviews will occur no later than two weeks after the group 

discussion. Each individual interview will be recorded, transcribed and analyzed, according to 

the procedures in Streubert and Carpenter (2011). Individual interviews will be guided by 

broadly framed questions that target the research questions (Appendix D). Participants will be 

given the two rubrics they wrote their scores and comments on to aid in their recollection of the 

group discussion. Additionally, comments recorded during the group discussion on the white 

board will be provided to each individual for further reflection. Individual interviews will be 

recorded, transcribed, and then returned to the participants for review.  

Data Analysis 

Interview data will be analyzed as directed by Streubert and Carpenter (2011). These 

authors require that the researcher determine common themes or essences that occur in the 

transcripts obtained from participant interview. According to these authors, qualitative data 

analysis is continuous and iterative. This requires that the researcher spend time with the data, or 

“become immersed in the data” (Streubert & Carpenter, 2011, p. 92). Therefore data analysis 

begins with the initial data collection and continues as individual transcripts are reviewed and 

responded to by participants (a process termed “member checking”) (Creswell, 2014). “The 

actual process of data analysis usually takes the form of clustering similar data” (Streubert & 

Carpenter, 2011, p. 46). These data clusters are termed themes by Creswell (2014) or essences by 

Streubert and Carpenter (2014). This data analysis is commonly supported by the use of data 
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software that aids in the identification of common themes. Interview recordings will be first 

transcribed, then NVivo software will be used to analyze interview data (International, 2015).  

Themes 

Although, software can be used to identify commonly occurring words and sentence 

fragments this stage of data analysis requires that researchers understand what the data express. 

To that end, the researcher must share his or her understanding of themes identified with the 

informants for validation. Further literature review may be needed once themes are identified to 

describe in greater detail the congruency of participants’ experiences with regard to current 

research. Member checking will also ensure accuracy of the findings by requesting that 

participants review the appropriateness of the themes and each theme’s possible meaning 

(Creswell, 2014, p 201). Member checking requires the participants’ review of his or her 

individual transcript and the researcher’s identification of themes common to all informants.  

Objectivity of Data 

Creswell (2014) argues that the objectivity of the data can be strengthened in two ways. 

First the researcher must explore and then bracket his or her own assumptions, understanding, 

and experience with regard to the phenomenon of interest. This process aids the objectivity of the 

data collection by enabling the researcher to be conscious of any bias he or she may harbor. For 

this research bracketing is included in the discussion for each of the research questions. 

Secondly, the tools and protocols used to guide the individual interviews will be structured 

squarely around the research questions (Appendix D). Other methods, according to Creswell 

(2014), to increase the objectivity with qualitative data are to record, transcribe, and then have 

participants reread their interviews in order to correct and elaborate on the data gathered, thus 

member checking. Discrepant information must be carefully sought and shared with participants 
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and with consumers of the research to ensure all stakeholders interested in this research have a 

full grasp of the participants’ experience. 

Research Questions and Bracketed Researcher Preconceptions 

Qualitative inquiry and Streubert’s (2011) procedural steps specifically directs that the 

researcher identify his or her preconceptions regarding the phenomenon of interest during the 

initial stage of an investigation; thus bracket these biases. To address this requirement, I will 

share my preconceptions associated with each research question. My beliefs are influenced by 

my lived experience as a practicing nurse since 1982, and as a nurse educator since 1997.  

Research Question 1 is concerned with the participant’s perception of the effectiveness of 

a structured group discussion to enhance evaluation agreement with skills evaluation. It has been 

my experience that group meetings between peer nurse educators, for the purpose of dictating the 

use of a rubric, can create tension and highlight polarizing conflicts that cannot be resolved. I 

have also experienced collegial group discussion, which enabled peers to share values, both 

professional and personal, and led to a greater sense of trust and understanding between nurse 

educators with significantly different values. I believe, these effective group discussions led to 

enhanced rater agreement with skill evaluation for large cohorts of student nurses. However, 

these discussions are time consuming and all nurse educators do not seem to value them equally. 

If participants understand that their professional and personal values are recognized and 

integrated into the evaluation process I believe that it is likely that that they will perceive the 

process to be effective at enhancing agreement between their peers.  

In order to bracket my personal bias regarding group discussion between nurse educators, 

it is necessary to structure the intervention in such a way that I do not influence the dynamics of 

the group interaction. Despite presenting the research purpose to the group at the outset of the 
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meeting, participants may fail to value their peers’ input and instead dictate their own values 

regarding the evaluation process. This would not invalidate the research. Instead, the intervention 

in this research, the group discussion will be facilitated, but not refereed. Although all 

participants will have an opportunity to express their ideas regarding the student performances 

they may feel uncomfortable; it is the experience of individual participants’ during a discussion 

with their peers that is of interest to this study. Additionally, qualitative research is not meant to 

control participants and the phenomenon of interest, but instead to observe and record honestly 

the lived-experience of those participating. To this end, the direction that the group discussion 

takes is less important than recording the experience of participants as they share their values 

associated with scoring student skills. It may be that participants perceive that the group 

discussion was effective to enhance rater agreement. However, they may feel that although rater 

agreement was improved, they experienced a lesser sense of professional community.  

Research Question 2 is concerned with the participants’ perceptions about the value of 

these discussions in building a professional community with peer educators. Instructional 

leadership theory proposes that leaders in education should support the development of collegial 

dialog to enhance understanding between peers. It may be that if these discussions can enhance 

participants’ trust and respect for their peer educators they will experience a greater sense of 

professional community. Development of professional community has been shown to improve 

student-learning outcomes.  

According to Little (2006), schools that support a culture of frequent collegial discussion 

have better outcomes with student learning as opposed to schools that support a culture of 

isolation between peer faculty members. Indeed, a defining tenet of effective professional 

community in educational environments is one that supports reflective dialog between peers 
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(Little, 2006). Development of professional community has been shown to improve student-

learning outcomes.  

Although it could be argued that this research could use a quantitative approach and look 

at student learning outcomes as a measure of the effectiveness of group dialog, that study would 

miss a critical research component. The individual interviews will provide an opportunity to 

discover other concerns that teachers may have which impact their ability to make evaluation 

decisions for student skill performance. Instructional leadership is concerned with improving 

learning and teaching in all disciplines. When educators have an opportunity to have a dialog 

with peers regarding educational processes it is possible that each participant will gain insight 

and new confidence with a particular educational procedure. Through dialog with peers, 

educators can increase their knowledge and ability with evaluation practice. This research is thus 

a critical first investigatory step into the value of group discussion to address evaluation 

agreement and professional community.  

Institutional Review Board Approval (IRB) 

 A review by IRB will be obtained from the targeted university and from The University 

of Alabama (Appendix G). Ethical rights of the participants must be considered; foremost is the 

need for initial and ongoing consent of the nurse educators. An initial consent will be obtained at 

the outset of the group discussion and participants will be notified that they may withdraw 

consent at any time. The anonymity of participants is important. Clearly the group discussion 

enables all participants to witness their peers’ comments, however the information discovered 

from the individual interviews will be anonymous. Participants may elect to limit sharing during 

the group discussion, and then offer more insight in a private individual interview. Within the 
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report and other written materials, anonymity of the participants will be maintained by use of 

pseudonyms throughout.  

Limitations 

Limitations for this study include comfort of participants with their peer educators, time 

required for participation, type of skill selected to evaluate, and transferability of this research. 

One way to manage participant comfort with peers during a group discussion would be to select 

participants that are unfamiliar to one another. However, that would fail to produce adequate 

qualitative data to answer the research questions. A purposive sample of nurse educators who 

have experience with evaluation of student skill performance at one school of nursing is more 

likely to elicit useful data regarding the research questions. Participants may be uncomfortable 

during the group discussion and therefore fail to collaborate effectively. This will be 

acknowledged during the individual interviews and participants will be asked to describe their 

feelings associated with the group dialog. Additionally, if collaboration is impaired because of 

participants’ feelings of intimidation by the group interaction this may shed light on problems 

with peer dialog, a unified use of rubrics for skill evaluation of student nurses, and their 

perception of professional community. This would be a key finding for the research and could be 

addressed in future research with regard to peer nurse educator dialog. 

Other potential limitations of the study include participant time, type of skill selected to 

evaluate, and transferability of results to other nurse educators. The limitation of time associated 

with participation in this research will be addressed by scheduling individual interviews with 

each participant at a time and location based on the participant’s convenience.  

Finally, transferability within qualitative research is concerned with the idea that the 

findings may be generalized to other subjects and situations. Describing the demographic 
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profiles of the nurse educators who participate and recognizing the similarity or differences with 

average nurse educators in the United States today will address transferability. If the 

demographics of the participants prove significantly different from the population of nurse 

educations in the United States, this will be noted as a potential limitation in the data discussion. 

Finally, transferability is addressed by conducting focus groups at three schools of nursing. 

Summary 

This research will be performed in two significant parts; a group discussion between peer 

evaluators, followed by an individual interview of each participant. The purpose of the group 

discussion will be to allow evaluating educators to share their values, experience, and insight 

with regard to skill performance, and come to agreement on how to evaluate student nurse skill 

performance. The purpose of the individual interviews will be to elicit the participants’ 

perception of the group discussion; was it useful and did it enhance their sense of professional 

community? 

Rubrics alone do not solve the problem of poor rater agreement with evaluation. Simply 

dictating the correct use of a rubric to peer educators may, in the short term, save time. However, 

it is likely to harm peers’ sense of professional community and may not enhance IRR. This group 

dialog may enhance participants’ perception of professional community. If this intervention 

supports nurse educators’ perception of professional community then the participants are likely 

to perceive this intervention as effective, important, and a useful process to support reliable 

student evaluation. 
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CHAPTER 4: 

ANALYSIS OF FINDINGS 

Introduction 

In order to answer the research questions posed in Chapter 3, a qualitative inquiry was 

conducted. The original research plan was altered during the investigatory process; however, 

critical research components were not altered. Modifications were deemed acceptable to the 

research advisory committee. These included format of the group discussions and the guiding 

qualitative theory. The methodology originally intended was a phenomenological approach; 

however, the actual process followed was that of a descriptive qualitative study.  

Data did not delve into the entirety of participants’ lived experience with student 

skills evaluation. Instead, the data is limited to participants’ experience with a specific 

skill, urinary catheterization, and their current experience working as an educational team 

member to evaluate groups of students. Participants, in this study, shared what happened 

and why this happened. Therefore, the method used for this inquiry is descriptive in 

nature and cannot be described as phenomenological. The research better reflects a 

descriptive qualitative approach. As data directly addresses the research questions, this 

modification, type of qualitative methodology, was acceptable to the research advisory 

committee.  

Discussions were originally intended to be focus groups involving no more than 10 

educators, from three individual nursing programs. However, the coordinator from Columbus 

Community College altered the format by including all five programs from her college. Her
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decision to include all educators in one group was based on time constraints. This change clearly 

impacted the experience of participants and may have influenced the themes identified in 

subsequent interviews.  

The first group discussion at Desoto Community College (DCC) was conducted with 8 

members on a single program, and followed the original research plan. The second discussion 

was held at Columbus Community College (CCC) with 30 participants present from five nursing 

programs. Given the conditions necessary for a focus group were not met, these meetings should 

more accurately be described as a group discussions. 

Participants were self-selected, as explained in Chapter 3. Two participants from three of 

the programs were interviewed, making a total of six subjects. All interviews took place within 

one week of the associated group discussion; however, follow-up interviews to address my 

understanding of the participants’ intent occurred as long as one month after the original 

interviews. The group discussions provided an opportunity for members’ to view and discuss 

videos of two student skill performances with the support of an evaluation tool specific to their 

school of nursing. Originally, the discussion groups were to be recorded and notes from these 

discussions would be provided to interviewees. However, the first group declined to be recorded, 

and although a recording of the second group was made, it was unintelligible due to the large 

number of people present.  Evaluation tools for each school of nursing were distributed to all 

group members at the beginning of the discussion and collected at the end. However, group 

members did not use these during the group discussions.  

This change from the original research plan did not injure the data collection necessary to 

address the research questions. In fact, group members’ disregard for evaluation tools supported 

themes garnered from data collected during individual interviews. The broad intent of the 
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interviews was to elicit participants’ perceptions of the group discussion. Interviews were 

recorded, transcribed, and coded by the primary investigator as described in Chapter 3. The 

research committee reviewed coded data and researcher-identified themes. These themes were 

revised as a result of input from the research committee. 

Research Question 1 asked participants to address the effectiveness of a structured group 

discussion to enhance evaluation agreement for student skill performance. Research Question 2 

was concerned with participants’ perceptions regarding the value of a structured group 

discussion for their sense of professional community with peer educators. Six themes resulted 

from interview data: (1) the influence of peers’ practice background, (2) powerlessness, (3) 

professional autonomy (4) hubris, (5) bias, and (6) lack of educational expertise. Overall, the 

data collected demonstrated pervasive problems with rater reliability and professional 

community, and revealed significant problems related to educational best practice. 

Group Discussions 

The group discussions were held in the nursing department for each college. An educator, 

appointed by respective nursing directors, coordinated these meetings. Both coordinators 

declined an initial meeting to enable the researcher to describe the study and obtain consent from 

faculty. Instead, they requested that the research description and consent be obtained at the actual 

group meeting. The original research plan was to conduct focus group discussions; however, 

guidelines for best practice with focus groups were not followed due to restrictions imposed by 

the college coordinators. Because data was collected solely from the individual interviews and 

the group discussions were only used to provide context and support for these interviews this 

deviation was considered acceptable by the dissertation advisory committee for this research.  
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These group discussions were not described as focus groups. No transcripts or notes were 

recorded for either group discussion. Reference to statements made during the group discussion 

are based on the recollection of individual interview participants and my own. However, because 

several members from group discussions did submit consents and demographic data forms, these 

documents are referenced in this chapter. 

The two colleges differed in multiple ways. DeSoto Community College (DCC) is 

located in a rural community and has one nursing program that trains both registered nursing 

students (RN) and practical nursing students (PN). This school had an average of 46 RN 

graduates in the last 3 years, with an average first time pass rate of 78%. There was an average of 

21 PN graduates for the same time period and an average pass rate of 93% (ABN, 2017). There 

is no retrievable data from the Alabama State Board of Nursing (ABN) website or from the 

schools’ websites regarding attrition rates; however, Abby, one of the study participants, shared 

that attrition rates average approximately 33% for RN students and 65% for PN students. There 

are 8 full-time educators, and all of them, participated in the initial group discussion. Two group 

members, Abby and Alice, were interviewed. All other group members declined to be 

interviewed after completing consent forms. 

Demographics 

The demographics from the six DCC members who completed introductory documents 

are listed in Table 2. Data shows a notable range in teaching experience. Four members of this 

team had significantly less experience than Abby, who reported 10 years of experience in 

nursing education. One group member who declined to be interviewed, SH, reported 11 years of 

experience in nursing education. SH reports significantly more experience than Abby with 23 

years to Abby’s 10. At best this data can be interpreted as equal, because it is unclear how 
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participants interpreted the questions. Participants were not asked the year they graduated from 

nursing school; therefore, it is possible that the years of experience in nursing may or may not 

include years of experience in nursing education. Because SH is 44 years old and Abby is 45 it 

could be that their years of nursing experience are nearly equal. It is unclear whether SH counted 

all years since her graduation from nursing as nursing experience because she did not report her 

graduation year from her initial nursing program. Abby reported 10 years in nursing practice and 

10 years in nursing education; this reflects a weakness in the data collection tool. Abby shared 

that she graduated as a practicing RN in 2001; therefore, it is possible she could have reported 16 

years of experience in nursing practice. It is unclear why her reported total years of experience 

equal 20 years. It may be that there is overlap between her two types of practice. Also, she may 

be including other nursing practice roles such as Licensed Professional Nurse (PN). The 

demographic data lacks clarity. This is unfortunate because nursing practice background was 

cited as the primary reason for differences in evaluation decisions. 

A distinct difference in years of teaching experience from her peers was noted as a source 

of frustration by Abby during her individual interview. Anna, who also interviewed from DCC, 

did not discuss the significance of years of experience with teaching or with nursing practice, 

although she reported 27 years of nursing practice and 5 years of experience as a nurse educator. 

In addition to identifying years as a nurse educator, group members were asked to identify their 

years of experience with evaluation of student nursing skills. This number may be different than 

the number of years working in a school of nursing as an educator, because practicing nurses 

often work with students and evaluate the performance of those students. Indeed, data shows that 

some members recognized these measurements differently. Three group participants reported 2 

years or less of experience in nursing education; however, two of them reported 4 years or more 
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of experience with evaluation of student skill performance. This data provides little insight into 

the research questions. In fact, it only highlights a significant weakness in this study. It would be 

significant to clearly define and understand the differences between group members’ actual years 

of experience in nursing, education, and evaluation of student nurses. 

Table 2 
 
Demographics for Educators Participating in the Group Discussion: DeSoto Community College 
(DCC) 

 
  

 
Name 

 
 

Gender 

 
 

Age 

 
 

Race 

Education 
Highest 
Degree 

 
Nursing 

Specialty 

 
Years in 
Practice 

Years as 
Nurse 

Educator 

Years 
Evaluating 

Student Skill 
1 Abby* F 45 W MSN ICU, 

wounds 
10 10 10 

 
2 Anna* F 50 W DNP CC 27 5 8 

 
3 CR F 46 W MSN Ed., MS, 

Peds 
 

8 2 4 

4 SH F 44 W MSN CC 23 11 11 
 

5 SM F 41 W MSN Quality, MS, 
dialysis, OH 

 

11 <1 year 7 

6 LO F 29 W MSN NP: 
Women’s 

Health 
 

7 <1 year 1 

  F = 6  W = 
6 

MSN=5 
DNP=1 

CC=4 
CM=1 
OR=1 

14.3 5 
<1 – 11 

6.8 
1 – 11 

 
*Indicates interviewed participant 
See abbreviations on page iv 
 

The second college, Columbus Community College (CCC), is located in an urban setting, 

and has four associate nursing programs located at satellite campuses throughout the city. Three-

year data obtained from the ABN show that programs associated with CCC produce an 

aggregated total of approximately 246 RN graduates yearly, with an average first time NCLEX 

pass rate of 81% (ABN, 2017). CCC does not have a PN program. There is no available data 

regarding specific NCLEX pass rates for individual programs because data is aggregated for all 
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RN programs. However, one interviewed participant did provide insight into this outcome data. 

She stated that her program, at CCC, had 100% pass rates for NCLEX-RN, coupled with 70% 

attrition. She explained that her program’s pass rate was instrumental in supporting college 

goals. However, she did not seem to understand that her program’s attrition rate would be 

similarly obscured in aggregated data. At CCC there are 26 full-time nurse educators. Thirty 

persons attended the initial group discussion (Table 3). Sixteen members addressed the 

documents, consent, and demographic form, with varying degrees of completion. Of these 16, 

only 3 participants completed the consent. One of these three shared his or her educational 

degree, by including it in the signature. 

Reflections 

Two participants were interviewed from two of the programs at CCC. These participants 

were selected based on their availability to be interviewed within one week of the group 

discussion. No other group members who consented to be interviewed were available within this 

time frame. I assume that additional group members in this group included administrative 

persons for the school of nursing, although they did not identify themselves as such. 

The makeup of the group was less likely to have impacted the discussion at DCC. The 

director of nursing at DCC identified herself at the beginning of the group meeting and then left 

the room. However, the possible presence of administrators during the CCC group discussion 

may have influenced the members’ participation. Indeed, Clair and Brenda reported that they did 

not speak during the group discussion at CCC. Claire indicated that her input might increase 

group conflict; her decision to not offer input was because this would “open up a whole new can-

of-worms.” However, it is not clear from this data why conflict would be a problem. It cannot be 

assumed that conflict itself would be a problem for this group. It may be that resolving conflict 
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requires too much time and effort, this alone may be the teams’ reason to avoid disagreement. 

The purpose of this discussion was to address evaluation agreement. Once participants 

recognized significant differences in evaluation agreement they may have decided that spending 

additional time to address these differences was futile. Claire voiced this sentiment, “You could 

see we were moving apart. We could not agree.” The pressure of other group concerns scheduled 

for this meeting day may have distracted members from considering the topic of evaluation 

agreement in greater depth. Indeed, there was a group meeting immediately following this 

discussion, which required attendance of the entire group. My discussion may have produced 

valuable information that could be resolved at a later time. Ideas uncovered in the discussion did 

increase all participants’ awareness of a lack of evaluation agreement and thus a problem with 

interrater reliability.
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Table 3 
 
Demographics for Educators Participating in the Group Discussion: Columbus Community College (CCC) 

 
  

 
Name 

 
 

Gender 

 
 

Age 

 
 

Race 

Education 
Highest 
Degree 

 
Nursing 

Specialty 

 
Years in 
Practice 

 
Years as Nurse 

Educator 

Years 
Evaluating 

Student Skill 
1 Bonnie* F 43 W MSN ER, OR 17.5 5.5 5.5 
2 Brenda* F ** W DHS MS, ER 15 8 10 
3 Claire* F ** B MSN CC 30 8 8 
4 Cathy* F 43 W MSN PACU 20 12 12 
5 JJ F 47 W EdD, CNE MS 25 10 10 
6 RW F 38 W MSN OB 16 1.5 2 
7 CH F 48  MSN Wounds 26 5 4 
8 JM M 59 W BSN ER, ICU 13 ** 0 
9 EF F 47 W MSN MS 16 6 ** 
10 TH F 59 W DNP MS 33 10 10 
11 ** F 58 W MSN ICU, MS 35 3 ** 
12 ** F 34 W DNP Peds 10 7 7 
13 ** F 41 W MSN MS 17 1 FT 

8 PT 
1.5 

14 JS F ** ** ** ** ** ** ** 
15 SH F ** ** ** ** ** ** ** 
16 RB F ** ** MSN ** ** ** ** 
  M=1 

F=16 
  EdD=1 

DHS=1 
DNP=2 

MSN=12 
BSN=1 
CNE=1 

 16 
10 - 33 

4.9 
1.5 - 12 

4.1 
1.5 – 10 

* Indicates interview participant -- **Indicates data not provided 
See abbreviations on page iv
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Evaluation tools for each college were requested one month prior to the group discussion; 

however, coordinators determined that these tools would be provided immediately prior to their 

college meeting. For both meetings, I arrived one hour prior to the start time to set up the 

meeting room to obtain the evaluation tool and set up the meeting space. This provided the first 

insight into each institution’s educational practice; both coordinators were unclear regarding the 

existence of an evaluation tool for the skill used in this study, urinary catheterization. 

At DCC, the meeting coordinator realized that educators at this college do not use any 

evaluation tool to score students, instead evaluators simply decide a passing or failing score 

based on his or her impression of the student’s performance. The meeting coordinator decided to 

print pages from the students’ textbook, which commonly guides the students’ understanding of 

what will be tested. These copied pages were provided to all group participants. At CCC, an 

evaluation tool was copied for all group members by the meeting coordinator; however, once 

these were distributed, members were surprised to learn that this was their common tool. There 

was significant discussion regarding the distributed tool during both meetings. A common 

experience during both discussions was that the evaluation tool was viewed as an afterthought. 

All participants shared that their method for evaluation decisions was to base the student score 

on the raters’ general impression of each student performance. For both groups, members only 

consulted the evaluation tool after the researcher suggested referring to this tool to determine if 

their decisions could be supported. It is important to note that the skill of urinary catheterization 

is included in all programs for each college. Additionally, this skill, for all programs, will result 

in failure for the associated course, if the student is unsuccessful after three attempts. 

Eventually, these disputed evaluation tools were distributed along with consents and 

demographic forms to all discussion group members. Not all members decided to complete the 
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demographic or consent forms. At the end of the discussion, the forms were collected from those 

educators who were willing to provide individual interviews. The group discussions were not 

recorded, however participants took notes during the discussion and these were collected. These 

notes were made available to participants, but none chose to use them during their interview.  

For both groups, I did not use the PowerPoint to guide the discussion, because group 

members immediately initiated discussion without prompting. Although, both discussions did not 

follow the format of suggested topics on the PowerPoint (Table 1), each group discussion 

addressed all planned group questions. 

The discussion group with faculty at DCC began on time; all eight participants were 

aware of the purpose and general expectations for the discussion. The program director 

welcomed the researcher and participated initially to ensure that the room and facility were 

adequate for the presentation. This discussion lasted approximately one hour. The discussion at 

CCC was starkly different. The 30 participants trickled in for the first 30 minutes delaying the 

starting time for the discussion. No administration member for any of the five programs 

addressed the group or me. I was allowed to make up the time from the late start and the meeting 

lasted 75 minutes. 

The group discussions were markedly different in other ways. At DCC, the group was 

small, only eight members attended, while the discussion at CCC included educators from all 

four associated programs. At CCC, the educators were unfamiliar with one another and had 

convened for more than just this discussion group. These teachers were gathered to first attend 

my group meeting and then would reconvene for a general nursing faculty meeting. For this 

larger group, the college provided lunch after our meeting. For CCC, group participants entered 

and exited the meeting throughout the discussion. 
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Both meetings were cordial and participants offered their input freely, but there were no 

dissenting opinions offered in either group. I prompted members to respond to comments and 

offered acceptance of variation in opinion. Although, my encouragement did result in further 

discussion, their responses were carefully constructed to add-to rather than rebut their peers’ 

comments. Conflicting opinions quickly ended discussion on any topic. This was particularly 

true with discussion of how to use the evaluation tool to score students. When the students’ 

behaviors reflecting communication and professionalism were considered, both groups realized 

that these were not included on the evaluation tool. For the group at CCC, this prompted several 

educators to explain how it is acceptable to use other documents associated with the nursing 

program to award a failing score for these students. When one participant suggested that the 

score could only be assigned based on the evaluation tool, this discussion was ended. No further 

comments were made and the discussion had to move on to less contentious issues. 

During both discussions, members were polite, and participants listened to peers and did 

not interrupt or overtly disagree. In fact, there was a distinct lack of disagreement. When 

participants offered an idea that seemed to indicate dissent from peers it was met with silence or 

agreement. My impression of the failure to productively disagree was substantiated during 

individual interviews. Cathy, from program 3 at CCC, shared new research regarding the urinary 

catheterization skill, during the group discussion. Cathy indicated that she has 12 years of 

experience in nursing education, more than any respondent from her discussion group. She 

shared that testing the catheter balloon before insertion is no longer best practice. She offered 

reasonable rationale for discontinuing this traditional practice with her peers; testing the balloon 

weakens the balloon and creates a “more abrasive surface on the catheter during insertion.” 

Additionally, she explained that this behavior is not included on the evaluation tool used at her 
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program. She was surprised to see it on the tool used for the discussion at CCC. Not one of the 

other 29 group members responded to her comments during the group discussion. This was an 

obvious opportunity for the group to consider changes on their evaluation tool. There are 

reasonable arguments to continue this practice but none were offered. 

Clair, also from program 3 at CCC, reported that she did not speak at all during the group 

discussion; however, she shared that she disagreed with Cathy’s comments during the discussion. 

She reported that she would continue to have students test the balloon. She shared that her reason 

for not speaking during the group discussion was that it would “open up a new can of worms.” 

This indicates that disagreement with peers is not seen as productive or helpful. One concern of 

group members may be that resolution of evaluation disagreement is time consuming and 

therefore not worth group effort. 

However, the ability to disagree within groups is an indicator of productive group 

collaboration (Davenport, 2009). Ineffective groups are unable to disagree, discuss, and 

compromise with the purpose of improving movement toward goals. My impression from both 

group discussions was that it was important to avoid disagreement between members. These 

group members seemed to accept that it is important to appreciate differences in opinion and 

allow differences in evaluation practice without discussion. This impression was validated during 

individual interviews. All participants acknowledged that although they disagreed with peers, 

none addressed these differences during the group discussion. 

During any nursing skill performance, three learning domains are displayed: 

psychomotor, affectual, and cognitive. The psychomotor domain is evident in students’ physical 

movements as they complete the skill. This was clearly included on each evaluation tool and 

related to particular and measurable steps. The affectual domain is demonstrated through the 
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students’ communication with the patient or manikin. Expected behaviors associated with 

affectual domain learning were not listed on either tool. Cognitive domain learning is concerned 

with the students’ understanding of the overall skill purpose or purpose of individual steps. The 

evaluation tool for each college did not include a measurement for this domain. For both 

discussions, group members were concerned with the students’ professionalism and 

communication. Group members cited the male student’s lack of communication with the 

manikin as a significant concern. The female student’s hairstyle was cited as a breach of dress 

code. However, these concepts do not clearly fall under the psychomotor domain and were not 

included on the evaluation tools used to guide either group discussion. These concepts more 

accurately fall under the domain of affectual learning. Neither tool provided a means to measure 

these behaviors. The female student’s hairstyle could have been determined to violate sterile 

technique, but sterility was not used as a rationale for degrading her score--rather, her hair was 

noted to be a professionalism issue. 

There was significant discussion regarding the importance of students completing each 

step on the evaluation tool versus completing each step correctly. Each tool outlined the steps of 

urinary catheterization, but there was no clear guideline on either tool that enabled participants to 

determine whether the student maintained a sterile field (Taylor, 2015; Appendix B). Participants 

argued about which behaviors (or steps) were required to maintain sterile technique. This may 

seem to indicate a lack of rater expertise. However, it is more likely to be based on notions of 

convention and adherence to tradition. Discussion group members and interview participants 

discussed two problems related to sterile technique. First, if students complete each step on the 

evaluation tool, but do not stay sterile, is this acceptable? This, first question, was easily 
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answered by the group: Students must stay sterile or fail. The second was more difficult. If 

students do not complete all steps but do remain sterile, is this acceptable? 

There are common principles with associated behaviors that ensure sterility. Touching a 

sterile to unsterile surface or reaching across a sterile field are two behavioral examples that 

violate sterile principles. Both groups did not recognize the evaluation tool as a barrier to 

awarding a failing score for these behaviors, although these were not included on their tools. The 

tools for both groups were deficient; a student may open a sterile kit, but do it incorrectly and 

thus contaminate the kit. However, there was no element on either tool that required the skill to 

be completed in a sterile fashion. Thus, completing every step on the tool would indicate success. 

However, all group members agreed that students must maintain a sterile field and therefore it 

was acceptable to fail a student who violated a principle associated with sterility. 

The second sterile technique question was more troubling for both groups. It is possible 

to maintain a sterile field without following each commonly taught step in a nursing skill? In 

fact, this is common practice in order to accommodate context and situation during live skill 

performance with patients. This was the second and more difficult problem for group members 

and, ultimately, interviewed participants. The male student used a sterile drape included in the 

catheterization kit in an unsterile fashion. The technique he employed is used in actual practice, 

but is not how this skill is usually taught. Discussion group members argued that he failed to 

complete the skill as commonly taught, but they agreed, he did not violate any principle of sterile 

technique. His infraction was that he did not use the kit items as directed. His deviation from 

exact steps was a cause of concern for some educators, but was seen as cognitive skill mastery by 

others. Eventually, both discussion groups decided that the male student was unsuccessful, but 

not because he was unsterile--instead they found other reasons to award a failing score. His 
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success with sterile technique was never consensually determined during the group discussions 

or by interviewed participants. 

Group members had little difficulty agreeing that the videoed female student performed 

each step, but did not stay sterile. It was recognized that she clearly violated principles of sterile 

technique. Multiple times, she touched unsterile items with her sterile gloves. Although, she 

completed all steps on their evaluation tools, they easily decided that ultimately she should fail 

the skill because she did not maintain sterile technique. Another problem for the female student 

noted by all group members was that her hair was long and unrestrained. Her hair was noted to 

be “unprofessional” during both discussions, rather than a sterile technique concern. By the end 

of each group discussion, both groups decided that the female student performance was 

unsatisfactory. Both groups noted that the female student’s failing score was due to two 

infractions: inability to maintain sterile technique and, separately, her hairstyle was 

unprofessional. 

The videoed male student failed to demonstrate each step of the procedure. His deviation 

from expected steps was a concern for each group. Both groups acknowledged his novel 

approach and ability to eliminate steps while maintaining sterile technique. However, all group 

members did not recognize his behavioral innovations as skill mastery. Instead, these were 

recognized as failure to conform to conventions taught. By the end of each group discussion, 

both groups decided that the male student performance was unsatisfactory. 

These perceived student weaknesses created significant difficulty because the tool used 

for each college did not provide support for the raters’ evaluation decisions. During the group 

discussion for CCC, it was suggested that commonly used school-wide documents, other than the 

evaluation tool, could be used to base negative feedback and award a failing grade for these 
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performances. Suggested documents to provide negative feedback other than the skill evaluation 

tool included the college-wide nursing student handbook and other clinical evaluation tools. 

However, group members were divided on this idea; many felt it was not fair to use guidelines 

other than the specific agreed upon evaluation tool for a particular skill. The use of a clearly 

identified evaluation tool to score a student performance was deemed a component of fair 

testing; however, members felt that an egregious violation of common standards could be 

measured with school-wide policies that dictate student performance. Student appearance (the 

female students hairstyle) and lack of communication with the manikin (male student) 

demonstrated in these two videos were considered by some group members to deviate 

significantly from expected behavior and thus warranted the use of tools other than the one used 

during the group discussion to award a failing score. 

Individual Interviews 

Participants were self-selected for individual interviews as outlined in Chapter 3, with 

two interviewees from each nursing program. Each hour-long interview was recorded and 

transcribed. Follow-up interviews were conducted with three of the six participants to clarify and 

ensure accurate understanding of transcriptions. Three interviews were conducted in the 

participating educator’s office and three were conducted by phone. All follow-up interviews 

were conducted by phone. From the nursing program at DCC, Abby and Anna provided 

interviews. At CCC, participants from two programs were interviewed for a total of four 

participants from CCC.  Bonnie and Brenda teach at the RN program on the main campus. Clair 

and Cathy teach at a satellite RN program located approximately 30 miles from the main 

campus. Each participant was provided with her notes taken during the discussion; however, no 

participant was interested in reviewing their notes.  
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Demographic data for the participants indicate similarity with the common demographics 

for nurse educators in the United States currently. The participants were all female and aged 43 

to 52 years old. One participant was African American. All interviewees had a master’s degree in 

nursing. One member had a doctorate in Health Science (DHS). All participants had experience 

in nursing education--their nursing education experience ranged from 5 to 12 years. They 

reported 10 to 30 years of experience in nursing practice. Participants were eager to share their 

experience and insights regarding both student skill performance and concerns with student 

evaluation. 

Themes 

Influence of Peers’ Background 

The most common experience noted by all interviewees was a new appreciation for their 

peers’ professional practice background and how significantly this influenced their evaluation 

decisions. This new insight into their peers’ background was coupled with their new awareness 

of resultant problems with interrater reliability. Abby agreed that the discussion was helpful to 

better understand peers’ evaluation decisions: 

Yes, [it was useful] because we had the opportunity to learn about each other’s 
backgrounds. I was not aware of that. Depending on their background, ergo, if they are 
from critical care. . . . Like on that second video when that guy ran his hands across the 
drape. . . . Okay, your ER would say, “that is not sterile anyway,” so, but the way I set 
that up is part of my sterile field. So, that would not be okay in my mind. So, her 
perspective and mine is completely different. 
 

Anna reported, “I view it one way and she views it in a totally different way. Because she is a 

same-day surgery nurse and I am a critical care nurse. You know, our backgrounds are 

different.” They expressed new understanding regarding practice background as the key 

determinant for evaluation decisions. Anna further elaborated on this idea at the end of her 

interview by saying, 
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It was interesting to hear how everyone’s background effected how they would decide 
critical steps for this check off. Like X, she was an OR nurse. So, she was more 
concerned with just the technical skill. But X, as a case manager, is more concerned with 
the students’ professional behavior. She thought the male student’s communication was 
worth failing him for. 
 

Cathy was surprised by both the difference between raters and the lack of rubric use for all 

programs at CCC: 

My understanding didn’t change (as a result of the discussion), but it did highlight our 
differences. I was surprised that there was a Shelby campus rubric (different than her 
program)! I realized that we have different ideas--urban to rural etcetera. But I saw that 
we are really different. . . . I was shocked, actually, by the discussion.” I guess we need to 
talk about . . . well evaluate how we are evaluating students. We should know what we 
are considering . . . must be evaluated. 
 

Powerlessness 

Universally expressed by all participants was the belief that although interrater reliability 

was important, it is impossible to have raters produce homogenous scores for student skill 

performance. In part, this was due to their reluctance to impose personal values upon their peers. 

Clair described this as follows: “I feel that everyone’s opinion matters. Like that lady who was a 

psych nurse . . . well I wouldn’t have thought on her level, but that is what she knows. I think 

everyone’s opinion matters.” Especially troubling was that despite participants’ belief that 

“good” evaluation tools help students know what to expect during an exam, they also thought 

that evaluators would not adhere to these tools when scoring. It could be that respect for one 

another’s practice background forces acceptance of peer failure to adhere to the constraints of 

evaluation tools or even protocols for rater behavior during evaluation. However, acceptance of 

peer differences and their perceived inability to influence peer practice, provides individuals 

assumed permission to continue personal practices without constraint. 



 

95 

No participant indicated a lack of respect for his or her peers’ expertise in nursing 

practice. This was true even if outside evaluators were included as raters for skill evaluation, as 

described by Clair: 

It was valuable because we have all these other campuses and we don’t always know 
what the other campuses are doing. So, that we had other campuses participating [in this 
group discussion] means we get to know what they are doing. You are always comparing 
yourself. I like to hear what they are doing. I didn’t know who everyone was. We 
sometimes bring in other faculty [adjunct faculty] to check off people, but we don’t know 
them. These faculty are not trained or oriented to the check off, we expect that they can 
do it [evaluate a nursing skill] because they are masters prepared or higher. 
 

She assumes that if an evaluator was included in the team he or she was vetted and should be 

respected as an expert. This is a critical assumption; authority is conferred by education and 

experience in nursing practice, not by experience in education. 

Another concern brought up in both discussion group two and in individual interviews, 

was the impact of new research on evaluation practices. One group member (Cathy) offered new 

nursing research regarding the traditional test of the catheter balloon before inserting a urinary 

catheter. Cathy noted that this practice is no longer considered correct and offered rationale for 

discontinuing this practice. Testing the balloon weakens the integrity of the balloon and creates a 

rough surface that causes trauma to the urethra. Clair responded to that part of the group 

discussion in her interview. “So you have to check that balloon. That doesn’t make sense to me 

(to not check the balloon). Let’s just say, I will still be testing my balloon, okay (Clair)?” 

Although, this idea was not brought up in the first group discussion, this idea of rater autonomy 

was echoed by Abby: “So, anytime you have a new idea . . . even if you have enough data to 

back it up . . . even if it is best for the students . . . Um . . . you have two or three that jump in and 

say . . . “Well, I wanna do it this way.” All participants reported that nurse educators would not 

adhere to evaluation tools or peer input when they score student performance. The assumption 
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that peers were not expected to adhere to educational instruments seems to be related to each 

raters’ authority based on their professional experience. These data indicate that nurse educators 

are likely to value personal autonomy over the influence of current research or collaboration with 

peers to change their behavior or evaluation decisions. Conflict arising from differences in 

evaluation decisions seems to be related to a personal challenge regarding nursing practice 

expertise rather than educational practices. 

Bias 

The term “subjectivity” was used by all those interviewed as the reason for lack of rater 

agreement. However, as participants described their use of the term subjectivity, this theme 

would be better termed as bias. Bias is a legitimate explanation for evaluation variation with 

human skill performance. However, recognition of bias with evaluation should drive educators to 

control for this risk. Although, these participants recognized the importance of fairness with 

student evaluation, they voiced the belief that nurse educators will base evaluation decisions on 

personal and professional values and should not be limited by an evaluation tool. The term 

subjectivity was used to describe all aspects of variation during evaluation, including student 

behavior, rater behavior, and rater decisions regarding sterility. Participants noted that 

professionalism and communication behaviors by students were too “subjective” to be evenly 

evaluated. Participants reported that evaluators interpret students’ professional presentation and 

communication in light of their own values and biases. Additionally, they also described student 

behaviors that may indicate a breach of sterility were also subjective. Finally, they asserted that 

rater behaviors during an evaluation were based on individual preference and beyond the control 

of the group. These assertions reflect the participants’ belief that rater bias cannot be controlled 

and is an inevitable part of evaluation practice. The contention that bias exists and cannot be 
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controlled is also reflected in the themes of professional autonomy, powerlessness, and a lack of 

educational expertise. 

Measurement of professionalism and communication behaviors was identified as 

influenced by biases held by individual raters. Therefore, although participants understood that 

rater bias negatively impacts interrater reliability, they believed this is an expected imperfection 

with student evaluation. Indeed, they reported that bias is not an error of evaluation that can be 

managed. As Anna explained, “So, professionalism or communication is like an assumption, you 

might say. That’s a human subjective thing that . . . you know . . . . I look at the male and X 

looks at the male and sees something completely different.” Cathy added, “So, if you failed the 

student for professionalism or communication . . . the student may be a great OR nurse . . . or 

whatever . . . so you knocked him out . . . but you have taken away a nurse who would be good 

in in different area.” According to Clair, communication was not a part of this skill evaluation 

and should be handled in a different manner. She suggested that this could be noted as “not 

applicable” during a skill evaluation in a laboratory setting, and graded differently during a 

clinical experience. This suggestion did not take into account that communication was not on the 

tool used by her group: 

Like, (the rater can) put not applicable (on the tool) . . . like when the patient was 
combative . . . etcetera. So, when the patient is yelling ‘call the police’ you are not gonna 
do that. But the skill should just be about the skill . . . not about all the communication 
and professionalism stuff. Some students are just not that good at communicating . . . 
they are just not that engaging (Clair) 
 

Hubris 

Hubris is defined as excessive pride or self-confidence (Hubris: Defined, 2017). Hubris 

thus indicates a lack of self-reflection accompanied by an unsubstantiated belief in personal 

ability despite evidence that contradicts this. Therefore, despite its negative tone, the term works 
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well as a description of nurse educators’ failure to address differences in evaluation tool 

interpretation, specifically with regard to sterile technique. 

Another point of dissention for participants was whether the students remained sterile. 

Communication style and professionalism are likely to be difficult to measure and therefore 

subjective to evaluation bias. However, the concept of sterile technique is guided by multiple 

research-based principles and therefore would seem to be within the reach of objective 

determination by observers. Participants explained the reason for their group’s disagreement 

regarding sterility was that sterile technique is ultimately up to the subjective interpretation of 

individual raters. This interpretation of behaviors, which can be supported by research and 

evidence, indicates an unwillingness to reflect on best practice for both nursing and education.  

Participants were conflicted about the final evaluation of sterility. Was success with 

sterility determined by the overarching requirement to following all steps on the evaluation tool 

or was it determined by adherence to common conventions for sterile technique? Brenda noted, 

“You have to complete all the steps to pass. The guy contaminated his sterile drape. He did not 

treat it as sterile. So, that means to me he did not understand it was sterile.” This assumption is 

problematic because it is possible to complete steps and still contaminate the sterile field. In fact, 

the female student completed all steps but did not remain sterile. Her failure to maintain sterility 

while following all steps was recognized by all participants. They all agreed that she should fail 

the skill. The male student remained sterile, but did not complete all the steps, and thus they, 

also, determined that he should fail the skill. This difference between following steps and 

maintaining sterility did not create cognitive dissonance for participants. There was no mention 

by any participant that there should be a change in the evaluation tool to address these two 

distinctive ideas. Participants’ distinct lack of curiosity regarding best practice with sterile 
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technique indicates lack of self-reflection. In fact, participants indicated that they were confident 

with their own decisions regarding sterile technique. Thus, indicating that their difference from 

peers was attributed to their peers’ lack of knowledge, not their own. 

Because the concept of remaining sterile was conflated with the need to complete all 

steps on the evaluation tool, students were subjected to both objectives. They must remain sterile 

and complete all steps. This was a problem for participants because they recognized that their 

peers could use either guideline to award a score. Also, participants did not think that they could 

assert their guidance to influence their peers’ decision regarding this. Participant Bonnie noted 

the lack of agreement regarding the male student’s performance: “I heard everyone laugh about 

him . . . but I thought he stayed sterile. Then I thought . . . what? Did I miss something? But I 

thought he passed.” When questioned further, Bonnie noted that his unconventional use of the 

sterile drape would result in significant variation in scores with different raters: 

As you were listening you heard that the group couldn’t agree . . . that was the feeling I 
got. They couldn’t agree. I think we were moving apart. Once you get input from 
everyone, you get so many different opinions. You see we can’t agree. You heard them 
say, ‘that guy just dropped his stuff’. But I think he passed. I feel like he stayed sterile. 
Even though he did not do it in a normal way. 
 

Bonnie, also noted that differences in the score for this student were not a significant concern: “I 

think if it is not a glaring issue it is probably okay. I am more lenient. But if one [peer rater] is 

more strict it is okay . . . but not if it is a glaring difference.”  

The core of this disagreement, regarding sterile technique, was with the male student’s 

novel behavior. The male student did not perform the skill with the traditional steps that 

participants taught. 

Yes, (laughs) there were some who said they would fail the male student . . . even though 
it was gender based . . . which it was [pause]. That is not right. Even though someone 
does the skill in a different way . . . he did stay sterile. (Clair) 
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This was the only time the influence of gender on scoring was mentioned during individual 

interviews. Bonnie did believe that the male student remained sterile and his skill performance 

should be scored as successful, but did not feel that she could influence his score if a different 

rater determined that this student failed to remain sterile based on his failure to imitate the exact 

steps required to complete the skill.  

I can’t change what other teachers decide. I don’t like that someone would grade him 
harder because he is a male, but he has to complete all the steps on the validation sheet. 
He did it his own way. That is not how it was taught. (Bonnie) 
 

Clair echoed Bonnie’s belief that the male student would fail for not completing the steps, rather 

than committing an error of sterility. She reported that the female student would have failed for 

her hairstyle, because it indicated a failure of sterile technique for Clair. Clair did not recognize 

the conflict represented with these two decisions. She decided it is okay to award failing score 

for a student who does not adhere to the evaluation tool steps despite achieving a global 

objective (sterility). It is, also, okay to award a failing score to a student who completed all steps 

on the evaluation tool, but did not remain sterile. This is despite the fact that remaining sterile 

was not included on the tool. She explained it this way: 

Yes, because even though the young lady’s hair was too long she did complete all the 
steps on the checklist, but the male student did not complete the steps. It may be that the 
hair would have contaminated the field, but I would have stopped her before she got to 
that point. That should have been addressed way before she opened the catheter kit. The 
male student did not complete all the steps so he would have failed for that, even though 
he did stay sterile. (Clair) 
Cathy noted, 

The male student completely stayed sterile, but he used the towel for privacy . . . which 
could have been an issue. But then he didn’t use that towel. So, when we heard that gasp 
(from the group) they did not wait to see if he would use that towel for a sterile field. As 
he went further with the skill he never contaminated. He did not depend on the towel to 
stay sterile. So, he was okay. He technically used it as a pad. . . . So, I was on a different 
mindset from my colleagues (who) did not think he stayed sterile, but . . . he did. So, yes, 
there was a difficulty in the discussion. It was just because it was different from how we 
teach them. But it was technically correct. So, we have to be able to stand behind our 
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rationale principles to justify our decisions about sterility. And I am not sure we did that 
as a whole group. 
 

Brenda disregarded the global concept of sterility and was more concerned with whether the 

male student completed the skill according to the evaluation tool: “I want to see that the student 

is confident and has practiced the skill how it was taught. The validation tool is the guideline that 

was given. I go by that.”  

At DCC, both participants (Abby and Anna) were also, concerned that the male student 

was able to remain sterile but failed to remain true to what they commonly taught. Abby noted, 

I loved that he stayed sterile, but he was not professional . . . he just slammed the tray 
down. I would pass him, but I would talk to him about that. I think that some teachers 
would consider him unsterile because he was not careful. 
 

According to Anna, 

We don’t have a tool that we all use, so this is a problem. I believe that some of our 
educators would fail him and others would let him pass. He stayed sterile, but he was not 
demonstrating care. He was not kind to the patient. It is understandable that the patient 
was a manikin, but will he be kind to a real person? I guess if we are trying to assess his 
demeanor we should create a rubric just for that. We should assess that separately. 
 
Participants were divided regarding whether deviation from protocol would indicate a 

breach of sterile technique. Interviewees were evenly spilt regarding the opinion that completing 

steps, as taught, was required to successfully complete this skill (Abby, Clair, and Brenda). The 

other three interviewees (Anna, Bonnie, and Cathy) expressed the belief that exact steps are not 

required. Students who behave in a novel way, yet maintain the principles of sterile field may 

indicate greater ability in the cognitive domain. This is an important distinction. These deviant 

students may be more able to understand the difference between principles of sterility and 

dictated protocols for performance. They recognize that some behaviors are unnecessary to 

achieve the overall goal of sterile skill performance. Additionally, it is possible that these 

students may be more able to transfer their learning to practice in disparate contexts. Such 
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differences in behavior demonstrate an ability to adapt method while remaining true to critical 

principles. 

Educators failed to understand the importance of their disagreement regarding sterile 

technique. They acknowledged the possibility of student failure with one rater and success with 

another as a result of different interpretations of behavior. This evaluation disparity did not 

concern participants. It seemed that the greater concern was conflict between peers that may 

arise as a result of a discussion regarding evaluation practice in general and sterile technique in 

particular. Avoiding a discussion that would uncover rationales for decisions regarding best 

practice with sterile technique overtly demonstrates one definition of hubris on the part of nurse 

educators, an expression of inappropriate confidence. This confidence is coupled with a 

disinterest in correcting peers. However, a more nuanced interpretation may be that participants 

are uncomfortable with discovering their own lack of ability and revealing that to peers. 

Professional Autonomy 

Rater behavior during an evaluation has impact on the reliability of resultant scores. 

Participants described how their behavior, during evaluations, differed from their peers and 

recognized that these differences resulted in scoring differences. Participants indicated 

frustration with these differences, but cited acceptance of this variation in evaluator behavior. In 

fact acceptance of variation supports the professional autonomy they afforded themselves.  

Because I used video recorded student performances, evaluation administration is not an 

examined component of this study. However, rater behavior during examination was discussed 

during the group meetings and reflected on by some participants. During both group discussions, 

nurse educators shared their methods for feedback to students during a skill evaluation. Feedback 

to students is a commonly recognized teaching technique used during formative evaluation. The 
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interviewees noted that it was impossible to create common guidelines for rater behavior during 

a skill evaluation even if it may influence student scores and thus negatively impact rater 

reliability. This was true, even though participants believed that differences in rater behavior 

creates an unfair testing environment. Protocols for rater behavior are commonly integrated into 

evaluation practice for multiple disciplines. It is unclear why participants did not believe that this 

was outside the reach of their educational team. However, participants strongly believed that 

their behavior during evaluations was defensible and they expressed no interest in changing their 

own practice despite their understanding that it would improve IRR. 

Two participants expressed opinions about the timing of student feedback with 

evaluation. Bonnie expressed concern about the potential impact rater behavior has on the 

reliability of student scores: “I feel like talking during the check off messes them up (students). I 

know many faculty teach during the check off. I don’t think that we need to be teaching during 

the check offs. I’m not 100% quiet, but most of the time I wait until the end.” Abby, noted that, 

although, feedback is given before evaluations, it should also be given during evaluations to 

prevent student failure: “I always ask students critical thinking questions” during the evaluation. 

“I want to know that these kids know something about what they are doing.” She went on to say, 

Yes, I want them to know this stuff. I feel like I am sharing knowledge with them while 
they are checking off. Does that make sense? I’m not gonna fail them if they can’t answer 
one of my off-the-grid questions. I will ask them, “Do you really want to do that?” if I see 
them about to make a mistake. They are gonna walk away from me with more 
information [after the check off]. 
 

She admitted to interrupting students if she felt that they are about to make an error during a 

check off, but she did not consider that this interruption was a type of rater error. When asked 

about this she said, “I don’t know how other faculty handle it. I know we all want them to pass. 
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And if they are just nervous, I want to support them. This does not need to be as stressful as 

some faculty like to make it.” 

Bonnie shared her frustration regarding peer educators who talked with students during 

the evaluation experience. “Even though we all use the same rubric, we all handle it totally 

differently. So, like if we are to educate during the check off does that mean we are more 

sympathetic to the student?” Although, Bonnie was from a different college than Abby she 

seemed to respond to Abby’s comment. She noted that her peers believed that they should be 

allowed to halt students during a skill evaluation if they were concerned that the student was 

about to make a mistake. She explained her decision to not interrupt students was based on best 

practice guidelines for fair evaluation and with best practice in nursing. “If you are in a red zone 

at work, don’t interrupt them. Like during medication administration during clinical you 

shouldn’t interrupt them--it’s just a way to make errors” (Bonnie). 

Another disparate element of test administration was noted by Abby. She shared that the 

convention at DCC was for students to wait 24 hours after an unsuccessful skill performance 

before repeating the skill evaluation. However, she noted, 

If I feel like they are lacking in some way, I don’t call it a failure. . . . I just require that 
they repeat the skill check off. I don’t mean that they have to come back another day. I 
just ask them to go out and practice and then come back and repeat that same day. 
 

This student was then not failed but given a second chance to repeat the skill for a passing score. 

This additional opportunity afforded to one student was not considered as a deviation in rater 

behavior or test administration. It seems to be determined as a kind of “false start.” A false start 

is a recognized aberrancy in sporting events, and is supported by extensive research to control for 

this potential error in the rating of participants (Lipps, Galecki, & Ashton-Miller, 2011). Abby 
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noted that allowing the student to repeat the skill on the same day as his or her first attempt was a 

personal decision and her peers did not follow this practice. 

I try to let them finish that same day if it was just a simple mistake. If they are just 
nervous and made a mistake and I think they can do it, I let them try again. But, yeah, a 
lot of them [peer faculty] don’t do that. They make them come back [another day] and 
give them a fail. But they [the students] have three attempts so it is okay [that we do it 
differently]. 
 

This participant perceived her test administration practice was necessary to be fair to the student; 

however, other students who were not afforded a do-over may not feel her practice was fair. 

Abby went on to say, 

I guess I am really frustrated with how students are treated. One faculty who grades 
students and only one passes . . . that is a problem. But that person is not looked at. But if 
I only fail one person then I am in the problem. It is like we have a quota. You have to 
fail them. For some reason failing them is better than helping them learn of giving them a 
chance. 
 

She seems to believe that giving a fresh start for a minor infraction during an evaluation makes 

up for the more rigorous evaluation practices of peers. She did not recognize that her attempt to 

help some students, while other students may be treated unfairly would only highlight all 

students’ perception of unequal treatment. 

One other participant, Brenda, acknowledged allowing students to repeat the skill 

immediately and be scored as successful, instead of the customary 24 hour wait before a second 

attempt at CCC: 

My peers understand that I am more nurturing and give them the benefit of the doubt. I 
would give them another chance . . . so like, I would like to give them another chance 
even though it has been less than 24 hours. If it was just a simple mistake then why? I 
want to let them check off again. 
 

She discounted that her practice would cause students’ to perceive the process as unfair. Brenda 

noted: 



 

106 

Eventually, all students pass all the skills in all the programs. So, I guess there has not 
been an issue. We are all about students and student success. Faculty are always available 
with an open door policy . . . not all the programs have the same open door policy. But 
not all programs are like that. The programs without that accessibility to students don’t 
have the same student friendly culture . . . so students are more stressed at those 
campuses. 
 

Lack of Educational Expertise 

My assumption was that all programs would have a common evaluation tool for urinary 

catheterization and that all nurse educators who commonly participate in skill exams would be 

familiar with this tool. This assumption was not supported in either group discussion. Nurse 

educators at DCC did evaluate this skill for all students; however, they did not use an evaluation 

tool. At CCC, the tool used during the group was printed and distributed, but during the 

discussion it became evident that the tool was not common to all programs. Indeed, participants 

did not value a common evaluation tool. Cathy summarized the group’s view: “[Rubrics are] 

useful, in that, they give students some concrete starting points, but they are not useful for 

faculty . . . because they set the faculty up for limitations.” Abby added that raters make 

decisions without regard to tool elements: “Okay, so that is about faculty grading the same with 

that tool. But you are never gonna have that. Ms. Rogue is gonna do her own thing and nothing is 

gonna change that.” Clair described her understanding of the group discussion: 

Well, we kind of got away from the rubric . . . you know . . . everything by both students 
was addressed on the rubric. So, I don’t know why we got off on to policy and 
procedures . . . and get away from really just evaluating the skill. But I think those faculty 
wanted to find another way to fail the student. So like, ya . . . the handbook tells how they 
should dress, but that wasn’t on the checklist. I’m not sure if that is fair. 
 

Although, participants purported the value of an evaluation tool for student understanding of 

expected behaviors, they did not recognize that their own adherence to this guideline was 

needed. Cathy noted: 
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Rubrics are important to help students know what we expect during the check off. It gives 
them clarity. However, I have to admit that there are unique events that occur during a 
skills exam… that do not lend themselves to how we use the tool. This is unfortunate. 
 

Anna said, 

I like rubrics because it gives everyone the same starting point, quote unquote, a frame of 
reference. It can be confusing because people [faculty evaluators] modify. It’s hard to 
make rubrics completely objective anyway. You don’t want them to go too far off point. 
 

It appears from this data that faculty perceived the evaluation tool as an afterthought, at best, and 

a barrier, at worst, when evaluating students. 

Additionally, interviewees were unclear regarding the difference between different types 

of evaluation tools. When asked about different evaluation tools for a skill exam, faculty were 

unable to pinpoint specific differences. 

We use a rubric . . . no, or is it a checklist. . . . It’s satisfactory or unsatisfactory. It’s not 
like you get so many points for this or that and you get fewer points if you do this. It’s a 
“you do it or you don’t.” So, it is really a checklist. I don’t know what we call it. I don’t 
have a copy of it in front of me. (Bonnie) 

Clair described the difference between a rubric and a checklist: “Ya, a rubric is when you [the 

student] want to get the most possible points. I guess a rubric is when you give points and a 

checklist is just pass/fail.” Brenda explained the differences between a rubric and a checklist 

similarly: 

A checklist doesn’t have points allocated and a rubric does. [Both] give you exact 
guidelines of this is what you expect. I guess they are limiting because you can do every 
step, . . . but if you contaminate my patient then you are unsuccessful. I love it because if 
a student fails you can say, look, here’s why. They keep from having subjective grading 
and students know what I expect. So, Ya . . . a checklist doesn’t mean you did good . . . it 
doesn’t allow for a discussion, if you know what I mean. 
 

But then Brenda when on to ask, “Okay, I guess I have to ask how those are different. Are we 

saying that a rubric assigns points and a checklist is about pass/fail? Is that the definition 

between a rubric and a checklist?” Cathy admitted she was not aware of the difference between a 
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rubric and a checklist. “Okay, if I’m saying that a rubric is point based and a checklist is check, 

check, check, . . . I don’t see any difference.” 

Answers to Research Questions 

Research Question 1 

Using these themes, we can now address the research questions. Research Question 1 

asked participants to address the effectiveness of a structured group discussion to enhance 

evaluation agreement on skills. All participants did not believe that the discussion improved rater 

agreement. As the themes demonstrated, the group discussions might have, instead, provided 

rationale for participants to become further entrenched in their view of privileged autonomy 

regarding evaluation decisions. 

Although, participants explicitly expressed respect for peers’ nursing expertise and 

opinions the recognition of difference provided legitimacy for dissimilar scoring. Bonnie 

expressed this idea clearly: “As you were listening you heard that the group couldn’t agree . . . 

that was the feeling I got. They couldn’t agree. I think we were moving apart. Once you get input 

from everyone, you get so many different opinions. You see we can’t agree.” This statement also 

demonstrates the theme of collective powerlessness to address rater agreement expressed by all 

participants. The rationale for lack of group efficacy to impact rater agreement was summed up 

by the themes discovered: background of peers, powerlessness, bias, hubris, professional 

autonomy, and lack of educational expertise. Participants believed that evaluation of student 

behaviors during skills is a nuanced and subjective process and beyond the reach of their power 

or will to address. The impact of bias with evaluation is a well-documented evaluation error. 

However, their belief that this error cannot be addressed is supported by their lack of educational 

expertise, the sixth theme. The participants’ lack of reflection and disinterest in addressing 
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program evaluation practice indicates hubris, over-confidence in their ability despite evidence 

that indicates process problems. Additionally, participants’ resolute adherence to the belief that 

professional autonomy is a sound rationale for variation in rater behavior provides an effective 

barrier to discussions that may improve rater agreement. 

Research Question 2 

Research Question 2 was concerned with participants’ perception about the value of a 

structured group discussion for their sense of professional community with peer educators. 

Participants believe that they cannot work with their peers to address poor rater reliability with 

student evaluation scores. This collective belief firmly establishes an ineffective educational 

team. However, this belief does not clearly answer Research Question 2. An ineffective 

educational team is clearly the current experience for these participants. However the discussion 

group was useful in so far as it measured awareness of problems with current evaluation practice. 

Therefore, the intervention of a group discussion to address evaluation of students is likely to 

have an impact on these educational teams beyond the scope of this study. 

When woven together, the themes substantiate answers to both research questions. 

However, the theme of powerlessness best addresses Research Question 2. Bonnie’s plaintive 

suggestion, “you see we can’t agree,” illustrates that although these educators are members of the 

same faculty, they do not work together as a team. In fact, she believes they cannot work 

together. The group discussion, as with Research Question 1, seemed to prove to participants that 

their professional community was ineffective. Despite Claire’s belief that they are “were moving 

further apart,” there were statements made that indicate a discussion between peer nurse 

educators can have a positive impact on community and culture. Participants offered rationale for 

their negative perception of their ability to collaborate with peers. They universally cited bias, 
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and professional autonomy as the cause of poor rater agreement, and believed that their team was 

powerless to address this recognized error in scoring. 

The themes of hubris and lack of educational expertise were demonstrated by the 

participants’ report that sterile technique could not be evaluated in a similar fashion by all raters. 

Participants discussed agreement regarding sterile technique was a key area where agreement on 

scoring was not possible. This is disturbing because sterile technique is addressed by multiple 

disciplines. In fact, sterility can be objectively demonstrated, and protocols exist to establish best 

practice. However, arriving at a common decision regarding sterile technique was difficult for 

members of both group discussions and this failure was a significant concern for interviewed 

participants. Participants’ comments on sterile technique were interconnected with discussion of 

evaluation tool adherence and purpose. Hubris is demonstrated when individuals are unwilling to 

reflect on their knowledge or ability and instead resolutely believe that their behaviors, beliefs, 

and current practice is sufficient. Hubris is a significant barrier to collaboration with peers, which 

is a critical component of professional community. Hubris, in combination with lack of 

educational expertise, creates a potentially impenetrable wall to the achievement of fair 

evaluation practices by nurse educators. This inability to agree on sterile technique and rater 

behavior during an evaluation clearly demonstrates of their inability to collaborate effectively, 

despite recognition of this essential goal. 

The theme of lack of educational expertise was demonstrated in participants’ statements 

related to evaluation tools. Not only were participants divided on how the evaluation tool should 

be used to substantiate sterile technique ability, they even disputed whether evaluation tool 

adherence is required if raters believe that the student committed a sterile error. Anna described 

her ambivalence and powerlessness this way: “It [the evaluation tool] can be confusing because 
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people [faculty evaluators] modify. It’s hard to make rubrics completely objective anyway.” 

Cathy echoed Anna’s concern with evaluation tool use: 

Rubrics are important to help students know what we expect during the check off. It gives 
them clarity. However, I have to admit that there are unique events that occur during a 
skills exam . . . that do not lend themselves to how we use the tool. This is unfortunate. 
 

Clair agreed that educators’ lack of adherence to tool guidelines create an unfair testing 

environment. She described educators in the CCC discussion group who stated that the 

evaluation tool does not have to be followed: “I think those faculty wanted to find another way to 

fail the student. So like, ya . . . the handbook tells how they should dress, but that wasn’t on the 

checklist. I’m not sure if that is fair.” Bonnie also shared this concern, “Even though we all use 

the same rubric, we all handle it totally differently.” 

 The theme of professional autonomy was demonstrated by participants’ statements 

related to rater behavior during an evaluation. Participants understood their behavior during an 

evaluation could influence outcomes. Abby admitted to intervening during an evaluation in order 

to prevent the student from failing, but did not recognize this is an evaluation error: “I will ask 

them, ‘do you really want to do that?’ if I see them about to make a mistake.” She did recognize 

that her behavior might be frustrating to her peers. “I use the skill check off as a learning 

opportunity and I know with certainty that everyone does not do that. Because it is more labor 

intensive, it takes more time. That’s on the side, [the] education that I do. Ya, I take longer 

[during check offs].”  

Abby defended her variation in practice by citing variation in the practice of others: 

“Okay, so that is about faculty grading the same with that tool. But you are never gonna have 

that. Ms. Rogue is gonna do her own thing and nothing is gonna change that.” She believes that 

her practice variation is based on the best interest of the students, while her peers are going 
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“rogue.” Abby’s comments seem to demonstrate lack of respect for her peers. However, her 

other statements indicate frustration with a perceived lack of respect from peers with less 

educational experience. “So, anytime you have a new idea . . . even if you have enough data to 

back it up . . . even if it is best for the students . . . Um . . . you have two or three that jump in and 

say, ‘Well, I wanna do it this way.’” Abby has taught at her community college, DCC, for the 

entirety of her 10 years of teaching experience. She explained that she has more experience than 

her colleagues: “Someone with no educational experience is making these decisions. She has 

been here one year. She taught as a clinical adjunct for a while, but that is not the same thing.”  

Professional autonomy seemed to be conflated with accountability and authority for 

evaluation decisions, isolated from any input from peer educators. Although Abby cited 

significantly greater experience with nursing educational practice than her peers, she does not 

have formal training in education. Lack of educational expertise was evidenced by Abby’s 

statements but also by all of the participants’ inability to accurately describe evaluation tool 

types and use. Participants recognized that the impact of rater behavior can negatively impact 

IRR, but did not understand that this is commonly addressed by protocols for rater behavior 

during evaluation administration and careful construction of evaluation tools. In fact, participants 

believed that their own practice during exam administration, although different from peers, 

should not be altered. Additionally, they indicated that it would not be acceptable to change their 

peers’ practice to match their own; each evaluator had individual accountability and authority for 

their decisions.  

Lack of educational expertise was indicated by participants’ inconsistent use and 

understanding of tools or rubrics to guide evaluation. For both discussion groups, the evaluation 

tools used during the group discussions was a surprise. The educators at DCC do not use an 
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evaluation tool. The educators at CCC, the evaluation tool produced by the coordinator was 

unfamiliar to group members and discounted as a guideline for scoring. Formal preparation for 

the role of nurse educator was not differentiated from years of experience as a teacher. 

Therefore, traditional methods for teaching and evaluation were instructive for their practice 

rather than educational research-based methodologies. Tradition informs their belief that rater 

error cannot be addressed. 

“Instructional leadership must be a shared, community undertaking. Leadership is the 

professional work of everyone in the school” (Lambert, 2002, p. 37). Reflective practice is used 

by teachers in effective educational cultures to enable members to reconsider practice and thus 

improve practice. Clearly, the culture that exists for these programs does not represent effective 

instructional leadership practice and is unlikely to produce innovations that can effectively 

address institutional goals. 

Conclusion 

The results of this study support core concerns with nursing educational teams that 

should be addressed to improve the experience of students, nurse educators, health care teams, 

and, most importantly, recipients of nursing care. Broadly, the all themes uncovered a sense of 

educational community powerlessness. Research Question 1 was answered unequivocally; a 

group discussion was not shown to be helpful to improve rater agreement. The answer to 

Research Question 2, did the group discussion enhance participants’ perception of professional 

community, was ambivalent. Participants cited new insight into the professional background of 

peers as a result of the group discussion, but all cited an inability to reconcile differences in 

evaluation practice with peers. The theme of powerlessness is evidence of the current culture of 

individualism that ultimately results in poor interrater reliability. What this demonstrates is the 
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failure to create an educational organization that unites faculty in the common project of meeting 

the essential goals of the academic program.
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CHAPTER 5: 

DISCUSSION AND RECOMMENDATIONS FOR FUTURE RESEARCH 

Introduction 

The purpose of this qualitative research was to describe the experience of nurse educators 

who had participated in a group discussion with peers regarding student skill performance and to 

specifically address two research questions. 

RQ1. How do participants perceive the effectiveness of a structured group discussion to 

enhance evaluation agreement on skills? 

RQ2. What are participants’ perceptions about the value of a structured group discussion 

for their sense of professional community with peer educators? 

Initial group discussions were held at two community colleges in a southeastern state, 

followed by individual interviews with participants from each group. Data to answer the research 

questions were collected, solely, from the individual interviews. The group discussions provided 

context and support for individual interviews. Because the interviews occurred within one week 

of each interview, both the researcher and the interviewed participants referred to these 

discussions. However, there were no transcripts or data collected from the discussions beyond 

these recollections. 

There were six themes discovered from the data: peer background, powerlessness, bias, 

professional autonomy, hubris, and lack of educational expertise. The themes are interrelated. 

The theme of inadequate educational expertise is informative to the theme of hubris. The theme
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of professional autonomy is supported by the themes of background, bias, powerlessness, hubris, 

and lack of educational expertise.  

Research Questions Addressed by Data 

Data demonstrated that a peer group discussion was not effective to enhance evaluation 

agreement (Research Question 1). In fact, participants reported that the discussion clearly 

demonstrated that evaluation agreement could not be improved. Research Question 2 was 

concerned with the participants’ perception of professional community. Although, participants 

did not recognize the discussions as valuable with regard to their sense of professional 

community, the discussions did result in a greater understanding of their peers’ professional 

background. This would, on the surface, seem to positively impact participants’ sense of 

professional community. In fact, the discussions only highlighted their differences and reinforced 

their powerlessness to address evaluation agreement. Furthermore, participants expressed the 

privilege of bias and professional autonomy as rationale for the lack of evaluation agreement.  

Finally, it was clear from data collected that a pervasive sense of hubris associated with a distinct 

lack of educational expertise are instrumental in creating an ineffective academic community that 

can positively impact evaluations.  

Although, these findings are distressing for nursing education they can be useful to direct 

further research and innovation to address the efforts of educational leaders in nursing. First, and 

critically important to address, is the possible impact of these findings upon the moral of nursing 

educational teams. These findings are not meant to find fault in individual nurse educators, 

instead these findings highlight the possibility to improve our communication and processes. 

There is no indication that educators are insufficient in nursing practice. Watts (2015) cited lack 

of nursing knowledge as a reason for poor evaluation agreement by nurse educators; however, 



 

117 

this was not supported by the data. It is well supported by nursing literature and particularly by 

the NLN that nurse educators come to their new role as experts in practice, but novices in 

educational best practice. It is clear that there is a lack of mentoring and role preparation for 

nurse educators, which may be best addressed by leadership in nursing education.  

Participants expressed that their authority for evaluation decisions is conferred by nursing 

practice and by educational practice experience. This is problematic. Authority for nursing 

practice is established by formal training, licensure, and finally by mentored experience. 

Educational practice experience does not include formal training. In fact, tradition, rather than 

formal training, informs most nurse educators’ educational practices. No participant had a degree 

or certification in education. One participant was currently enrolled in doctoral studies for 

nursing education and one participant had a doctorate in health sciences (DHS). However, the 

participant with a DHS expressed a lack of understanding regarding the difference between a 

checklist and a rubric for evaluation, thus despite her terminal degree she demonstrated a lack of 

educational expertise. 

Impact of Group Discussion 

The group discussions provided context for subsequent individual interviews. 

Discussions were not used to gather data to answer research questions. A group discussion to 

address evaluation is supported as a useful tool to improve IRR (Stevens & Levi, 2013). These 

discussions were informative to participants. They noted that discussions did not improve 

evaluation agreement, nor did it enhance participants’ perception of professional community. In 

fact, the group discussion was instrumental to increase participants’ awareness of their 

differences from peer educators thus the theme of increased awareness of peer background. 

Additionally, the discussion seemed to increase their sense of isolation. The discussions for both 
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groups made participants aware that they did not share a common practice for evaluation of 

students with urinary catheterization. Indeed, they revealed a sense of powerlessness to impact 

the evaluation practice and decisions of their colleagues. Although, the use of a group discussion 

between nurse educators did not match my expectations and assumptions, it did stimulate 

important input from participants during individual interviews. Because this was the fundamental 

purpose for use of discussion in this study, these were a valuable component for the research. 

Themes 

The theme of hubris is buttressed by the theme of professional autonomy. In fact, without 

participants’ perception that nurse educators should be allowed to act autonomously, they may be 

more likely to collaborate with peers regarding aggregated evaluation data and reflect upon their 

own practice. The data from this research demonstrate an ineffective educational culture. 

Participants are aware of failure to address evaluation of students fairly and the behavior of peers 

effectively. Thus, they have developed a strategy of independence to address requirements for 

their role of nurse educator. They defend this strategy of isolation by rationalizing their 

differences from their peer educators. They cited bias and different professional background as 

key determinants for their differences. They did not recognize that consensus on common course 

and program goals would be a benefit for students. There is no commonly recognized purpose 

for skill evaluation of student nurses within an individual course or for the entire program of 

study. Additionally, there is a collective powerlessness to address differences between 

participants’ behavior during an evaluation and that of their own. This powerlessness persists 

despite significant evidence in educational literature to aid teachers in the mitigation of 

evaluation error. Hubris plays an important part in participants’ unwillingness to collaborate with 

peers and results in a sense of community powerlessness to impact evaluation scores. It also, 



 

119 

may indicate a sense of fear and vulnerability that is likely to contribute to lack of effective 

professional community. 

 There is much work to be done in nursing education. However, a culture of collaboration 

is required to frame this work. Instructional leadership theory will be useful to support nursing 

education. Peer respect was demonstrated by participants in this study, as noted by the 

discovered theme of new insight into peers’ practice background. This respect creates a useful 

basis for establishing a culture of collaboration. The themes uncovered in this study are 

encompassed under the broad idea of inadequate instructional leadership. Participants cited 

evaluator bias and professional autonomy as a reason for poor rater agreement. This 

demonstrates their lack of educational expertise with regard to examination administration.  

Participants cited confusion regarding behaviors needed to maintain sterile field; this was 

further explored. Sterile technique was instead attributed to confusion with the use of evaluation 

tools. It is critical to note that all participants were familiar with sterile technique but were 

unsure how to address this with the tool they were using to score students. Thus, these 

participants lacked knowledge of best practice in education, and a hubris that prevented their 

professional growth. An educational culture that denigrates the nursing practice experience of 

educators would identify this as a lack of rater knowledge; instead it is critical to recognize that 

this confusion was related to lack of educational expertise, not nursing practice ability.  

Barriers to Evaluation Agreement 

There are many barriers faced by nurse educators with skill evaluation. Rubric 

construction, evaluation methods, and continued maintenance of skill proficiency are genuine 

concerns for teachers. However, the time required to individually test students is arguably the 

most substantial obstacle. Educators, however, did not identify these during interviews or during 
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group discussion. For both groups, there was no discussion of potential strategies for teaching or 

learning associated with the skill or what was taught related to this skill. There was discussion by 

two participants regarding the need for feedback pertaining to skill performance. Participants 

noted that timing for feedback did not always occur before final skill evaluation. The feedback 

for student performance was irregular, sometimes in a formative fashion and sometimes during 

the evaluation (summatively). All participants agreed that administration of skill evaluation is 

unequal from student to student. Participants universally agreed that evaluations should be fair 

and fairly administered but they also expressed that professional autonomy was more important 

than prescriptive guidelines for rater behavior during evaluations. Universally, they asserted the 

belief that bias with evaluation is expected and reasonable. This indicates a pervasive privileging 

of autonomy that may be detrimental to the collaboration required for best practice in learning 

communities. Adherence to professional autonomy and acceptance of bias indicate both a lack of 

educational expertise and individual hubris with regard to that deficit. 

Hubris and Peer Background 

 The themes of hubris and recognition of peers’ background are threaded throughout all 

other themes. Hubris was demonstrated by participants’ lack of reflection on personal practice 

despite awareness of problems with evaluation outcomes. The group discussions provided 

participants’ with a new understanding of peer’s professional background. This theme requires 

little explanation; however, it is significant. Without the group discussion, participants reported 

that they would not have been aware of their peer’s nursing practice background. This new 

recognition of their differences served to cement their perception of bias, powerlessness, and 

professional autonomy. Despite the use of this realization to reinforce barriers to evaluation 

agreement, this should be viewed as a positive outcome. Effective collaboration must begin with 
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recognition of all team members’ values and concerns. Both themes; hubris and background will 

be explored as they relate to other themes. 

Powerlessness 

Evaluation is a critical component of both education and nursing practice. Evaluation 

informs practice; interventions can be adjusted to readdress poor outcomes for patients and for 

students. Outcomes of educational and nursing interventions are not inescapable, end points of 

practice. Outcomes are influenced by multiple variables and thus analysis of outcome data 

should be used to evaluate interventions (teaching strategies) and evaluation practices for patient 

care and student education. Additionally, evaluation should be implemented at intervals 

throughout the curriculum to determine progress toward goals. Formative evaluation of students 

helps both students and teachers to determine the effectiveness of educational processes and 

facilitate modifications to foster end-point success. Health care providers will modify care for a 

patient that does not respond to initial rescue interventions and, similarly, educators should 

amend teaching practices that do not demonstrate successful learning outcomes. It is not standard 

practice to continue interventions that fail to demonstrate poor outcomes in health care. The data 

collected in this research demonstrate that nurse educators recognize a problem with their current 

evaluation practice. They recognize that their collective practice contributes to unreliable student 

outcome data and thus unfair scoring, and yet they accept this situation as inevitable.  

Participants cited powerless to address the reliability of evaluation scores. They 

rationalized this powerlessness by citing rater bias, variation in educator background, and the 

privilege of professional autonomy. Because they failed to recognize rater error as a common 

component of educational best practice they, additionally, demonstrated both hubris and a lack of 

educational expertise. Participants cited their nursing practice and educational practice 
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experience as conferring the authority to make individual decisions. However, these did not 

provide them with the power or knowledge to impact the practice of their peers. An effective 

academic culture must be based on collaborative effort by teams of educators. This is necessary 

to successfully achieve program outcomes that are based on students’ sequential success through 

a series of courses. The current culture forces students to navigate the nursing program one 

obstacle at a time with no assurance that success in one course will ensure preparation for a 

subsequent course. 

Bias 

Using the search term “human error” produces greater than 10,000 results in an Internet 

search. Clearly, human error with evaluation of skill performance is a widely studied and 

ambiguous phenomenon. Woods and Cook (2010) note that it is common to attribute human 

error to “some inherent trait or lack of effort” on the part of an individual (p. 2); however, error 

is better understood when “researchers look more closely at the system in which these 

practitioners are embedded” (p. 2). “Disaster in complex systems is not due to a single factor or 

cause” (Woods & Cook, 2010, p. 3). In fact, multiple components contribute to system failure. 

These researchers were focused on engineering errors, but cited error in health care as 

significantly similar. Accordingly they recommended error should be examined as a process 

concern before attributing blame to individuals. In addition to concern with human error, these 

researchers noted that when reviewing aggregated data, outcome data alone, could influence the 

review of processes, which produce data. Wood and Cook (2010) noted that reactions to outcome 

data are influenced by the educators’ role as stakeholder (p. 6). 

Error with evaluation is a concern for many disciplines. “A human error is an action or 

decision which was not intended [while a] violation is a deliberate deviation from a rule or 



 

123 

procedure” (HSE, 2017). In other words an evaluation error is considered a violation if it is 

committed by a rater who is conscious of his or her deviation from established norms. This 

substantiates the theme of hubris. When nurse educators are aware of their differences in 

behavior during evaluation administration and the impact of these differences on resultant scores, 

this is not a simple error of bias. This is clearly an error attributable to hubris. It is a conscious 

decision. This error injures students and peers. This error has implications for the reliability of 

outcome measures for their nursing program and for their associated institution. These types of 

error with evaluation should be a concern for leaders in nursing education.  

Participants cited variation in rater selection of evaluation purpose as a key determinate 

for poor reliability of student scores. Participants’ variation in understanding of evaluation 

purpose is best described as bias. Failure to understand evaluation purpose is recognized as a 

cause of error with evaluation by the Health and Safety Executive (HSE) government 

organization for the United Kingdom (2017). This organization recommends management of 

variation in rater purpose can be targeted by ensuring raters have clarity regarding standards for 

the test, perceptions for performance, and accountability for scoring (HSE, 2017). Establishing a 

common purpose for evaluation lies squarely within the domain of educational leadership. It is 

important that nurse educational leaders help teachers recognize and target the purpose of course 

and program evaluations. This, in turn, would increase the likelihood of program outcome 

success. The broad view of program outcomes are likely more obvious to program leaders and 

may be less clear to faculty members. This is especially true if teachers are new to their role in 

nursing education.  

In health care, human error can result in increased patient morbidly and mortality. Health 

care facilities are required to commit time and resources to control for and address the risk of 
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error in the workplace. In education, error with evaluation of students has less catastrophic 

results. However, for individual students, the effect of evaluation error can be devastating. An 

ethical concern for educators is to control for error with evaluation to protect students and to 

defend educational practice. 

Professional Autonomy 

Participants cited that rater behavior during a skill evaluation is guided by individual bias 

and professional autonomy. The negative impact of variation in behavior on student scores is an 

acknowledged and accepted result of their practice. Specifically, the participants cited the timing 

of feedback to students during an evaluation as a concern that cannot be addressed. Rater 

behavior is commonly managed through the creation of protocols to guide exam administration 

and support the reliability of resultant scores. Research-based rationales, as cited by Bonnie in 

Chapter 4, are compelling, and if shared with peers may be likely to influence evaluation 

practice. She argued that talking during an evaluation constituted teaching and was better 

performed during practice sessions with students (formative evaluation). She shared that when 

faculty teach during an evaluation they decrease the reliability of all student scores and create 

distrust between peer nurse educators. She believes that it is acceptable to give feedback after the 

skill evaluation is completed, but not during the evaluation. Bonnie has no formal training in 

education and based her rationale for not “interrupting students during a check off” on her 

nursing practice expertise. She explained that interrupting nurses while they are preparing 

medications increases their risk of making a medication error, and thus could be used as a 

rationale for not interrupting students during an evaluation. Anna, from DCC, is currently 

working on a doctorate in nursing education, however she did not weigh in on variation with 

rater behavior as a cause for concern. 
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Abby, from DCC, expressed concern that students may not have enough feedback from 

faculty before skill evaluations to be successful, and she is concerned that students have only 

three opportunities to pass this skill; after the third attempt students will fail the course. She 

addresses her two concerns, need for feedback and high-stakes exam, by interrupting students 

during a check off to prevent mistakes and using the evaluation experience to reteach the skill if 

necessary. Although Bonnie, from CCC, also noted the concern for feedback, she addresses this 

need by providing student practice opportunities with faculty prior to the evaluation. These 

differences in practice present a problem for interrater reliability; however, their underlying 

concerns are shared. Neither participant shared these ideas during their respective group 

discussion. If educators shared these concerns with their teams, they may be likely to find 

common teaching strategies that would produce evaluation agreement. This can only happen in a 

collaborative educational community, demonstrably not the kind of dysfunctional culture 

evidenced in this study. 

Bonnie and Abby’s lack of will to address their concerns regarding fair exam 

administration indicate hubris, privileging of professional autonomy, and lack of educational 

expertise to varying degrees. Abby’s hubris was clearly expressed when she described her 

authority to behave differently with students than her peers. She attributed her authority for her 

practice to her greater experience with teaching. She did not recognize her lack of formal 

educational training or the possibility that that her practice may be problematic, despite her 

assertion that she was unique among her peers with this practice. This adherence to tradition 

rather than research is described by Oermann et al. (2009). As discussed in Chapter 2, these 

authors cite that over half of the nurse educators in their study believed that traditional teaching 

methods were preferable to innovations based on new educational research.  
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Lack of Educational Expertise 

Other significant problems with educational best practice were uncovered. For all 

programs in this study, failing skill performance evaluation would result in course failure; 

therefore, this constitutes a high-stakes test (Spurlock, 2006; Sullivan, 2014). All participants 

disagreed with this identification. No participant could confidently describe the difference 

between a rubric and a checklist for skill evaluation. The concepts of formative and summative 

evaluation were conflated, as were the concepts of test validity and reliability. 

Participants expressed that they are unable to orchestrate fair evaluation for groups of 

nursing students. They recognized that their evaluation decisions do not coincide with their 

peers’ decisions. As I discussed in Chapter 2, there is an enormous amount of research from 

multiple disciplines to guide best practice for skill evaluation. Watts (2016) believes that nurse 

educators lack expertise in nursing practice. This is a reasonable assumption; however, it does 

not stand up to analysis. Participants in this study did recognize critical elements of nursing 

practice, but were unable to reconcile their professional priorities (for practice) with their peers’ 

priorities. This research indicates that the cause of poor rater agreement for student skill 

performance is due to a problem with lack of educational expertise rather than a lack of nursing 

practice expertise. Nurse educators do not leverage educational research to impact their 

collective evaluation practice. Furthermore, they have not formed an effective educational unit 

and do not work cooperatively to achieve the outcome goals of their program. 

Watts’ (2016) conclusion that nurse educators lacked expertise with nursing practice 

seems to be substantiated by the data from this research, particularly with regard to sterile 

technique. Participants were divided regarding deviation from commonly taught steps for this 

skill as an indicator of failure with sterile technique. Interviewees noted that the male student’s 
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adaptations were acceptable, in some practice settings. They recognized that his technique, 

although deviating from what was taught, did maintain a sterile environment. However, they 

were divided in their decision to award a failing score for this student. When pressed, 

participants agreed that his failure was due to his lack of adherence to the evaluation tool steps 

rather than his ability to stay sterile. Conversely, the female student did complete all the steps. 

Maintaining sterility was not an included step on the evaluation tool for either discussion group.  

Their difficulty does not indicate a lack of expertise with nursing practice but with 

educational practice. Participants in this study had between 10 and 30 years of nursing practice 

experience. Additionally, their experience with nursing education ranged from 5 to 10 years; 

however, none of these educators had formal educational preparation for their role of nurse 

educator. Their role preparation was informed by traditional practices at their college and their 

own experience as a student. Experience, without formal education, does not guarantee expertise 

with professional practice.  

Attributing nurse educators’ inability with evaluation to lack of expertise in nursing 

practice, rather than lack of expertise in educational practice this contributes to the authoritative 

culture that pervades nursing education. This misattribution of expertise contributes to the lack of 

collegial culture needed to have collaborative agreement with evaluation practice. This way of 

envisioning the problem creates an emotionally dangerous climate. It suggests that differences in 

practice are wrong and invalidate the teacher’s membership on the educational team, because 

membership is predicated on nursing expertise. This understanding of skill evaluation implies an 

authoritative solution. Additionally, this way of thinking pushes nurse educators to defend 

individual practices rather than examine them. It supports their collective belief that they cannot 

address the practice of peers (powerlessness). If they do, then their own practice will be 
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challenged. They must continue to practice in isolation (professional autonomy). To hold fast to 

the idea that peers do not have nursing expertise creates division in the educational team and 

prevents collaboration. It is important to note that participants did not assert that their peers 

lacked nursing practice expertise. Instructional leadership is based on the premise that all team 

members have earned the right to be on the team due to their vetted practice expertise. 

Furthermore, instructional leadership theory directs that educational practice is a new expertise 

that must be fostered. This is especially true for college faculty who come to their new role with 

expertise in their specific discipline, but little experience with education. Therefore, in addition 

to a lack of educational expertise these participants lacked direction from educational leaders. 

 High stakes. Additionally, these participants all purport that it is reasonable for 

evaluation of nursing student skill to result in course failure, and ultimately program failure. Any 

exam that can result in course or program failure is considered to be a high-stakes exam 

(Spurlock, 2006; Sullivan, 2014). Despite guidelines for high-stakes tests, failure with the 

urinary catheterization skill would result in course failure for all programs in this study. 

Additionally, educators in this study did not adhere to a common evaluation tool to score 

students. Participants were reluctant to engage with peers to advocate for enhanced interrater 

reliability, despite their awareness that this was a high-stakes evaluation for students. Finally, 

evidence of aggregated student evaluation outcomes for skill performance is not used to evaluate 

teaching practices by any of these participants. 

It is important for educators to understand and implement effective evaluations 

throughout an entire curriculum. Educators must understand how different evaluation strategies 

are used to produce final program outcomes. The participants in this study admitted poor 

understanding of best practice with method and administration for skill evaluation. Formative 
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versus summative evaluation, evaluation tool construction, learning domains tested, and 

protocols for exam administration were poorly understood and implemented in all programs. 

Participants conflated the concepts of formative and summative feedback related to evaluation 

experience. The idea that skill performance would ensure patient safety, although a dearly held 

belief, was not based on participants’ experience of student or patient outcomes. Educators in all 

three programs noted that this skill evaluation was associated with course failure and thus a high-

stakes skill; however, they were unconcerned that this may be a significant issue for students. 

 Evaluation purpose. All participants cited their primary concern with skill assessment 

was for future patients. However, as discussed in chapter 2, there is no evidence to substantiate 

that rigor with skill evaluation translates into patient safety or transfers to ability during practice. 

Current nursing education methods do not ensure patient safety. Additionally, research 

substantiates skill ability degrades over time. It may be assumed that these participants believe 

that a one-time skill evaluation, if administered in a rigorous fashion, supports patient safety. 

They are unaware of educational literature. No doubt it is too much to expect each educator to 

keep up with research in such a diverse discipline, but a collaborative community would be more 

likely to share and discuss such findings. Working as a team is the best way to ensure the 

informed practice of all educators in the program. For the colleges in this study, all decisions 

were made individually by educators and were not informed by the experience of peers or by 

educational best practice research. Effective teams produce better outcomes for individual 

patients and for aggregated outcome data for organizations. This is not because individuals on 

these teams are exemplary practitioners; it is because the collective knowledge of the team 

informs practice. Additionally, effective teams can withstand conflict; they collaborate to find 

common ground when they find areas of disagreement. This ability to collaboratively hash out 
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disagreement was not evident during discussion groups and participants indicated that they were 

reluctant to attempt this with peers. It was preferable to allow unequal student evaluation, rather 

than attempt the dangerous activity of finding common ground with peers.  

The purpose, construction, and implementation of skill evaluation are appropriate for 

nurse educators’ attention. However, nurse educators in this research did not recognize their 

power to adapt educational practices to achieve these ideals. Group decision-making requires a 

common recognition of premises and goals by all members. It was apparent from both the group 

discussions and individual interviews that there are no common goals or even common premises 

regarding this particular skill. It is clear from the interview data that a culture of powerlessness, 

hubris, professional autonomy, bias, and lack of educational expertise contribute to poor 

evaluation agreement. It may be that group decision-making can produce team conflict and thus 

avoidance of conflict can deter educators from engaging in discussion. Additionally, there seems 

to be a lack of engagement by administration to support best educational practices. 

Current Nursing Educational Culture 

Collegial collaboration between educators supports improvement of educational practice 

(Groves & Groves, 2016). This premise was the basis for the construction of this study. 

However, the group discussion did not increase the participants’ perception of professional 

community (RQ2). Also, the discussion did not increase evaluation agreement for either group. 

This data does not disprove the assertion by Groves and Groves in their Comprehensive Guide 

for Effective Schooling Practices published by the National Council of Professors of Educational 

Administration (NPCEA). According to Groves and Groves, unsatisfactory teaching 

performance is indicated, in part, by the failure of educators to collaborate with colleagues and 

failure to use aggregated student scores to design future instruction (Groves & Groves, 2016, p. 



 

131 

100). Data collected from interviews in this study indicate participants’ failure to work as an 

educational team. This aggregated data shows that there is a failure of educational culture rather 

than failure of individual educators. 

In order to have an effective discussion between peer educators, a collaborative culture 

must be in place. Barriers to effective communication must be addressed. Gulikers et al. (2013) 

describe teachers’ preconceptions regarding assessment may hinder educators’ ability to adapt 

their current evaluation practices. These researchers cited educators’ lack of understanding 

regarding formative and summative evaluation strategies. Segers and Tillema (2011) also found 

that teachers were unable to differentiate between formative and summative evaluation and 

educators conflate all assessment methods as simply verification of learning. Finally, Segers and 

Tillema (2011) reported that educators attributed responsibility for evaluation outcomes to be 

solely the responsibility of the student. The data obtained in this study substantiates these 

findings. Participants in this study indicated that they do not examine aggregated evaluation 

outcome data to improve educational strategies. 

This problem cannot be addressed by simply increasing training in educational practice. 

(Segers & Tillema, 2011) call for a shift in understanding of assessment purpose from one of 

“Assessment of Learning to Assessment for Learning” (p. 50). This shift of thinking may be 

interpreted by educators as a shift of blame for poor learning outcomes, and therefore 

unpalatable. The culture of nursing education, and apparently education in all disciplines, must 

be changed from a conception of blame for poor outcomes to a belief in a shared responsibility 

for outcomes between students and educators. Remesal (2010) noted that teachers believe 

evaluations are perceived as “a purely extrinsic motivation device, based on fear of punishment 

[for students]” (p. 477). This belief suggests that the purpose of evaluation purely targets student 
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learning and does not reflect teaching practices. In fact, evaluation can be used formatively to 

determine if teaching interventions are effective and likely to result in successful summative 

outcomes for students. 

It is clear from existing research and from data collected in this study that educators 

require support with best practice in education. However, it is also clear from the data provided 

by these participants that any attempts to provide professional development in education will be 

unsuccessful until educators are willing to participant in a collective professional community. 

Nurse educators must have the will to reflect on their practice; therefore less hubris. They must 

recognize the importance of collective accountability for outcomes; therefore reconsider 

professional autonomy. Effective collaboration between team members requires a culture that 

embraces professional development rather than a witch-hunt for poor practitioners. Although, 

Segers and Tillema (2011) purport a simplistic view for change in education, they are correct that 

conceptualization must be changed before practice can be affected. 

Bonnie’s suggestion, to give feedback prior to and after the evaluation, instead of during, 

would support both the values and concerns she and Abby cited: student success, fair evaluation, 

and patient safety. Additionally, the suggestion offered in an individual interview by Bonnie 

represents the possibility of collegial discussion if she shared her ideas with peers. Her 

suggestion demonstrates that there are possible compromises that can result in improved 

evaluation agreement. However, if Bonnie and Abby were told that their differences were due to 

a lack of expertise in nursing practice it is unlikely that a fruitful discussion could take place. A 

compromise in evaluation administration that redirects rater behavior or evaluation tool 

construction, rather than challenge members’ authority, would support all educators’ sense of 
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professional community. A change in nursing education culture would support the type of 

collaboration suggested by NPBEA, and thus address nurse educators’ sense of powerlessness. 

Nursing Practice and Nursing Education 

Tradition impacts both educational preparation for the role of new graduate nurse and 

nurse educator. The privileging of tradition over educational best practice is supported by this 

research. Disagreement on evaluation purpose is impacted by organizational structures that 

provide authority and guidance for nursing education. Additionally, authority in health care and 

education is deeply rooted in health care tradition and organizational structure. Nurse educator 

allegiance to patients rather than students is significantly influenced by personal and professional 

values, but is also reinforced by authority structures, which guide health care practice. Difficulty 

reaching evaluation agreements between nurse educators is likely due to the weight of these 

multiple influences; however, nurse educators are capable of addressing and sorting these 

influences once these can be brought to light. 

Authority 

 Historically, physicians have directed health care and thus nursing practice. Although, 

progress has been made to establish an autonomous authority for nursing practice, powerful 

external pressures continue to exist. These external pressures include legitimate standards and 

traditions worthy of defiance. 

Nursing education is taught at community colleges and at four-year universities. The 

professional cultures at these institutions may be markedly different. This research took place at 

two community colleges in Alabama. In Alabama, curriculum for nursing is dictated for all 

associate degree programs by a required set of standards. This authority for what is taught, in 

which courses, and for which students diminishes the autonomy of nurse educators in 
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comparison to their colleagues at four-year universities in the state. These dictates create a 

distinct difference between two-year and four-year schools of nursing in Alabama. This 

difference limits the transferability of findings from this research. 

Community colleges, traditionally, are focused on benefiting local community needs for 

workforce development in proletarian employment. Additionally, community colleges prepare 

students for matriculation to four-year universities. The mission of universities is focused on 

research and preparation of graduates for professional positions. Academic freedom is commonly 

cited as a privilege afforded to college professors. However, the dictated curriculum in these 

community colleges demonstrates a distinct lack of freedom for nurse educators at two-year 

institutions in Alabama. One participant described her conflict with institutional authority: 

What I have to struggle with is explaining nursing to the dean of instruction, who has no 
concept of what nursing is. They cannot understand where we are coming from. They are 
trying to retain students; we are trying to graduate safe nurses. I don’t care what our 
retention rate is; I care about safe nurses. You don’t need to be here if you don’t care 
about the safety of patients. And that is really hard to get across to administrators. 
(Bonnie) 
 

All participants described conflict regarding the purpose of skill evaluation as a reason for lack 

of interrater reliability with evaluation. 

There are multiple other standards and criteria that govern schools of nursing. Some of 

these are institutionally imposed. Others are guidelines recommended by professional 

organizations. Accreditation requirements for educational institutions impose additional 

regulations for practice. In Alabama, the Southern Association of Colleges and Schools 

Commission on Colleges (SACS) accredits community colleges. The SACS guidelines require 

that “evaluation must [bolded in document] reflect concern for quality and properly discern 

levels of student performance.” The weight of these authority structures may contribute to a 

culture of hierarchy and diminish the perception of individual control. 
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The licensing organization for nursing, National Council of State Boards of Nursing 

(NCSBN), is arguably the most definitive director of regulations for entry-level nursing practice. 

Unlike licensing for medicine, the requirement for registered nursing licensure requires only 

successful completion of a national standardized exam. Medical licensure and licensure as an 

advanced practice nursing licensure both require successful skill performance on a final 

comprehensive evaluation (OSCE). Entry-level nursing does not require success with skill 

performance. Although skills are assessed in schools of nursing, there is no standard for which 

skills must be evaluated. Laboratory practice and evaluation of skill performance is not dictated 

by the NCSBN, but is recommended by the National League for Nursing (NLN, 2012). The NLN 

recommends that students are deemed safe before they perform skills on patients. This implies 

that students should be evaluated for basic skill ability in the laboratory setting prior to practice. 

During the second discussion group, educators noted that although students have been evaluated 

on skills in the laboratory setting they are not successful when they perform the same skills in the 

clinical setting. As discussed in chapter 2, there is little research that substantiates best 

educational practice to ensure transfer of skills to actual practice. However, a good faith effort by 

educators to ensure patient safety is reasonable. Unfortunately, the lack of interrater reliability 

described by these participants indicates that that these evaluations are not fair, not evenly 

applied, and are not related to true student ability. Also, the disparity with evaluation practice 

indicates that current evaluation practices do not adequately reflect the efficacy of teaching 

methods. 
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Lack of Effective Educational Culture 

According to Antonaskis et al. (2004, p. 273), organizational culture is deeply rooted in 

“values, beliefs, and assumptions held by organization members.” An important responsibility of 

leaders is to understand the impact of the prevailing culture on the organizational mission. For 

nurse educators this requires understanding of both the culture of health care and of educational 

institutions. The mission for these cultures may not always coincide. Both cultures recognize the 

importance of outcomes to drive actions and decisions. However, the stakeholders concerned 

with each distinct culture are vast and varied. Nurse educators straddle this breach and address 

the needs for these, possibly, opposed organizational goals. 

Health care culture has evolved to address patient safety. Human error is an important 

target of safety interventions in health care. Technology advances have reduced the incidence of 

error with medication administration. Interventions such as bar-coding medications and patient 

armbands have been instrumental in this process. However, a more important cultural change is 

related to this research, response to recognized human error in health care. Historically, a 

punitive response to errors in the hospital setting created a climate that promoted hiding errors. 

In fact, only 45% (n = 983) of nurses believe that medication errors are reported (Mayo & 

Duncan, 2004). This poor rate of disclosure is due to fear of manager reaction and peer 

disapproval (Mayo & Duncan, 2004). 

Root cause analysis has helped shift the blame for errors from individuals to examination 

of unsafe processes (Uberoi, Swati, Gupta, & Sibal, 2007). The recognition of process rather 

than person, as the target for interventions to mitigate human error, mirrors the standards 

published by HSE to address the same (HSE, 2017). By changing the focus from individuals to 

process, a culture of safety is created for participants. Individuals are more likely to participate if 
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they are not concerned with loss of status. This shift in focus from individual blame to process 

management has relevance for improved nursing educational culture. 

When students are unsuccessful with skill performance, educators should evaluate the 

processes that may impact individual student scores and aggregated cohort results. Participants in 

this study blamed student failure with skill performance on lack of student preparation and 

irregular peer rater performance. These are both legitimate reasons for student failure and poor 

interrater reliability. The concern is that participants described a collective impotence to address 

either issue. They were unable to describe a shared process for evaluation tool use and creation. 

They were unable to describe different evaluation strategies for skill performance. They 

explained that differences in rater scores for students were due to lack of agreement on 

evaluation purpose. These ideas demonstrate the heart of the disjointed culture that exists in 

nursing education. 

Traditional, top-down administrative models of leadership embrace the concept that 

events occur naturally and are beyond the control of participants or organizational leaders. This 

model is useful when outcomes are not specifically targeted and measured. However, effective 

nursing education does require specific outcomes. Nursing educational outcomes are specified by 

institution and accreditation processes. ACEN standards for accreditation (2017) target first time 

pass rates for NCLEX of at least 80% and less than 50% student attrition. However, outcomes 

for nursing programs are broad and primarily focused on end-point outcomes; there is less 

scrutiny on examination of individual student skill evaluation scores. There is inadequate nursing 

educational research on interval evaluations, which are likely predictive for program objectives. 

End-of-program outcomes stand-alone and may not reflect the impact of course specific 

outcomes. 
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Entry-level nursing education prepares basic practitioners. There is no end-of-program 

evaluation of student psychomotor performance associated with licensure for registered nurses. 

Clinical ability is concerned with student performance in three learning domains: cognitive, 

psychomotor, and affectual learning. New graduates need dramatically different skills when they 

enter practice because entry-level nursing positions are so disparate. This makes it difficult to 

measure students’ ability to transfer learning to actual practice. Furthermore, nurse educators 

come to their new role of educator with significant disparity in their practice background.  

Thus the story of five blind men describing an elephant is pertinent. Each nurse educator 

sees their own desired outcome for student nurses. The interview data suggests that participants 

were unaware of their differences from peers prior to the group discussion, but they universally 

respected their peers’ prior practice experience. Their respect for their peers’ different 

backgrounds was key to accepting that evaluation bias and professional autonomy could not be 

managed. However, this respect for peers could be better channeled to create evaluation 

experiences for students that address core concepts common to all evaluators. 

This data is significant evidence of the laissez-faire culture that is prevalent in nursing 

education. Importantly, it is based on peer respect. This is a positive finding. Effective 

organization culture depends on a basis of trust and respect for peer team members. Peer respect 

clearly exists in these programs. However, effective organizational culture depends on a common 

mission and a perception of collegial professional culture. This clearly does not exist in these 

three programs. 

Best practice in education is not evidenced by this interview data. One participant, Abby, 

was concerned with the lack of educational experience evidenced by her peers. She noted that 

these peers “do whatever they want,” but she did not see the incongruence with her self-
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described behavior. She noted that her peers did not like that she administered skills 

examinations distinctly differently from her peers. She recognized that she was unable to impact 

the behavior of peers and they should not be allowed to influence her behavior. The personal 

need to remain true to one’s own values supersedes the need to have similar evaluation 

experiences for students. These data illustrate powerlessness, bias, hubris, professional 

autonomy, and lack of educational expertise, which result in ineffective educational culture. 

Instructional Leadership 

Zepeda (2007) notes that Instructional Leadership (IL) is complex and not easily 

described. She also notes that IL “focuses on instruction [which] has a strong purpose and an 

equally strong commitment to student learning” (p. 3). Accordingly, instructional leadership is 

based on support of educational teams to produce best outcomes for learners. To this end, 

educational leaders must help their team members agree on a common purpose for learners. 

Instructors must embrace these goals and enthusiastically address them. Goodwin and Babo 

(2014) agree and expand, “School improvement is rare without instructional leadership delivered 

by principals and teachers who are effective and dynamic” (p. 37). Tovera and Tovera (2016) 

describe instructional leadership as a process that coordinates all components of an educational 

team, “structure (people), climate and culture (behavior) and development (situation)” to work in 

tandem to produce positive outcomes to benefit all members of the organization (Tovera & 

Tovera, 2016). These researchers cite the “master-apprentice model” for educational training as 

ineffective to improve practice, because “clinical knowledge and skills are not straightforwardly 

inherited” (p. 190). Apprentice educators cannot “easily acquire mastery by merely imitating, 

observing and shadowing his master” (p. 190). They explain that this is because the learner must 

participate in “additional theoretical activities” and reflect on the entire process of teaching, 
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learning to develop expertise. Thus the team model is more effective than the apprentice model, 

and is a requirement for programs of instruction that are contingent upon layered learning.  

Tovera and Tovera (2016) help explain the lack of educational ability by the participants 

in this study. Participants in this research explain their authority to decide best practice is due to 

adherence to educational practices they have learned through emulation of mentors. Therefore, 

their expertise is due to the master-apprentice model. Proof of the inefficacy of this method is 

demonstrated in their inability to achieve rater agreement with peers despite significant time 

performing in the role of educator. Participants also demonstrate other evidence of poor 

educational expertise regarding evaluation. These included an understanding of how to mitigate 

rater error and how to create effective evaluation tools. 

Instructional leadership theory directs educational leaders to help teams create effective 

teaching and learning experiences. Activities should include creation of evaluation tools and 

processes to meet institutional goals. Evaluation processes, also described as examination 

administration, is commonly dictated by protocol to direct rater behavior (Albanese, Clarke, 

Adams, & Woolson, 1994; Liddy, Wiens, & Hogg, 2011; Meyer et al., 2010). Prescriptions for 

rater behavior are in place to mitigate the risk of known evaluation errors, not to diminish the 

authority of raters. In fact, protocols should be based on input from evaluators to control for 

commonly occurring events during evaluation. In fact, it is important for evaluators to 

collaborate in the creation and revision of protocols to address aggregated data obtained from 

prior tests. Thus, professional autonomy is subject to legitimate limitations. These limitations on 

evaluator behavior are negotiable through collaboration with peers and participating in this 

process is an expectation of fair evaluation administration. The idea of “keeping the end in mind” 

is a critical educational construct. Instructional leadership theory requires that educators 
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recognize targeted outcomes as they design teaching and learning strategies (Schorr, Gerjets, 

Scheiter, & Laouris, 2002). 

At the beginning, before instruction, educators must recognize the final trajectory for 

educational outcomes. After, teaching interventions are delivered and student scores are tallied, 

educators must reflect on the collected resultant scores. Data from aggregated examination of 

students must be used to inform educators’ reflection on the effectiveness of teaching 

methodologies. Likewise, educators should evaluate examination practices to determine 

irregularity in test administration. These are not the practices for these participants.  

Cultural Change Needed 

Cultural change is difficult. When team members address their differences conflict is 

likely. However, educational leaders can help reframe group conflict by helping team members 

recognize a common goal. Effective educational teams recognize the values of individual 

educators’ and find ways to address these while still remaining true to the institutional outcomes. 

Group disagreement is healthy and normal. Within effective groups, members are allowed to 

express differing opinions and able to entertain the opinions of others. However, during the 

discussion groups in this study there was no evidence of the ability to share or discuss different 

ideas or practice by peer participants. At CCC there were members present who did not disclose 

their position to me and likely were members of administration. This failure of leaders to weigh 

in during the discussion represents a distinct lack of instructional leadership. The discussion 

group may not have represented a sanctioned nursing meeting; however, the topic discussed 

represented a significant concern for educational practice. It is unclear why nursing leadership 

did not participate in this discussion that arguably had import for evaluation of students at their 

school of nursing.  
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Levi and Stevens (2014) believe that a discussion between evaluators will enhance rater 

agreement. This sentiment is echoed by the NPCEA (2015) and was the overarching premise for 

this research. Additionally, the existence of an evaluation tool alone is cited as a key element for 

improving the reliability of final scores (Levi & Stevens, 2014). The participants in this study 

believed that despite these three interventions (discussion, training, and rubric), evaluation 

agreement between raters is impossible for nurse educators. Before nursing education leaders 

give up in dismay, it is worthwhile to discuss the deeper issues that may negatively influence the 

culture of nursing education. 

There are multiple themes discovered by this research together with findings discussed in 

the literature review that have important implications for nursing education. Educators’ 

adherence to authoritative influences of health care culture and the inability to embrace a 

common evaluation purpose contribute to an ineffective educational culture in nursing. 

Participants’ poor understanding of educational best practice, adherence to professional 

autonomy, sense of powerlessness, belief in the inescapable influence of bias, and pervasive 

hubris contribute to poor evaluation practices. These elements diminish the ability of nurse 

educators to develop effective learning communities and collaborative professional teams. They 

impact entry to practice for new graduate nurses and are likely to influence patient outcomes.  

Instructional leadership is concerned with promoting best practice in education. This 

leadership theory can be applied to preparation for any discipline and therefore it is important to 

this discussion. Nursing education is influenced by health care culture. Disciplines taught in 

higher education are also influenced by their counterpart practice in business and the workplace. 

However, overarching guidelines of best educational practice should guide the attainment of 

discipline-specific goals. 
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Role preparation of educators in higher education includes training and education that 

enables institutional goals. Professional practice experience is highly valued for teaching, 

because knowledge of current practice must be disseminated to students. However, practice 

experience does not confer expertise in education. Thus instructional leadership is concerned 

with providing a bridge between practice and education. Both strengths are required to help 

students become proficient in their desired practice role. It is likely that most educators are 

primarily experienced in practice; therefore, it is critical that educational leaders help practice 

experts incorporate education theory to target institutional goals. 

Future group discussions regarding evaluation of students, is likely to be an effective 

measure to improve evaluation agreement despite data from this study. Nursing educational 

leaders can help participants divulge concerns and then guide them toward strategies that address 

these. This requires a leader with expertise in education but, importantly, this moderator must 

also be an expert in nursing practice. This dual expertise is critical. Participants in this research 

indicated respect for expertise in nursing practice as a key determinant for authority in nursing 

education. They cited that administrators at their colleges do not understand critical outcomes 

needed for nursing education; therefore, a moderator not well versed in nursing practice would 

be unlikely to influence change. Participants in this study cite multiple authorities guiding 

nursing education. Participants’ response to these seemingly opposing guidelines is to make 

evaluation decisions, which best reflect their personal and professional decisions. 

 Hanlon’s razor directs that it is better to assume misunderstanding rather than malice 

when interpreting the behaviors of others. This aphorism directs my conclusion that these 

participants’ failure to collectively address rater agreement is due to lack of educational 

understanding and collective powerlessness to influence group behavior. Their statements 
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indicate hubris and privileging individual autonomy over the needs of the group. However, it is 

likely that lack of educational expertise and effective instructional leadership has the greatest 

impact on their practice. Abby’s statement supports this conclusion. “If we had a strong leader 

who said, ‘this is how we are gonna do it,’ we would do better.” 

Recommendations for Future Research 

 Before an educational team can collaborate effectively, leadership must create a culture 

of trust. To that end, the establishment of purpose for instruction is paramount. For broad 

programs of study, evaluation occurs episodically from course to course. These evaluations 

should build to ultimately result in student behaviors that demonstrate success as entry-level 

practitioners. In order to develop students across a program of study in which multiple courses 

must be mastered it is imperative that a team of educators work together to coordinate their 

effort. Simply put, there is no evidence of coordination of effort in nursing education to produce 

graduate nurses by the participants in this study. 

 As such, future research regarding nursing education recommended by this study 

specifically targets the idea of coordination of nursing educational teams to address broad 

program and institutional goals. Specifically, nurse educators must have opportunities to create 

and revise evaluation tools for skill performance, which address a common purpose that can be 

embraced by all raters. This requires acknowledgement of aggregated student performance data 

and individual rater data as it related to the group data. Educators must be able to address 

concerns with continuous evaluation across the curriculum for students. Educators’ expertise 

with practice must be continuously acknowledged, while further expertise with best practice in 

education is developed. 



 

145 

 Data from this research can inform the selection of multiple further studies in nursing 

education. Because these participants recognized the authority of nursing practice and work 

experience in nursing education, but did not cite authority for expertise in educational practice, 

there should be further study on the impact of nurse educators with formal training for the 

advanced practice role of nurse educator. On a smaller scale, explorative research within schools 

of nursing should examine the construction, type, and use of evaluation tools for skill evaluation. 

Specifically, a review of evaluation tools should examine these in regard to the broad program of 

study: Are these tools leveled to course, content, and program objectives? How are the learning 

domains of knowledge, skill, and affect measured within courses and entire programs of study? 

Finally, the concept of degradation of skill over time should be examined. Do students have the 

opportunity to practice skills throughout the program of study and are these skills re-evaluated? 

Finally, what is the impact of students’ skill performance on their transfer to practice?
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URINARY CATHETERIZATION VIDEOS 

Video #1: Urinary Catheter Insertion: 12 minutes 
https://www.youtube.com/watch?v=eAw8bZqeRK8 

 
Student: traditional age, white, female. 
In this video the student is very knowledgeable regarding all steps of the procedure.  The student 
is calm and pleasant throughout the procedure. However, multiple incorrect behaviors were 
demonstrated. This is most likely a failing skill performance. 
 
Medical and Surgical Asepsis: 

1. Minimal hand washing before entire procedure.  
2. No hand washing after perineal care. 
3. Touches hair after perineal care.  
4. Improper gloving: student pulls on sterile glove with a pinch at the very edge of the glove 

touching both the inside and outside (sterile surface) of the glove. 
5. Opens sterile container incorrectly: opens toward herself first. 
6. Reaches across the sterile field multiple times, but states that she will not reach across the 

field.  
7. Hair is loose and hangs over the sterile field multiple times. 
8. Touches the edge of the trash bag multiple times with sterile gloved hand. 
9. Does not spread labia when cleaning with iodine.  

 
Safety and Technical: 

1. Recognizes and addresses safety issues: allergy to latex. 
2. Does not ask about allergy to iodine. 
3. Recognizes and addresses safety issues: raises side rail at end of procedure. 
4. Does not attach the syringe to inflate the balloon during set up.  
5. Does not maintain control of the catheter – lets go of catheter multiple times during 

procedure.  
 

Professionalism: 
1. Does not secure long hair to her waist and it hangs in front of her body through out the 

procedure. 
2. Performs skill slowly: demonstrates intellectual knowledge of procedure steps, but seems 

unpracticed with performing the skill.  
3. Appearance is professional except for her hair. 

 
 

Video #2: Urinary Catheter Insertion: 5 minutes 
https://www.youtube.com/watch?v=vvpzou7u5i0 

 
Student: traditional age, white, male. 
In this video the student demonstrates confidence and practice with the procedure. The student is 
calm and pleasant throughout the procedure. There were some incorrect behaviors demonstrated, 
but overall this student maintained sterile technique. The evaluation of this student’s 

https://www.youtube.com/watch?v=eAw8bZqeRK8
https://www.youtube.com/watch?v=vvpzou7u5i0
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performance is not clear with out an examination of the rubric used by a particular school of 
nursing.  
 
Medical and Surgical Asepsis: 

1. Does not discuss or perform pericare prior to insertion.  
2. Removes clean gloves with improper technique. 
3. Does correct hand washing before performing procedure. 
4. Spreads sterile drape in front of patient with non-sterile gloves and completely 

contaminates this drape. However, this does not cause the patient to be exposed to a 
sterility issue.  

5. Performs sterile gloving correctly. 
6. Opens sterile equipment and manages sterile field correctly. 
7. Maintains labia open, preps correctly. 
8. Inserts catheter beyond 4 inches and maintains control of catheter. 
9. Secures catheter correctly.  

 
Safety and Technical Errors: 

1. Recognizes and addresses safety issues: allergy to latex and iodine. 
2. Recognizes and addresses safety issues: raises side rail at end of procedure. 
3. Does not raise bed to a correct working height.  

 
Professionalism: 

1. Communicates appropriately with patient (manikin). 
2. Performs skill quickly and demonstrates that he is well practiced in this skill.  
3. Wears a thermal long sleeved shirt under his uniform. This may be considered out of 

uniform and thus unprofessional by some faculty. 
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SKILL PERFORMANCE RUBRIC: URINARY CATHETERIZATION
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Lynn, P. (2015). Taylor’s clinical nursing skills: A nursing process approach (4th ed.). Hong 
Kong: Wolters Kluwer (pp. 672-675). 
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SKILL PERFORMANCE RUBRIC: URINARY CATHETERIZATION
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Columbus Community College 

NUR 102 Skills Validation: Aseptic Technique and Insertion of Indwelling Catheter 
Fall 2014 

Student Name: _____________________________  Date: ___________________ 
 

S/U Insertion of Indwelling Catheter: Female S/U 
2nd 

S/U 
3rd 

 1. Open sterile catheterization kit with aseptic technique.   
 2. Grasp upper corners of sterile drape from sterile box and unfold.   
 3. Lift sterile glove packet from box and place on foot of bed or overbed 

table. 
  

 4. Don sterile gloves using aseptic technique.   
 5. Leave catheter kit between legs, pick up top tray and place in front of kit 

and stay within the one (1) inch sterile edge. 
  

 6. Attach pre-filled water syringe to catheter.   
 7. Carefully remove blue wrapping   
 8. For females, lubricate the tip of the catheter two (2) inches either by 

placing into prefilled lubricant syringe or lubricant packet. (Verbalize this 
step). 

  

 9. Carefully inflate and check balloon.   
 10. Open Swabs or pour solution over cotton balls. (Verbalize this step)   
 11. Cleanse the urethral meatus. (Verbalize correct technique to cleanse 

urethral meatus) Do not use betadine on manikins 
  

 12. Insert catheter (female)   
 a. Use non-dominant hand to retract labia minora to expose meatus. 

b. Use the dominant hand to pick up a cotton ball with forcepts of 
antiseptic swab. Student verbalizes the following: 

• Clean the far labial fold, from above the meatus down toward the 
rectum 

• Discard the cotton ball without crossing over sterile field to 
designated waste receptacle 

• Repeat, cleaning near labial fold. Discard cotton ball without 
crossing over sterile field to designated waste receptacle.  

• Repeat, cleaning down the center of the meatus. Discard cotton ball 
without crossing over sterile field to designated waste receptacle.  

c. Do not allow labia minora to fall back over meatus. 
d. With dominant hand, pick up the catheter one (1) inch from the tip. 
e. Insert into the urethra until urine appears, then advance catheter 

another 2-3 inches.  

  

 13. With nondominate (sic) hand hole catheter securely at the meatus. With 
dominant hand slowly inflate balloon to the volume printed on the side of 
the injection port using sterile water.  Hold with non-dominant hand and 
remove syringe. 

  

 14. Retract catheter gently until resistance is noted.    
 15. Remove gloves, secure catheter tubing to thigh.   
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 16. Ensuring there are not obstructions, place drainage tubing over the leg.   
 17. Secure drainage bag befow the tlevel o the bladder, on the bedframe not 

the side rail. 
  

 18. Dispose of or remove equipment and suppplies then exit the room.   
 

Instructor Comments 
 
 
 
Instructor Signature: ____________________________ 
 
 
 
2nd Attempt Date: _______________________________ 
 
Comments:  
 
 
 
Instructor Signature: ____________________________ 
 
 
3rd Attempt Date: _______________________________ 
 
Comments:  
 
 
 
Instructor Signature: _____________________________
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INDIVIDUAL INTERVIEW QUESTIONS 
 
Introduction: 

My questions today will be directed at addressing two research questions. I will be 
recording this interview to enable me to review and transcribe your comments. If at any 
time you would like me to turn off the recorder let me know. I will do that. I have allotted 
one hour for this discussion, but I have as much time as you need to address these 
questions. I so much appreciate your willingness to help with this research. I am 
providing you with a list of the interview questions now.  

If, after our discussion you would like to add to your comments you can email me at: 
beckybertalan@gmail.com or call me on my cell: 256.613.9518. After I transcribe your 
comments I will return them to you for you to correct or change them.  

 
These are the research questions: 

1. How do participants perceive the effectiveness of a structured group discussion to 
enhance evaluation agreement on skills? 

2. What are participants’ perceptions about the value of a structured group 
discussion for their sense of professional community with peer educators? 

 
RQ1. How do participants perceive the effectiveness of a structured group 
discussion to enhance evaluation agreement on skills? 
 

1. Tell me about your experience with the group discussion. Was it a valuable experience 
for you? Why or why not? 

2. Describe your feelings regarding the use of the rubrics for the skills evaluation.  
3. Tell me about any specific behaviors you are looking for with ANY skills evaluation by 

student nurses? 
4. As a result of the group discussion do you think all members of the group are likely to 

have more homogenous scores for student skill performance? Why or why not? 
5. Tell me about your experience with skill evaluation of nursing students and what could 

make it better for students? 
6. Tell me about your experience with skill evaluation of nursing students and what do you 

suggest to make the experience of evaluation better for educators? 
 

RQ2. What are participants’ perceptions about the value of a structured group 
discussion for their sense of professional community with peer educators? 
 

7. What is your understanding of your peers’ personal and professional values regarding 
student nurse skill evaluation? 

a. Is it different from before the discussion? 
8. Tell me about how you think your peers understood and considered your personal and 

professional values regarding student nurse skill evaluation. 
a. Do you think they understand you differently now as a result of the discussion? 

9. How has your experience working with these educators changed as a result of the group 
discussion?
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DEMOGRAPHIC INFORMATION FORM 

Please complete the following: 

Demographic Information: 
1. Gender (circle one): M or F 
2. Age: _____ 
3. Ethnicity: Please check one: 

___ Hispanic or Latino 
___ Not Hispanic or Latino 

4. Race: Please check one: 
___ American Indian or Alaska Native 
___ Asian 
___ Black or African American 
___ Native Hawaiian or other Pacific Islander 
___ White 

5. Education: (Circle highest degree earned) 
A.D.N. A.S.N. BSN   MSN   DNP   EdD   PhD   Other ___________ 

 
Work Experience: 

6. Nursing speciality: ___________________________________________ 
 

7. Years of clinical practice: ______________________________________ 
 

8. Years as a nurse educator: _____________________________________ 
 

9. Place a check by the type of nursing program you are currently teaching: 
____ Associate nursing degree program (A.D.N.) 
___   Baccalaurate nursing degree program (B.S.N.) 
___   Entry Level Masters program (E.L.M.) 
 

10. Years of experience evaluating student skill performance in nursing education: _____ 
 
Contact Information: Name: ___________________/ Pseudonym: ___________________ 

11. Best email contact:_______________________________________ 
 

12. Best phone (cell) contact: __________________________________ 
 

I will schedule an individual interview with you within two weeks of the group discussion. 
Please, list your best days and times for this interview:  

 
Thank you so much for particpating in this research,  
Becky Bertalan MSN, RN, CNE 
Cell: 256.613.95
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RECRUITMENT EMAIL 
 

Dear Dean __________,  
 
I am a graduate student in nursing education at The University of Alabama. I am writing 

you to request permission to perform research with your nurse educators. My research targets 
student nurse skill evaluation by nurse educators.  

 
Students and nurse educators are concerned with fairness in evaluation practices at 

schools of nursing. A benefit of establishing best educational practice with skill evaluation would 
be to decrease the incidence of grievances and litigation by students related to evaluation. 

 
The evaluation of student nurse skills is an integral part of nursing education and presents 

a challenge to educational leaders as they strive to create fair testing environments. Despite nurse 
educators best efforts to ensure fair grading students often complain that evaluation scores vary 
from one instructor to another. If there was a way to improve rater agreement with evaluation of 
students, educators could better establish the legitimacy of the scores we give to students.  
 

The research consists of a focus group discussion regarding two recorded student skill 
performances and then individual interviews with a minimum of two participants at a later date. 
Faculty who chose to participate would score two student nurse skill videos then discuss their 
evaluation decisions in the focus group. Two participants from the focus group would then be 
interviewed to answer the research questions. 

 
The skill performed in each video will be a urinary catheterization on a manikin. The 

focus group discussion would take approximately 90 minutes. During the follow up individual 
interviews, participants will describe their perception of the group discussion. These will take 
place at a time and location convenient for each participant.  

 
This research will take place at three associate degree schools of nursing in Alabama. I 

think this research is critical to best practice in nursing education. I would be honored to return to 
your school to present the results of this research.  

 
I have obtained IRB approval at the University of Alabama and I will obtain IRB for your 

school of nursing if you will allow me to conduct this research with a group of your faculty 
members. Thank you for considering this research to be performed at your school of nursing, 

 
 
Sincerely,  
Becky Bertalan MSN, RN, CNE 
Instructor of Nursing at University of Alabama, Birmingham 
Graduate Student at the University of Alabama, Tuscaloosa
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INFORMED CONSENT FORM 

Dear Fellow Nurse Educator,  
 
Thank you for agreeing to participate in this study, which will take place from November 1, 2016 to January 1, 
2017. This form details the purpose of this study, a description of the involvement required and your rights as a 
participant.  
 
The purpose of this study is:  

• To understand the perceptions of nurse educators regarding the usefulness of group discussion to enhance 
rater agreement. 

• To determine if a group discussion with peers enhances the participants’ sense of professional community. 
• To gain insight into decision making by a group of peer nurse educators regarding student nurse skill 

evaluation.  
 
The benefits of the research will be:  

• Insight into nurse educator evaluation of student nurse skill evaluation and better methods to enhance rater 
agreement, while simultaneously increasing professional community.  

• Support for best practice in nursing education with student evaluation practice. 
 
The methods that will be used to meet this purpose include:  

• Three focus group discussions at 3 associate degree colleges of nursing in the southeastern United States 
with a group of peer nurse educators regarding two video recorded student nurse skill performances using a 
manikin to perform urinary catheterization. 

• Individual interviews of a minimum of two participating nurse educator from each group discussion to gain 
insight into their perception of the group discussion and student nurse skill evaluation 

 
You are encouraged to ask questions or raise concerns at any time about the nature of the study or the methods I am 
using. Please contact me at any time at the e-mail address or telephone number listed below.  
 
Our discussion will be audio recorded to help me accurately capture your insights in your own words. Only the 
researcher, myself, will hear these recordings. If you feel uncomfortable with the recorder, you may ask that it be 
turned off at any time.  
 
You also have the right to withdraw from the study at any time. In the event you choose to withdraw from the study 
all information you provide (including tapes) will be destroyed and omitted from the final paper. Insights gathered 
by you and other participants will be used in writing a qualitative research report, which will be read by the 
members of my dissertation committee.  
 
Though direct quotes from you may be used in the paper, your name and other identifying information will be kept 
anonymous.  
 
By signing this consent form I certify that I ____________________________ agree to (Print full name here) the 

terms of this agreement. ____________________________ ______________  

(Signature)    (Date) 

Thank you so much for participating in this research,  
Becky Bertalan, MSN, RN, CNE, researcher 
 
Contact Information: beckybertalan@gmail.com, cell: 256.613.9518 
 

mailto:beckybertalan@gmail.com
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