CHAPTER II

LITERATURE REVIEW

Introduction.
This 1dy ' e/ﬁthe quality of the
graduates in | health, care function. The

quality is in
is not clearl
definition of
the quality of . .',q;r' e discussed.

There i O Wi f, sth;; rd for basic physical

demonstrated a ec : , ﬁn guiding delineation
of the competenpe used in t is study.

e fose) 41294 ‘%*W Bl giinL nveatigece

the past research on sthe qual&ty of th graduates in
orrBL ] i AR I LA V¥ Eorotesion
that are applicable in determination of study methods.
The outline of this chapter is like thlS,
» 1. Definition of competence and performance.
2. Physical therapy competence. |
3. Related literature about follow-up study of
graduates’ quality.
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pefinition of Competence and Performance.

In the broad term, the competence or competency
was defined as "the quality of being functionally
adequate or having sufficient skill for a particular
# tial which is realized at
g Performance was "The
e

of any action or werk;

function; competence
the momént of
carrying out of a

the execution , 1987).

In the 8! 7 /e W AN nitions, competence
is the potentia apabi ; the person and may
be likened to . ‘ .r voltage. But the
performance i vatts, the electrical
energy that is app' g :
LTI

Haynes, and Slgm}f" 'iﬂ%,

lese two words was

exemplified as separatlon

effectlﬁrﬁﬁ 6’3 QﬁhEJ ﬂ(?w E]j}ﬁ ﬂﬂpetence is the

performarte of the drug in 1dea1 c1rcumstances (carefully

°Wﬂ%ﬂﬁ’ﬂﬁ§ﬂf%ﬂ°ﬁﬁﬂ"ﬂﬁﬂﬂﬂ° s 2

formance refers to the performance under actual

efficacy and

situation (complex, less ideal) (Norman, 1985).

In more detail, Klemp (1979, quoted in Moncur,
1985) classified competence into various areas as a
"generic knowledge, skill, trait, self schema or motive

of a person that is causally related to effective
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behavior reference to external performance criteria". 1In
this meaning the competence is broad range of personal
potentiality and should be compared with criteria. Klemp’
also gave the definition of those potentiality as follow;

usable pieces of information

Knowledge - a set, o
a cific content area (e.g.

organized around
knowledge of matl
Skill -the-ak strate a set of related

behaviors or=g wlogical thinking).
Ereik - i¥] haracteristics way of
respondin %of stimuli (e.g.ini-
tiative). A RN
Self s
and his

“of himself or herself
the image (e.g.self-

image a

Motive for a goal, state,
or condipf b, AT sel or directs behavior
of the indiWvi IL;*; ‘ e\need for efficacy).

As "crite 'a";&n“
i

situation", the  f_ﬂ‘;7‘”‘F larified not only the art

j(1985) on their
‘literatune o?jpe ?T'rmance reVJ.ew,nhey demonstrated
cl i WWT‘T ﬁw ﬂ Bf clinical
pegg{rmance. ;3?§}zz%r1g;mpetence EIS a necessary
precondition for correct clinical performance.but is
insufficient. The evidences showed that the disparity
pekwest bémpefence and performance always occurred as
exhibiting suboptimal clinical performance. Others
determinants were qoncluded as the causation of this

disparity such as motivation and barriers. Motivation is
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defined as the extent to which clinicians are positively
inclined to put whatever clinical competence they have
into practice. Barriers are circumstances or conditions
which obstruct transforming clinical competence into

clinical performance. are such barriers originated

from health system, pa selves, or clinicians as

subconscious or__consc] oug S. Sackett and his

colleagues al( \* performance by an

equation as fo

CLINICAL PE “LINICAL COMPETENCE + MOTIVATION

McGuire (1983) Sree jance as overall clinical

competence ?ﬁi ing certain complex

tasks. Cli i¢al perf sfers to general and

eg. t&its , achievements).
It see eleménts of both cognitive and
noncogn@ﬁ nglnﬂams w&lﬂ ‘jln performance
ﬁr andUcontr:Lbutlons

pi aﬁlﬁ!ﬁ‘ ms‘jﬁﬁ t (Choosak

Tiengtrong, n.d.).

more elusive Exarac e

It is difficult to select the appropriate
wording for the abilities of graduates in this study.
gince these two words, performance and competence, were

actually used interchangeably regardless of the meaning.
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So it is confused in apply the concept of each definition
from one study to other studies. In this study, the
abilities of the graduates derived from perceptions and
impressions because of the limitation of measuring
methods, so in practice competence is determined. Since
these abilites are ement of the physical

therapy professi ssional competence is

used. 7

Physical TherapysCompe] n

t
)

1. standards.

etting of a Thai

physical therap talﬂﬁni sical therapists in
'4-'.!“-'" 2

Thailand are control = "Health Practice Control"
.---;:»"—“;'f""". o =

Act, ‘is stshs only a ition and ethical

principles. «.An O: ‘J the full range of

roles and rmspons1 of p@sical therapists,

e, 1)) ] R T o e
LB ‘Sfﬁ‘ﬁ‘ﬁ‘*ﬁ%m Ay

In the United States, educational programs for
the physical therapist must be qualified by the process
of accreditation. The purpose of accreditation is to
assure the quality of and to improve education programs
through consultation and evaluation (Plagliarulo, 1986).

In the accrediting process, standards are set to be used
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as criteria for achievement which are called

"accreditation Standards for Physical Therapy Education

Programs". Accreditation standards have undergone

revision in keeping with the changing and expanding

' Py y e standard demonstrated in

s &ion and was the latest
m—

g ‘!forw&}on by the House of

N

al, Th 7 Association, in June

nature of physical tl

the followiﬂg was ~the
draft before s
Delegates, Ameri
1988 [Now it vised and enacted,
but it is no iterature] (Proposed
Accreditation ical Therapy Education

Programs, 1987).

rmance of Program Graduates

!'I'-.f»" -
was one of Sur gmfé’i:

ed if?tion Standards for
Physical -;ra-'f—“-‘: ‘ation Programs Performance of

program gradug:es -as.&tatements of roles

and responsibil¥ities of the, physical therapist in the

care ofﬂ u&lt’g nﬁmgwf&lﬂ‘iloners and the

public, research and Echolarlynacthlty o/ Performances
werq ﬂqﬁﬁ ﬂ ixm uz&;rulmzj gaa& care, the
phys:Lcal therapy dellvery system, and the health care
system and society. The details of standards for
performance of program graduates in each categories are

described in the Appendix A.

Before this revision of accreditation standard,

American Physical Therapy Association developed the
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ngstandard for the Physical Therapy Practitioner". This
standard was adopted by the Board of Directors in
February 1972, and publicized in the Association’s
Journal (Standard for the Physical Therapy Practitioner,

1972). The standards contained nine categories of

practitioner’s perf personal gqualities,

O &1 as;
ethical conduct @ment, administrative

skills, interdi ships, professional

growth and co ency, research, consultation,

and communi details df each

performance a ppendix A.

he topics of "How to
produce the quallf&ﬂéﬂ?ﬁxﬁ ”", rapist" on May 6, 1987
(Mahidol Un V“"'—_ i—dedrcine, Department of

orthopaedics f}& chﬂ?l of Physiotherapy,

1987) summarlqp the requ ed characteristics of the

quahfleﬂ ﬂﬂy&i %ﬂg W%twg ’]:ﬂs%fled them into

three doﬁ%ﬁns that; thq*phy51ca;=Fheraplstqghould be able

A WIANT U NA1INEIAE

cOgnltlve - have basic theoretical knowledge in
science and profession
- have creative thinking
- give health related physical therapy
education to others health practitioner,
individual, and community
- have basic knowledge of management and
professional law
- understand his professional roles
take a good responsible manner to his
position, time
- practice in an ethical manner

Affective
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- be a moral person by having follow1ng
moral pr1nc1ples, The Four Divine State
(compass1on, lovingkindness, sympathetic
joy, even-mindness), The Four Paths of
Accomplishment (will, effort, thought-
fulness, reasoning)

- have a good behaviors in 1nterpersonal
relation in the society and in his work

- self-acquisite new knowledge and follow

i of the world situation

ofession

onality such as; well"

oom, decorum, speech,

ental well being
ry taking, physical

Psychomota
ment, treatment plan-

t program systematically
y knowledge to pre-
and rehabilitative

| (i o :
1987) in dlscus51oﬁé,5355, I, * she mentioned about the

8 haég problem bility
2. have knowledge and underStanding and problem
solving skild, of community health problem

tremtl%ﬁwﬁ‘w&dm? be skillful in

9be an active person
5 have discipline

QA RSB INY Y8y v

8. understand local custom and tradition

9. dress in appropriateness, fitness, cleanliness

10. be complimentary

11. demonstrate the characteristics of teacher and
have teaching skill

12. have knowledge about management and
administration

13. have understanding about information system

14. have ability in self-acquisition of knowledge
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Boonyong Wongrakmit (1985) suggested the desired
competence of the health personnel that, they should be
able to; '

1. realize their responsibility to the society

especially rural community which occupied by more
than 80% of populatlon

2. know and und
to solve proble ‘
humanistic bas

3. know

d the problem and learn how
J community with respect to

their role and

respon51b111 i elath team, cooperate
with other : pily, and apply basic
managemen ence i orki

4. rform preventive and
promotive " and rehabilitative
care; : , person, family, and
community

- J : , to manage existing
faciliti terials wi enefit and economy

6. k and junderst roblem solving method
systemati 1 ‘Eﬁ%t:" critical approach

7. ‘ ’ he wn knowledge, moral,
and profess

8. know \ eachlng and training
technique issipate approprlate

knowledge and g&iﬁl and ﬁ.smote appropriate attitude

to othex h ealﬁﬁ”ﬁé%sér
g DY Om of prim&xy health care

v W > 3553 , and skill in

profes51 vhich te"to job requlrement

in rural rea, and e0 manage health care unit in

rural area as the head of the unit

A M&L;Llflid LI N T
’ﬂ 1) 61 %F) A% HATTY) $9pge e eho

comp tence as a whole body of physical therapist. There
are some literature which have stated the specific

competence area in details.

3.1 Ethics. The World Confederation of
Physical Therapy, WCPT (World confederation for Physical

Therapy, 1988) stated ethical issue for physical
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therapist as follow;

1. Health care provided by physical therapist
should not regarded to race, tribe, religious,
politic, social state, sex, and age; because of
universal demands of physical therapy service.

2. Physical therapist must recognize not only by
his responsibilities but also by professional
ust provide therapeutic

limitation that
regimen with an eth. ner only for the patients

that referred Or rom licensed physician
or dentist. eption de on those physical
therapy service. provi r the purpose of

prophylact. healtho ion by informing or
advising se 0}(\1 In these instances,
physical . pexfo directly to the
client. \

3. , ra should provide physical
therapy seaVi = ty and skillful in order
to resto abititate, or, maintain physical and
mental we peirig , oL Nlent that licensed
physician i st 3

4, Physi ust recognize the

importancefo revention, and health
promotion in Gommunity.=—

5. physical therapist should continually maintain
their highest sta&ndard ¢ nowledge and expertise.

6. Physical thetapist sheuld respect patient’s and
family’éj. dyregligious.

7. Phy Al theia; L= 14 ceoperate with other
physical brofession in health
care with jloyalty. i

8. Physical therapist shouldﬁot allow any person

to use their name in vertisement or any form of
sel o ction taken as
rol aﬁ:%]t i.q:o B %}Eﬁﬁcﬁe of ethics of
eacﬂp(’)un ry. i : . ;
9. Physical therapist have right to keep for
qmrj ﬁx i given and
u ' mmmf Qrg g ment to the
fpatient.

10. Physical therapist should abide for personal
and professional ethics which effect on the
credibility of profession. Physical therapist
should recognize that even one companion with
noncompliance with professional ethics settling by
national physical therapy association, will get
harmful to the patient. So all physical therapists
should comply with the conduct which the national
physical therapy association enacted. However, they

should not report unethical practice in the place
that the patient or family live.
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11. Physical therapist should take responsibility
to people and other health professional colleagues
by part1c1patlon in the meeting about health needs
of the society.

Thai physical therapist should abide for the

code of Ethics which enacted in the Mlnlstry of Interior

\!/

ofqbs

Bye laws as follow.

 behave or perform in
lue as follow;

1oy1ng or allowing
ropertles of health
11ty by any form of

Phy51ca1
depreciati
1. adve

icted that lead to

g 2 1iC i . < ered or unlicensed

person to pérfoum: physi her py practice,
timonial with untrue

or inform about

. the apy practice in public
n Ce; n emergency condition,
first aid or pe'-nar svernment, municipal or the
Thai Red Crossﬂgsgﬁg uti

6. ;qelease con;: nformation of the
patien¥=uhich obtain Trom o f‘J sssional practice
except =€hose O € A /consent from the
patient when h legally or as a way

of sharlg; durih&wp -

ﬂu%ﬁi%ﬁ%ﬁﬁ?ﬁm_ﬂ therapy

Qrocedurég The treatgent Sklll competence area will be
acithdffed NAFFEL §e71] YRk B) pertorming
each specified physical therapy therapeutic procedures.
The following data were collected from the literatures.
Ministry of Public Health Legislation of Physical
Therapy Equipment (sathien Vichairak, and Suebvong
Vichairak, 1988) was enacted to describe the equipment

which specifically performed in physical therapy service.
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These procedures were; (1) shortwave diathermy machine,
(2) microwave diathermy machine, (3) ultrasonic
generator, (4) galvanic current therapy uwnit, (5)
sinusoidal current therapy unit, (6) faradic current

therapy unit, (7) diadynamic current therapy unit,

(8)bio-feedback unit, aviolet lamp (only those

(10) whirlpool and

9 =
A wr (12) steam bath
r\ unit, 4) moist air heat

it for vascular

Hubbard tank,
cabinet, (13)

therapy uni

condition, (1 machine, (17) tilt

description of other ;ﬁanq} erapeutic procedures which
-'-'.'.-'--"L*"'”“ < —

are the 1mpq§¢int ‘element

However, the—“additional me re stated in the book

I
"Direction of:lob performance in thﬂ]general and central

SN )01 111 (L4 e
E“ﬁ?ﬂ’lheﬁpﬂﬁﬁﬁﬂm@?fﬂﬁ |

13.1.1 Superficial heat application by;

(1) Hot water bottle (2) Hot pad

(3) Electrical heating pad (4) Hydrocollator

(5) paraffin bath (6) Agltated-water baths
(7) Moist-air baths (8) Hot air baths

(9) Infrared radiation

13.1.2 Deep heat appllcatlon by high frequency
diathermy such as;
(1) Ultrasound (2) Microwave diathermy
(3) shortwave diathermy
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13.1.3 Cold application by;

(1) Cold pack (2) Ice cube massage

(3) Cold immersion (4) Ethyl Chloride spray
13.1.4 Electrical therapy by;

(1) Interrupted direct current (I.D.C.)

(2) Faradic current (F.C.)

(3) Interferential current

(4) Iontophoresis

(5) Trans-electrlcal Nerve Stimulation

13.1.5 Elect sis by;
(1) Electromyogi
(2) Nerve Ce-uuqz (R.C.V.)
(3) Strengthe ation D. curve)
13.1.6
(1) Whirlpo \ 2) Hubbard tank
(3) Pool Contrast bath
1317
(1) Intn traviolet radiation

1.3.31%8
(1) Limb
(3) Spinal
13.1.9

pinal manipulation

(2) Positi

-'_

(3) Petrissage -
(5) Friction awﬁhﬁ SR
13.1, Therapeut{c : 2 guch as;

' (Gﬂjhemiplegic exercise
T Enduragce exercise

zz;)% Sl PR FEHS poec-

(10 ait tralnln (11) Postqﬁpl training

q RS EIsTR

3.3 Health problems related to physical

therapy. In this study, the planning and treatment of
common diseases competence area is defined as global
ability in planning and implementing the treatment for
specified types of disease. There are many diseases that

physical therapy involves in curation and rehabilitation.
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These were listed during subgroup seminar session in the
seminar on "Physical Therapy as Health Care for Quality
of Life" at Khon Kaen University (Khon Kaen University,

Faculty of Associated ical Science, Department of

topic of "Health '

subgroup seminar on the
- g with physical therapy
- . .
care" had the

1. ob - the diseases needed

Physical Therapy,

physical vice and differentiate the roles
of physi in seach di

. itize the diseases in which
physical .can ectiv take a preventive
role s | *

3.’ rvey and research.

(ICD) 1list of dlseﬁﬂﬁ

mrden of illness.

ype of illness of

s

inpatient who receive the health

1983- 198ﬁ ﬂﬁﬁ%ﬂm ig}h]nﬁletic Division,

Ministryqof Public He ocument of the

R IO I S o o

Depafitment of Labour, Ministry of Interior. These three

dre during the year

groups were defined as follow; (a) the diseases are
necessary to receive physical therapy service, (b) the
diseases ought to be given physical therapy service, (c)
the diseases which physical therapy take a responsibility

for their consegquence complication.
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The above first draft of type (a) diseases
listing was considered by what role physical therapy
involves (the list of these diseases are shown in the
Appendix B). Then, the diseases in which physical
therapy takes a preventive role were prioritized as how
/ f physical therapy in
'&pplied technology, and

concurrent o Spaei lness to national

much of burden,

prevention, feasi

socioeconomic hese ‘diseases are shown in

the Appendix B

3.4 and communication

skills. The  1i tures uim ical therapy field

usually mentiomned} on+ mmand cat skills rather than
i =2
interpersonal relatl‘ﬁxsri imes these two skill were

description @f The

/1 gompetence in these

areas. The g:andar “'Basic @Jcation in Physical
Therapy communlcatlon skills and
indiv:.du@ﬁﬁﬁﬂgmgw of psychosocial
heqﬁ: 6 ﬁ mﬁé tion of the
int Eja ﬁiﬁmgl ﬁzlﬁn Elychosoc:Lal

therapeutic ability. The explanation of these two

competence areas are shown in the Appendix B.

Dickson and Maxwell (1985) collec.ted the content
of interpetsonal interaction skills from reviewing

various author commending competence which necessary to



30

include in social skill training. The conclusion of
these skill was proposed on the three sub-roles of the
physical therapy which included; instructor, counsellor,
and interviewer. The competence extracted from this

conclusion are as follow;

(a) Skill basie teo} process of relating to the

patient ‘ Sl &
(1) ses vity t y in which it can be
onveyed by ﬁt‘ f cues such as; eye

xpression, touch,;
and gesture.

Lattention to the
ingle-mindedly. This
oth nonverbal and
e latter includes
reference to past
following, reflecting

(b) Effec g to the physiotherapy
interview /

(c) Skills , = TN ructing and 1nform1ng
effectively | ciaesd dy

3=

{1} expla;n;ng“' . demonstrating in such a way
. s_te- mexinig 'wderstandipg on the part

~ £Kill in maintaining
e att EEE and involvement
of the person being ked to the study of

linical dlS%l%llneS and the practice of

ﬂuﬁﬁiffﬁ“ﬂ TN

erry (1975) lnvestlgated nonverbal
conpaical b5y SRR A S ARG horapist
1nteract10n during treatment sessions, recording
nonverbal behaviors capable of communicating, and
interviewing the patient and therapist to discuss the
nonverbal communication that occurred during the
treatment. }Twenty one patient-therapist interactions.

were recorded during observation. The observed nonverbal
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behaviors of the physical therapists were categorized,
according to function, as;

Instruction - any activity intended to show the
patient what to do or how to do it

Attention gaining - any activity intended to gain
the attention of the patient or to give attention to
the patient

Rapport - any i intended to create or
maintain an at 1er¢ reatment regimen

Caring - t the patient that the
physical tn;zggggg care im
In;ormatlon :'- ) ~

7 act designed to gain
informaticd h _;?*NELU!'the therapist
Encouragi 'y, act. sifically intended to

“-~mpt to ensure that
execute his treatment

' calm or reassure a
patient in any anxiety that he
might have

Explanatory‘,”

explain )omethlng

1ntended to clarify or

seems to have no
¥ | conversation and
S words

ndicates that the
cannot carry on the

appears tuat ‘
Rushed y act: 7hich |
theraplst 1s rushed for time an
treatment “pro ram as de51red

empénﬁﬂ;ﬂ 'ﬁ‘kﬂﬁﬁﬁi ;lpo‘;vclé; ch lends

Di pp01ntment v any facial expre551on 1ndlcat1ng
%Zgﬁ ﬁarso is un jﬁ or diBpleased with
AR S A NN e e
Yindicates to the patient that he is accepted as he
is, with whatever deformities he might have
Reinforcing instruction - any action designed to

ensure that the instructions being given will be
followed by the patient

3.5 Continued education behaviors.
Sackett, Haynes, and Tugwell (1985) stated that the

skills essential for continued effectiveness as a
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clinician were clinical skills, skills in the critical
appraisal of clinical evidence, and self-directed
learning skills. In this study, continued education

behavior is confined to self-directed learning skills.

A ! s i the diff i
n "= ' e erences in
assumption.wal 3 che skills required
for learnine 1de ' irected learning and
self-direet ability to explain
these dlf : ‘

non-dependent and a

L

“relate to peers
as resources for
.1earn1ng, and

collabora,
diagnosi

4 diagnose 1learning needs
realistically from teachers and peers.

5. The ablllﬁt nslate learning needs into
learning objecti K rm_that makes it possible
for thei accompliS‘ tsessed.

5. R — = to—reitateé to teacher as
fac111t. rg, rS, .f‘ ants, and to take
the initiative in ‘ heir resources.

 ® T ability to 1dent1f human and material
resources gppropriate to, dlfferent kinds of learning

obj W@@%ﬂ%§%g{}ﬁ {Je strategies for

use of learning resour and to perform
these strategies ¢ skillfully and wg;h initiative.

q mmmm&mm TR s Traamee

fobjectives.

Sackett, Haynes, and Tugwell (1985) summarized
the self-directed learning skills as; (1) formulating
clear learning objectives, (2) reading to solve problems,
(3) highly selective browsing, (4) establishing and

maintaining a personal information system, (5) carrying
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out self-assessment, (6) executing personal behavior
modification.

Titchen (1985) developed the in-service
education model for use in physiotherapy department. The

aims were to enhance critical thinking and to develop the

attitudes, qualiti }Qa j’é ills required for self-

3\ .
initiated 1earni& usin following main model

T —

existed in th presentation, small

group discus earning strategies,

teach-back (a er talks to others

about a topi is new ' ‘h‘}ﬂ individual). She
described the . ':j ired ;A this education model
as follow;

ed /that three attitudes must

is necessary to maintain
competence to--'.'pfﬁé:t' ~th rapJ.st should play an
active pert in it; and hey, as well as their
employers o -sen Sagues.~are responsible for
initiati -

Second4 . must be possessed are:
self- dl--lpllne, interest; a.desire to increase

knowledge to malntaln % petence to practise; and a

w11
E-; % the ability to
sel

e a library and
look referegces, read ically and

Qﬁﬁﬁﬂoﬁﬁmﬁ e

The Standards for Basic Education in Physical

First,
" be held namel

LhAlbs

~ Therapy (1972) also stated about continued education
behaviors as one component in the fifth standard category
of professional growth (ability to increase the
contribution of physical therapy to health care) which

are seen in Appendix B.
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3.6 Clinical problem solving skills. May
and Newman (1980) defined problem solving as the internal
and sequential of finding a solution to the problem which
includes cognitive, affectlve, and psychomotor behaviors.
They developed the m ining problem-solving and
decision making em s01v1ng competences

e three domain and

were delineat
sequenced as; tlon, (2) problem
definition, ( ) data management,
(5) solution ion implementation,
(7) outcome ev ip. ...- : 1s in Appendix 5o

the problem-solving

processes in thr ifferent conditions such as; patient
. =
treatment/managemegtﬁgg;ba -based learning, evaluation

isses of these are
:  51ving sequence in
patient treatmePE‘panagement was based on the work of the

sncesf) AL 4 |8 s erteacions

team who' designed the ’Care of the Elderly Course’
(eooke] 348 defactelhy a2 5 B

3.7 Personal gualities. Many personal
attitudes, values, and behaviors necessary for Thai
physical therapy were mentioned.in the section of Thai
physical therapy competence. There is no details and
additional evidences specifically described the required

personal qualities.
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Related Literature of Follow-up studies.

vichitr Srisa-an (1980) classified follow-up
study into two types; gualitative, and quantitative.
‘There are many literature of follow-up study both foreign

and Thai. In this 1lite

ure review part, it will

/"&py and other health

professions. T o gUantitaki ﬂ,of follow-up studies

will not be mef'-’ ) \m have only career
N "

measurement.

confine to the

(1984). L € = svaluate the context,

input, (S

}@licine at Siriraj
Hospital Q ﬂh ¢ @gata were @ollected froﬁ the study of

curriculum t
glm &Lﬂsﬁrma as‘iructors' status,
B, SL Ik D /it ar | ey

students, graduates, and graduates’ supervisor concerning

curricul

curriculum objectives and structure, teaching-learning

situation, and graduates’ characteristics.

The population of the study were selected groups

of experts in physical therapy curriculum, instructors,

1499 30 6 A9
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students, graduates, and graduates’ supervisors. One
interview schedule and five types of questionnaire were
used in the study. Percentage, arithmetic means,
standard deviation, t-test, one way analysis of variance

and Scheffe’s test were yed to analyze the obtained
data. e‘r}

The on evaluation will be

demonstrated h product evaluation,

the data were ' f £ t sou graduates and

completed durin D82 W igi) , One
hundred twenty ‘ﬁ’égﬁ red seventy (70.59%)

responded to the 'é@ i The graduates’

tiis of the graduates’

e

supervisors wﬁ not

upexvisors evaluated the graduates on the

actual a U?J gdm ﬁmi w&lfm gtlcs of physical

the actual and .desirable eharacteristics
speg;\wsj a ﬂ fl]eigﬁusuiﬂ qanﬂa a E’Jwever, the
supervisors did not used one form for rating one
graduates (i.e. one form was used to evaluate the
characteristics of overall physical therapy graduates).
So the perception of overall Siriraj graduates were

received. The graduates rated themselves on the degree

of acquired characteristics from the program.
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The five points rating scale of 19 items and 12
items of characteristics derived from the curricular
objectives were rated by the supervisors and the
graduates accordingly. The statement of characteristic

rated by the graduates a heir supervisors were not the

' p} Eaffective and cognitive

in arithmetic means and

The the graduates’

characteristi high by their

supervisors bu fican ! than the desirable

curricular obj ectl ,
|l,-{,."‘,-"fl "

analysed to

»)e&ﬁs thé ‘ puting association

The st ies of forelgn physical

shesapy. ] TP T Tar - S—"

rofess10na1 competence’ were reviwed. Onegwas studied in
canﬂ S neoh ok ibon, d1586) | deice whig] i tne unitea
states (Nelson, 1971; Conine, 1972; Larson and Davis,
1975). The Canadian study was not aimed on evaluation of
physical therapist’ professional competence solely, in
fact, was to collect and edit a comprehensive list of
physicalv therapy competence. These are the useful

guideline for competence delineation and instrument used.
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one of the three American studies did not report
the finding and analysis method (Nelson, 1971). All of
these three studies collected other graduates’ profile

and opinion but did not analyse the correlation of the

educational factors : A / essional competence. One
study was done O ] i¢ .rapy assistants (Larson
e —

' supervisors belieyed b
f‘}f;wﬂ o "d ’, y
performing specific=tasks epresentative of physical

i
therapist as,gm* ponsi This relevancy
was showed “By the ar _pondenCe between
competence ke | e progﬁm and on-the-job

“q“”e’“ﬁt‘lfff? RV REANT

e dlscrepango,es between the com%"tence learned
o R BB TR T 300 vere
cons:.dered as a measure of irrelevance of the curriculum.
These feedback information were evaluated and given for
decision making on curriculum modification by the program

faculty.
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Training program

other influences
on the curriculum

learned
in the
program

Related to
urrlculum_

4' ..-‘\\Unre1ated td

currlculum
v

Other
solution

J.“lﬂd: A
fig. 2.1 @onfeptualiframe “of Larson and
PDa 4 S Situd ;l’ 197

..i‘l.l-"
Conine 1Q3§§«~-;n;y he concept that the
achievement of ungéﬁén‘,*’ 2 objectives (Indiana

University) ‘r"__ fities, career, and

opinions of tEF' -aiac assumption of her

‘conceptual framework were,

3 mmﬂm&mwmﬁﬁmﬁ:ﬁmﬁ

qpProg

3 The competence rated by the employers as having
been demonstrated by the graduates were achieved
through the educational program of 1Indiana

University and not through other experiences.

Nelson (1971) wused survey of graduates as only
one of many methods for curriculum evaluation which the

above two studies did not mention. The product appraisal
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were not only confined to the program graduates but also

students.

1.2.2 Sample. All of the American
studies surveyed on all classes of graduates since

1 whlch were more than one

establishment of the sc

f experience. The

determination of T
‘_'

f graduates should be

included in th strictly elsewhere.

If the percep yired from school is
measured, th determined by the
memory of the .can be assumed that
the graduates“ by Conine (1972).

Even if the as done on the actual

performance, the nce will not be purely
received fro&mtq? ﬁﬁﬁﬁﬁﬂ ¥ ~d in the Conine study.
Then, the ',. of experien l1be concerned very

much.

. ,,e:%*mii: o
suﬁwqm mﬂm m assge that they

have? had enough time to become accllmatlzed ut have not
yet lost the ability to distinguish between the skills
they acquired on the job and those acquired during their

training.

The supervisors were included in all studies for

making confirmation of data and receiving the opinion of
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supervisors in other data. Nelson (1971) also included
students, faculty and others document of admission
information and trends in physical therapy in her studies

as a system of curriculum evaluation. All studies did

not stated about incl exclusion criteria.

— ==
7 % 2.3, outcome
measures. i compete DA as primary outcome
measure in al pudd sl 7 i t questioning. 1In
physical therapists

in Quebec ratef ‘,,qi;i~ 7_>  ,' to their perceived

knowledge an-;f B
H

(not competencCe

ﬁ‘lJcEJa’J PENITHUIRTes resee cness

degree to which acquited frome.,school. -gThe employers

rat’él BIAIASE Géchd bbgted b itk lagnonstratea.

In Larson and Davis study, both graduates and
their supervisors rated on graduates’ level of

independence of professional competence.

1.2.3.1.1 Competence

delineation. The competence were derived from one main
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source of curriculum (not for Aston-McCrimmon) . The
content areas derivatibn was used by Nelson. Larson and
pavis did not specified the sources. The detailed
competence delineation were presented by Aston-McCrimmon
and Conine, the former wa
sources for deriva ]\\ -1 analysis, standard of
training protocol 7 é (objective, content),

—

he best example. The various

occupational s

only Hfue ston-McCrimmon) showed

validation of

2.3.1.2 Competence

component. n combined competence
areas. Two_did .,: det “#he categorization of the
competence (Nelsony=to73 BEeoi—aR=Pavis, 1975).

Conim (1_.9;7.211sted 29 sp
sy ﬁw s
Q WA \mﬁm ‘lﬂ’l’ss‘iﬂ 4 ’}é"qﬁimd

competency statements into more specific areas than

Jﬂific competence in 4

conine. The definitions of these 11 competence

categories were described in the Appendix C.

1.2.3.1.3 Instrument.
Rating scale was used as measuring the competence in all

studies but in different points and wording. They were
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ranged from; (1) ordinal type 3 points as; extensive,
moderate, 1little or none.; (2) ordinal type 4 points;
inadequate, adequate, superior, and excessive; (3)
ordinal type 8 points; from "lJack of competence (or not

importance)" represent "in to "high 1level of

competence (or ve
were continuous é

jepresented by "8,  ALL

outcome

measures. from graduates on
each study we on—the ratlona. of that study. The
main objective W f;‘ C aduates’ status and

activities for further change. The

commonly data demographic data,

recommendation ionfﬁﬁi' Lum, C employment data,

education since _grad etracugricular activities

V.o ‘
(particular iﬂp

SULieN (30 g S
T S I A o

attainable of the graduates to the competence listed in

the questionnaire. The finding showed that, in the
attainment group, 80% and 75% of agreement of the
graduates and their supervisors resp\ectivel& were used as
criteria. The more concern made on the non-attainment

competence, if at least 10% of the graduates and 10% of
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the employers indicated, those competence item were

recommended for change.

‘Larson and Davis did not analyse directly on the

professional competence rated, but asked the

Wncreased emphasis.
Aston-@ the level of

competence and as mean, andard deviation and

recommendation on ta

importance o igh - - ompetence. An average

mean score O - thd s, considered to be an

as number ofq fapist but the‘last

one consider t F competence of all p ysical therapist.

AME NN INIADT, o st
O A1 SR TIBIL WV Y Ef;fi;’ii

independence of professional competence and curriculum
recommendation to type of facility. But the result were
not reported. Aston-McCrimmon used a one way analysis of
variance (ANOVA) to test for significanf difference
between the importance and competency rating of the

respondents grouped according to the years of
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professional practice and the respondents grouped

according to position.

2. Study of other health profess;.on.

Two st , three of physician

are reviewed. medical graduates; one
evaluated the graduates of newly
developed cu . University (Chaloem
varavithya, ul, and Thongchan
hongladarom, he interns and the

last year medif€a 1 medical school in

Channivat Kasemsant{ 4979); £hi st studied graduates of
chulalongkorn Megi-e‘a;i:k y which included medical and
medical techn gy gial ‘Banterng Ratchatapithi et

al., 1986). Bn one evaluated the

graduates of 1;8 Program in Nursing and Midwifery of

waniaon fondieks ’ﬂvﬂ%k‘ﬁl‘%%ﬂ RS 2

another studled the graduates 1 from Bach&}or degree of

sadtetiont Gpibhien (0buadiHs)] VR 8 sncation

'Chulalongkorn University (La-iad Jamjantara, 1983).

of five studies, two studied the educational

factors and correlated them with the competence.

2.1 Conceptual framework. The study of the

graduates of Chulalongkorn Medical Faculty by Banterng

Ratchatapithi et al. (1986) demonstrated the concept
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that; evaluation of the graduates’ quality and the
effected factors were the initial process in curriculum
development. The gqualities to be evaluated covered the

proad area of characteristics such as; knowledge,

only the graduates’

ability, moral, work pe rmance, and quality of 1life.
The evaluation ‘

qualitie‘s but al qualities development.

—

The study of <aWe™BEpect

background,

covered dgraduates
earning, quality of

teacher, int

included the gra orked or completed for
one year except t} of La-iad Jamjantara and
Banterng Rat&m thi et al. gfaduates in Banterng

Ratchatapit -~ e during 1979-1983,
I

five classes, which ihcluded more nﬁnber of classes than
other. n the physical
therapy fustudy mtﬂtloned mmi vious section.
Ex Woﬁ] ﬁmwﬂﬂ Wﬂl}’] ﬁ not defined
an;q';ll ta;a;ﬁlflpulatlon were el Sstudied. The
graduates who were working were only included in the
studies, except in the Banterng Ratchatapithi et al.
study. It includéd both graduates in working market and

in Graduate School in Thailand. In Mahidol nursing

study, Sudthiratana Pimpong sampled 96 from 119 target
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population by inclusion only the graduates who worked in

Nursing Service Division of Siriraj Hospital.

All studies did not mention about calculation or
rationale for Jjustification of sample size. In

Chulalongkorn Medical ulty study, the criteria of

 place, sampling the

number of sd. @kl.1n the case that less
than 20 it ack ;3; hysician, medical
technologis 1 al é%;-- ould have the total
number of". 00/ (included ' then less than 100).

school; the same as

Arunee hirapornthip e (1979) selected

school.

-.&l opulation. The

supervisors of the graduates were surveyed by all studies

ot oo PLHEHD AU NG WY VA or avecizicn

Because the position apd acqua%a;ance of ige supervisors
insbhdited (bl Ehe) Edded Vombetoldel)od (ink] srauates.
However the baseline personal data were kept. One to one
rating (qne supervisor rate one graduates) were used by
only two studies (Banterng Ratchatapithi et al., 1986;

La-iad Jamjantara, 1983).

The Chulalongkorn medical faculty study also
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obtained the data from students and teacher. No
selection criteria were posted. Development of

competence of student in each class were also obtained.

The Khon Kaen study (Chaloem varavithya et al.,

1981) also included pee

'r/turn, and nurse to evaluate
7z,

rall data. Specified

All studies used
questionnaire as
types of ins easuring different
data such as; closed or

opened ended ques or measuring respondents’ opinion.

document analysis

putcome measure.

erident variables

( @Qetence) o

2.3.1.1.1 ' Competence

stnas B VU T A et £

Medic Council Interd Standarés (Arunee W¥achirapornthip
et g% ;la,mjmuw%g m EJF] &&l); one from
the university purposes (Banterng Ratchatapithi et al.,
1986); one from curricular objectives which were received
by interviewing with the head of Academic Affair
Department, Bangkok Nursing College (La-iad Jamjantara,

1983); the last one did not explain the source.
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The studies that used Intern Standard were not
necessary to validate and correct the wording. Only one
study report validation of competence by group of ten
experts which contained curriculum administrators and

faculty in any field of nurse (La-iad Jamjantara, 1983).

ted categorization of

components.

t ‘Mhad more than two

dvantage of high

competence.
competence it
reliability ( d by many items or
statements). ana Pihpong et al.
(1984) did clearly and did not

category them. . did not differentiate

the competence “Acognitive, affective, and

psychomotor ﬁc%-%é : Intern Standard.
( g oy

vle3 Instrument

for measurin omgetence. Rating sgle were used as main

= Ay
AN SRR IBH B B 10 e

of numbers of point, type of tools, used for specific
competence area (Arunee Vachirapornthip et al.,1979;

sudthiratana Pimpong et al., 1984).

La-iad Jamjantara (1983) used 5 points rating

scale. Seven points rating scale was mainly used in
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Banterng Ratchatapithi et al. study for measuring
competence of graduates, and development of students
which almost were in affective (attitude, behaviors).
Chaloem Varavithya et al. (1981) - used closed end

ychomotor skill in medical

gquestion to measure

procedure, in interpretation of

laboratory data hip, personality and

creativity, an 5 points to measure

clinical perf cal problem solving

egbility.
Independent variables.

Sudthiratana Pim : a « " (1984) obtained the data of
nursing graduates . ﬁfé— yard curriculum. Type and
specification of too ‘:4' )&_reported.

Y- " al. (1986) gave
details of 1nﬁpe . : an@ specified types of
measurement as showed in the, table 1.

ﬂﬂﬂ’J'ﬂﬂ'ﬂﬁWMﬂ‘i
a‘mmnim SJW]’JWEHE‘I d
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Table 2.1 Independent variables, measurement, and sources in the

study of Banterng Ratchatapithi et al. (1986)

Variables Measurement

1. Background of graduates
and students

(1) Demographic; sex,
religious, race

(2) Family backgroundj— 9 qwng
occupation, e r
; of parents etc. ﬁh‘“hhh‘i

(3) Secondary edu
(4) Entrance ex

(5) Academic succes
program; grade

P

(6) Extraincome during * ___y?;;fn..

(1) Content arraggbm nt in
general educ rion and
profession cougsges o

Sources

student & graduate

student & graduate

student & graduate

student & graduate

student & graduate

student & graduate

curriculum guide

(2) npprope fibd oid WdGHLY) TR 7] D  Fucutty

zation oq] curric

) R AR UV TN g T

(4) Quality of teacher questioning

(5) Learning style of questioning
students and graduates

(6) Interaction with questioning
teacher

(7) Value of teaching, rating

learning and interaction

student, graduate,
faculty

student, graduate,
faculty

student, graduate,
faculty

student, graduate,
faculty
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Table 2.1 (continued)

__-_....__.___————_———.——-—.————_...—_.__——__...__—_—————————.—————_——-————_—.—

vVariables Measurement Sources
(8) Student activities questioning student, graduate,
part1c1pat10n
(9) values of student rating student, graduate,
activities faculty

(9) values of student «

' ‘ ,% student, graduate,
activities g% faculty
H::==:: ::::::r

k)
3. Faculty

(1) gualification faculty

(2) Academic pos faculty

(3) satisfaction student & graduate
(4) confidence to fach. eyt employer

(5) Attention in teachrﬂh;i_f" ’ student & graduate

—-—— S S S G D G S W W G = S S S S S S T —— ——————————————— {— O — ——— — ———

ntcome measures. La-

iad Jamjanta (1“‘. d%}a about graduates’

HATENINYIATs ewersence o
pr rfor ancﬁ
TR TR NBOE Ysratons i

data about graduates’ status (not reported), graduates’

status ( sitioh 1ncome, education after graduation) and
benefit @

opinion on understanding of curriculum philosophy and
objectives, confidentiality in job performance and factor
influenced on it, the courses needed improvement in
content and teaching method, fairmess of evaluation in

theory and practical course work.
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2.4 RAnalysis. Competence in affective and
cognitive domain and overall competence (combined domain
or competence in complex task which demonstrated in La-

jad Jamjantara study) were summarized in mean and
' - the cognitive competence in
. study and affective

\pram et al. study which

standard deviation exce

Arunee Vachiraporn
competence in

summarized as

Comp syCho: ain were summarized

in percentage

study and La-iad

competence upon

2 /were usually done
between grad upervisor’ opinion.
The two studles whlch used competence derived from Intern

Standardﬁﬁ)ﬁd%ﬁﬁﬂ m%":ﬂh‘jthe criteria of

competendu defined in %Pat standard

QRIAIDIN WA NYAR sy in evo

studles. Sudthiratana Pimpong et al. (1984) analysed the
relationship between attitude toward curriculum and job

performance effectiveness by using linear regression.

Banterng Ratchatapithi et al. (1986) analysed

the correlation on the following steps;




54

(1) Analyse on clustering of independent and
dependent variables into factor

(2) BAnalyse the relationships between the factors
in independent variables and the factors in
dependent variables

(3) Analyse the partway of effect from the
independent factors to dependent factors

These three ° alysis were simultaneously

performed by usi atlstlcal package of

partial least sg

e gth

Chaloem Vara year medical

- students and ce against Medical
competence betwée he: 65 ar 'medical students and
interns of Facul f_'_ cifie Chulalongkorn and Khon
kaen University -a‘:né:‘:i’.’géi 2 _academic year. All
competence ‘_"::'E ..... ested e L study were iﬁ
psychomotor dﬁlgl ‘ items of skill in
using J.nstrumen,p nd 1nterp tation, 3 items of skill in

cencing 4 DRI WOARR Frvestigation, 26

items of skllls in performing,emergency reatment 24
seeie /3¢ | T b lbaotic %Mr&ﬂﬁir&l of common
dlseases, and 37 items of skill in performing medical
procedure. In gathering data, all samples were assessed
by self reporting technique in questionnaires. This
study used rating scale of 3 points described as; 0 -
cannot perform, 1 - not confidence to perform, 2 - can

perform by himself. The competence rated as ordinal
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continuous data. So they were summarized in mean and
standard deviation. This differed from the study of
chaloem Varavithya et al. (1981) which used closed ended

question and summarized in percentage.

Another inter 4 point of this study was the
analysis of relationshil \ &g nce with experience in

those skill itemumed & &

were level of three

seen 1-3 cases e than 3 cases; 2)

experience Dby agbiftds « \\\ e, classified as;
have never as | stled g@ aecisted 1-3 cases, have

é 7 ) experience by doing
by themselves, clasr ' have never done, have ever

done 1-3 cases

v}.

than 3 cases.

=5

1
AUEINENINEINT
RINNIUUNINYINY




	Chapter 2 Literature Review
	Introduction
	Definition of Competence and Performance
	Physical Therapy Competence
	Related Literature of Follow-Up Studies


