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Executive Summary  

Background:  Nurses in New Zealand are regulated by the Health Practitioners Competence 

Assurance (HPCA) Act 2003 (NZ). The primary purpose of this Act is to protect the health 

and safety of the public by providing mechanisms to ensure that health practitioners are 

competent and fit to practise.   The Nursing Council of New Zealand (NCNZ) is the regulatory 

authority for nurses for assessment and monitoring competence. Demonstrating and 

maintaining competence is the responsibility of the individual nurse therefore all nurses are 

required to provide evidence for on-going competence to obtain their Annual Practicing 

Certificate (APC). 

 

Aim:  This survey was aimed to review Professional Development Recognition Programme 

(PDRP) process. Specific questions were to focus on exploring participants’ perceptions, 

understanding of the PDRP and to identify barriers or challenges that may influence 

competence development. 

 

Method:  The method of data collection was through a web-based survey tool which was 

open for four weeks for all registered nurses (including senior nursing management) working 

at Counties Manukau Health (CMH). 

 

Findings:  A total of 423 nurses responded to the survey to determine their satisfaction with 

the CMH PDRP process. The sample was representative of 18.4% of the CMH nursing 

population. Two thirds of respondents (66%) reported that their current PDRP reflects their 

actual level of nursing practice; 62.4% of nurse managers reported that PDRP is an accurate 

tool to determine competency;  90% respondents reported that they had a good 

understanding of PDRP; 72%  understood the importance of embracing evidence based 

practice in PDRP framework; 59% felt they were not recognised or valued by the organisation 

when completing PDRP; 61.6% of nurse mangers believed that as nurses progressed to 

higher levels of PDRP, they were better at providing quality patient care;  46.1% felt 

assistance from peers and colleagues was strongest factor in assisting PDRP completion,. 

However, 63.6% felt insufficient time and 51% found conflicting information as being an 

obstacle when completing PDRP.  

 

 



Counties Manukau Health                                                                                                         4 

Conclusion:  The findings suggest that a majority of the nurses felt that they had a good 

understanding of PDRP process, while almost two thirds of respondents indicated that the 

factors influencing the process of developing professional competence in nursing is mainly 

due to time constraints and conflicting information. An understanding of these factors will 

enhance the ability of nursing managers and educators to enable nurses to pursue effective 

competency development pathways. Allowing staff to have alternative ways of presenting 

PDRP, providing time, writing skills and resources (web-based) will enhance their 

knowledge/skills of PRDP and promote compliance. Continuing competence in nursing 

practice needs to be overt, structured (e.g. specialty frameworks), and well communicated in 

order to engage nurses. In addition, embracing a talent management approach, together with 

the valuing of PDRP in practice will also promote confidence in nurses and protect the health 

and safety of the public. 
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Introduction  

Registered nurses (RN) are at the coal-face of patient care delivery.  Quality care is 

dependent on the nurses’ ability to stay attuned to the various challenges faced every day in 

our complex health environment – the” everydayness of errors” (Hughes, 2008, as cited in 

Sollecito & Johnson, 2013, p.491). These challenges can be the patient’s disease process, 

the technologies used, policies, procedures and guidelines, other clinicians, and the 

resources available to them at the time. Sammer, Lykens and Singh  (2010) have described 

the important role nurses contribute to building a culture of patient safety and having key 

roles in quality improvement in health care (Sammer et al, 2010).  

 

Nurses are number four on New Zealand’s most trusted professions (Readers Digest, 2012) 

giving great responsibility to all nurses to ensure this confidence is warranted.  In 2003, the 

Ministry of Health implemented the Health Practitioners Competence Assurance (HPCA) Act. 

The purpose of this Act is to provide mechanisms to establish compulsory competence of 

health practitioner to protect the health and safety of the public. As a consequence, the 

NCNZ was required to develop a number of competencies to define scopes of practice for 

nurses to determine whether Registered and Enrolled nurses had achieved the required 

standards of HPCA Act (NCNZ, 2009).  

 

Under these circumstances, the NCNZ expects all RNs continue to learn and maintain these 

competencies in the interest of public safety. This is a crucial component of a health 

professional’s responsibility as the complexities of today’s healthcare needs are fast-

evolving. The NCNZ as a regulatory authority utilises the PDRP as a measure to ensure that 

nurses demonstrate continuing competence. Nurses are required to submit a PDRP portfolio 

every three years to ensure they have met the above criteria. 

 

As a result, nurses who have completed an approved level of PDRP may be exempt from 

auditing by NCNZ when applying for an APC.  In addition, the PDRP enhances evidence-

based practice within nursing practice, promoting nurses to make clinical decisions based on 

the most recent and valid research findings to improve patient safety with decreased adverse 

events (Krugman, 2003). The PDRP identifies three levels of competence in nursing practice 

using work of Benner (1984): competent, proficient, and expert.  As nurses progress to the 

higher level, they are rewarded with financial allowance by the organisation as part of their 

collective employment agreement. 
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Consequently, failure to comply with the continuing competence requirements could be 

considered as a breach of NCNZ’s Competencies which are fundamental to HPCA Act 2003. 

Under these conditions, nurses without a current PDRP may not embrace best practice 

based on evidence which could potentially compromise patient safety and outcomes. The 

purpose of this project is to identify the barriers nurses experience when completing a PDRP; 

explore their understanding of the progress in level of practice in nursing and the value of this 

increased skill and knowledge to patient outcomes. Furthermore, we would like to propose 

recommendations which we feel would assist in increasing the PDRP compliance rate at 

CMH. 

Figure 1: PDRP Process: 
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Quality Issues  

Often quality problems become frequent and repeated, requiring a systemic response 

(Sollecito & Johnson, 2013). Nurses involved in completing the PDRP process are the most 

knowledgeable about what the issues and problems are with healthcare processes. These 

nurses also often have effective and feasible suggestions for improvement. Involving CNM 

and RNs also improves the support for any changes that may be suggested. Implementation 

of solutions requires those involved in implementing the solution to be involved, 

understanding the improvement strategies and able to identify possible barriers to 

effectiveimplementation (Sollecito & Johnson, 2013).  

 

Table 1: CMH PDRP Compliance April 2013 
 

 

Level 
RN 
Senior 

RN 
competent  

RN 
Proficient 

RN 
Expert  TOTAL 

Number 349 1184 622 141 2296 
Non compliance 73 159 41 11 284 

Compliance Rate 79.00% 86% 93% 92% 87.40% 
 
 
The PDRP compliance data was provided by the PDRP coordinator (Dee Gordon) for the end 

of April 2013. The overall PDRP compliance in CMH was 87.4%. Our group believes this 

compliance rate was relatively low, particularly at the senior RN level. Due to it being 

mandatory at CMH, very nurse should be PDRP compliant (CMDHB, 2012). PDRPs are 

approved, accredited and audited by NCNZ and are subjected to its regulatory control; those 

organisations that embrace the PDRP are exempted from random audit (Vernon, Chiarella & 

Papps, 2011). CMH adheres to this programme and is accredited by NCNZ (CMDHB, 2012). 

PDRP encompasses drawing together models of quality improvements, innovation in practice 

and evidence-based practice thus enabling practitioners working in a clinical setting to have 

the opportunity to take ownership and make real modifications to practice; empowering 

“bottom up” approach to change in attaining quality health outcome for patients (Chin & 

Hammer, 2006 cited in Carr & Buchanan, 2011).  

 

The quality issue we identified is inconsistency of compliance, understanding and 

interpretation of PDRP to accomplish improvements in the quality and safety of patient care 

at CMH.  Barriers to PDRP achievement can lead to low compliance, resulting in poor patient 

outcomes. Vernon, Chiarella & Papps (2012) highlight that lower compliance is a result of 
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confusion in relation to the purpose and requirements of the NCNZ recertification and PDRP 

processes. Ross, Barr & Stevens (2013) identified  barriers of lack of support and motivation 

from employer,  poor computer and internet access at workplace, and  personal barriers 

including limited access to childcare, inhibiting engagement in continuous professional 

development (CPD). Havill (2010) elaborates  nurses felt PDRP required excessive written 

documentation, with lack of time, workloads, limited academic skills and  sacrifice of personal 

time for nursing care delivery and  family life affected achievement. 

 

Nurses need to partake in constant learning and continuous professional education enabling 

them to keep their knowledge and skills that are evidence-based in order to provide 

consistent high level patient care (Ross, Barr & Stevens, 2013).  Continuing competence is 

the ability of nurses to demonstrate that they have maintained their competence to practice in 

relation to their framework of practice, and the significant NCNZ competencies under which 

they gain and retain their licence to practice (Vernon, Chiarella & Papps, 2011).  Dolan 

emphasis that producing competent nurses will ensure high quality patient care (cited in 

Vernon, Chiarella & Papps, 2011). 

 

The continuing competence frameworks and their associated standards and monitoring 

activities provide assurance to public and employers that practitioners are competent to 

practice, while providing a mechanism for recognizing those who are not (Vernon, Chiarella, 

& Papps, 2011).  According to NCNZ (2009), once registered under NCNZ it is the 

responsibility of every nurse to maintain competence in order to gain their APC.  Nurses who 

are non-compliant with PDRP are liable for audit by the NCNZ, who have the authority to 

decline the issuing of APC (Vernon, Chiarella & Papps, 2011). 
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Methodology   

A mixed method design was employed for the survey using questionnaires which gathered 

quantitative data. In addition, respondents were given the opportunity to make additional 

comments, generating qualitative data including a Isikawa analysis and Driver Diagram. A 

pilot paper survey was conducted in a ward before finalising the questionnaires. The pilot 

survey provided a chance to check statistical and analytical validity of questionnaires, thus 

reducing problems and mistakes in the study (Isaac & Michael, 1995). Furthermore, a pilot 

survey may minimise cost incurred by inaccurate instruments (Neuman, 1997).   

As a group, we decided to adopt the method of an online survey method using the Survey 

Monkey program to obtain data as opposed to written handout surveys.  The major 

advantages of online survey are a short response time, very low financial resource needs 

and data directly loaded in the data analysis software, thus saving time and resources 

associated with the data entry process (Sepp, 2011). Since we had four weeks to complete 

the survey and an opportunity to use the online survey, this was the most appealing choice. 

As a result, we were able to reach our target group at a faster time and receive a fast 

response. 

Four hundred and twenty three nurses from CMH completed the online survey. The sample 

size (423) constitutes 18.4% of the population of nurses at CMH. To protect the respondent’s 

confidentiality, identifying data was excluded from the questionnaires. The online survey was 

advertised by using internal online newsletter and circulating emails to nurses within CMH. 

Organisational approval was obtained from Dee Gordon prior to the advertisement.    
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Driver Diagram and Cause and Effect Diagram   
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Results  

Participants’ Characteristics  

As of 17th May 2013, data from 423 of 2296 Registered Nurses working in CMH had been 

collected, resulting in a response rate of 18%. Table 1 shows the social characterises of the 

participants. The total number of respondents that have completed the online survey was the 

respondents were predominantly from mental health (20.8%) and surgical services (24.8%). 

About one third of respondents (30.8%) indicated that they had 0-5 years of nursing 

experience.  More than half of the respondents were working at either senior (31.8%) or 

proficient (31.8%) level.   
 

Table 1.  
Variables  Frequency  Percentage (%)  
Working Areas    

Mental health  88 20.8 
Medicine  42 9.9 
Surgical Services 105 24.8 
Ambulatory Care  21  5 
Kidz First 30 7.1 
Womans Health  22 5.2 
Adult Rehabilitation  38 38  
Acute Care 35 8.3 
Other 42 9.9 
Total  423 100  

Years of Experience    
0-5 years 130 30.8 
5-10 years 105 24.9 
10-15 years 88 20.9 
15 + years 100 23.5 
Total  423 100 

level of PDRP    
Competent  92 21.6 
Proficient  134 31.8 
Expert  63 14.7 
Senior 134 31.8 
Total  423 100 
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Nurses’ perception of PDRP  

 

Graph 1: Perception of PDRP  
 

Do  yo u think  yo ur curre nt PDRP le ve l re fle c ts  yo ur a c tua l le ve l Do  yo u think  yo ur curre nt PDRP le ve l re fle c ts  yo ur a c tua l le ve l Do  yo u think  yo ur curre nt PDRP le ve l re fle c ts  yo ur a c tua l le ve l Do  yo u think  yo ur curre nt PDRP le ve l re fle c ts  yo ur a c tua l le ve l 

o f p ra c tice ?o f p ra c tice ?o f p ra c tice ?o f p ra c tice ?

Yes, 65.3%

No, 34.7%

 
 
 

According to Graph 1, about two third of respondents (66.%) have reported that their 

current PDRP reflected their actual level of nursing practice.   

 

A staff nurse commented : Nothing will demonstrate my level of practice apart from observing how 

I perform.  Some people can write well and are not good at the job.  Some people are great at the job, but 

not good trying to put it on paper. 

 

 
 
 
Graph 2: Senior Nurses’ Perception 

. 
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Fo r CNM’s  &  CND ’s  –  d o  yo u fe e l tha t the  PDRP re fle c ts  the  Fo r CNM’s  &  CND ’s  –  d o  yo u fe e l tha t the  PDRP re fle c ts  the  Fo r CNM’s  &  CND ’s  –  d o  yo u fe e l tha t the  PDRP re fle c ts  the  Fo r CNM’s  &  CND ’s  –  d o  yo u fe e l tha t the  PDRP re fle c ts  the  

compe te ncy  le ve ls  o f yo ur nurse s  a ccura te ly?compe te ncy  le ve ls  o f yo ur nurse s  a ccura te ly?compe te ncy  le ve ls  o f yo ur nurse s  a ccura te ly?compe te ncy  le ve ls  o f yo ur nurse s  a ccura te ly?

Yes, mostly, 

62.4%

Not always, 37.6%

 

Similarly, the majority of nurse managers (62.4%) reported that PDRP is an accurate 

tool in determining the competence levels of nurses (Graph 2). Despite the majority 

of staff nurses and nurse managers having positive perceptions; some did not 

believe that it was an accurate tool to assess the level of nursing expertise.   

 

A nurse manger commented : Some nurses are very good at writing things down on paper and 

can make themselves sound marvellous when their actual care leaves a lot to be desired. Conversely 

other staff struggle to articulate great examples on paper, yet deliver excellent patient care. 
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Nurses’ understanding of PDRP    

The majority of the respondents (72%) were able to articulate the importance of embracing 

evidence-based practice in PDRP framework (Graph 3).  

Graph 3: Nurses’ Understanding  

Do  yo u a g re e  tha t d emons tra ting  e v id ence -b a se d  p ra c tice  in Do  yo u a g re e  tha t d emons tra ting  e v id ence -b a se d  p ra c tice  in Do  yo u a g re e  tha t d emons tra ting  e v id ence -b a se d  p ra c tice  in Do  yo u a g re e  tha t d emons tra ting  e v id ence -b a se d  p ra c tice  in 

yo ur PDRP is  impo rta nt?your PDRP is  impo rta nt?your PDRP is  impo rta nt?your PDRP is  impo rta nt?

Agree, 72.0%

Disagree, 17.0%

Don't know, 11.0%

 

 

With regards to understanding the role and meaning of PDRP, above 90% of respondents 

reported either they had a good level (60.5%) or an average level (33.7%) of understanding 

as shown in Graph 4.   

Graph 4 

Do  yo u ha ve  a  c le a r und e rs ta nd ing  o f wha t PDRP is  a b out?Do  yo u ha ve  a  c le a r und e rs ta nd ing  o f wha t PDRP is  a b out?Do  yo u ha ve  a  c le a r und e rs ta nd ing  o f wha t PDRP is  a b out?Do  yo u ha ve  a  c le a r und e rs ta nd ing  o f wha t PDRP is  a b out?

Good 

understanding, 

60.5%

Average 

understanding, 

33.7%

Understand 

some parts only, 

4.9%

Poor 

understanding, 

1.0%
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Graph 5: Patient Outcomes and PDRP 

Do  yo u think  tha t b y  a chie v ing  yo ur PDRP re q uirements  yo u a re  Do  yo u think  tha t b y  a chie v ing  yo ur PDRP re q uirements  yo u a re  Do  yo u think  tha t b y  a chie v ing  yo ur PDRP re q uirements  yo u a re  Do  yo u think  tha t b y  a chie v ing  yo ur PDRP re q uirements  yo u a re  

ab le  to  de l ive r imp ro ved  p a tie nt ca re  o utcomes?ab le  to  de l ive r imp ro ved  p a tie nt ca re  o utcomes?ab le  to  de l ive r imp ro ved  p a tie nt ca re  o utcomes?ab le  to  de l ive r imp ro ved  p a tie nt ca re  o utcomes?

Yes, 39.9%

No, 60.1%

 

In addition, survey results show the majority of nurses (62.7%) did not perceive a positive 

impact of completing PDRP on patient outcomes (Graph 5). 

 

A staff nurse commented : Only by the allowance. In no other way. The PDRP is now used to give 

more and more to the workplace and the problem is that when talking with others it appears that many are 

now going to downgrade from expert due to the workload expected and the time and stress it takes to 

complete a PDRP.  

 

Another valuable comment : I feel recognised and valued by my colleagues in the work place. 

They are aware of and see what I do clinically on a daily basis. They are also aware of the complexities of 

the politics of the role. I don't particularly feel valued by the service. I do appreciate the financial reward 

 

An interesting comment by a nurse manager was noted  during thematic analysis 

as below :  While nurses do demonstrate effectiveness and quality safety care it is not driven by the 

PDRP process, instead it’s the continually daily reflection and feedback process from senior teams/ peers 

and patients /family.  
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Perceived value of PDRP within CMH  

On the other hand, a large number of respondents (59%) did not feel recognised and valued 

by the organisation when completing PDRP requirements as shown in Graph 6.  

 

Graph 6: Perceived Value of PDRP 

Do  you fe e l re co gnize d  a nd  va lue d  when yo u ha ve  Do  you fe e l re co gnize d  a nd  va lue d  when yo u ha ve  Do  you fe e l re co gnize d  a nd  va lue d  when yo u ha ve  Do  you fe e l re co gnize d  a nd  va lue d  when yo u ha ve  

a chie ve d  yo ur PDRP?achie ve d  yo ur PDRP?achie ve d  yo ur PDRP?achie ve d  yo ur PDRP?

Yes, 41.0%

No, 59.0%

 

Graph 7: Effectiveness of PDRP on Patient Safety 

Fo r CNM's  &  CND 's  - In yo ur o p inio n, d o  nurse s  with Fo r CNM's  &  CND 's  - In yo ur o p inio n, d o  nurse s  with Fo r CNM's  &  CND 's  - In yo ur o p inio n, d o  nurse s  with Fo r CNM's  &  CND 's  - In yo ur o p inio n, d o  nurse s  with 

Pro fic ie nt/Expe rt/Senio r PDRPs  d emons tra te  e ffe c tive ne ss  &  Pro fic ie nt/Expe rt/Senio r PDRPs  d emons tra te  e ffe c tive ne ss  &  Pro fic ie nt/Expe rt/Senio r PDRPs  d emons tra te  e ffe c tive ne ss  &  Pro fic ie nt/Expe rt/Senio r PDRPs  d emons tra te  e ffe c tive ne ss  &  

imp ro ve d  p a tie nt sa fe ty  in the ir p ra c tice ?imp ro ve d  p a tie nt sa fe ty  in the ir p ra c tice ?imp ro ve d  p a tie nt sa fe ty  in the ir p ra c tice ?imp ro ve d  p a tie nt sa fe ty  in the ir p ra c tice ?

Yes, 61.4%

No, 38.6%

 

In contrast, two thirds of nurse managers (61.6%) perceived that as nurses progressed to 

higher levels of PDRP, they were better at providing effective care and improving patient 

safety (Graph 7). 
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Factors influencing (motivating and hindering) achievement of 

PDRP 

Despite the information and education sessions (18.5% reported as helpful) provided by the 

organisation, almost half (46.1%) of the respondents reported assistance from colleagues 

and peers as the strongest factor in the successful completion of PDRP, followed by clear 

guidelines (39.9%). Moreover, insufficient time was ranked number one (63.6%) as an 

obstacle in completing PDRP, followed by conflicting information (51%).  

In a summary, a thematic analysis of the comments made by the respondent revealed that 

financial reward and postgraduate education opportunities were also strong influencing 

factors in completing PDRP.  Moreover, insufficient time was ranked number one (63.6%) as 

an obstacle in completing the PDRP, followed by conflicting information (51%).  

 

A comment from a respondent :   When you achieve at expert level I feel there is an expectation that 

you do not need or require any support! I very seldom get my PDRP days allocated and definitely have 

not taken days to complete the PDRP.   

 

Another interesting comment indicated that nurses’ cultural background could play a role in 

completing the PDRP requirements, as reflected in the comment below:  

My culture is does not agree with this PDRP and I do feel so uncomfortable writing and posting about myself 

performing as nurse. 

 

Graph 8: Positive Factors in Completing PDRP 

Wha t wo rked  we ll fo r you to  comp le te  your PDRP?Wha t wo rked  we ll fo r you to  comp le te  your PDRP?Wha t wo rked  we ll fo r you to  comp le te  your PDRP?Wha t wo rked  we ll fo r you to  comp le te  your PDRP?

30.9%
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Graph 9: Negative Factors in Completing PDRP 

 

Wha t d idn' t wo rk  we ll fo r you when comp le ting  your PDRP?Wha t d idn' t wo rk  we ll fo r you when comp le ting  your PDRP?Wha t d idn' t wo rk  we ll fo r you when comp le ting  your PDRP?Wha t d idn' t wo rk  we ll fo r you when comp le ting  your PDRP?

23.5%
25.9%

63.6%

25.9%

51.9%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

Not enough

support from

Charge Nurse

/CND

Not enough

support from

Educator

Not enough

time to do it

Not enough

information to

do it

Conflicting

information

 



Counties Manukau Health                                                                                                         19 

Discussion  

Nurses’ perception of PDRP  

The finding of a positive perception of PDRP by nurses is similar to what was reported in 

numerous studies (Hughes, 2005; Tame, 2009; Nsemo et al., 2013).  However, those who 

had negative perceptions of PDRP indicated that this form of learning method was rigid and 

inflexible. This is due to the fact that these nurses felt the paperwork required by PDRP 

undermined their levels of practice.  Research has also found that professional development 

programmes that are didactic in nature have been shown to discourage nurses to take 

initiative and self-directed learning (Griscti & Jaconon, 2006).  Furthermore, if nurses 

perceive that the requirements of professional development are not tailored to their needs 

and not likely to benefit them, then such nurses are less likely to utilise the acquired 

knowledge and skill (Munro, 2008). The PDRP as a continuing professional development 

programme must be interactive and reflective to ensure that health care practitioners’ 

knowledge is current, and should focus on patient outcomes (Board of Health Services, 

2010).  In addition, Pearson et al. (2002) contend that the ‘insight’ of individuals’ in relation to 

their expertise and limitations is critical, and argue there is a direct correlation between lack 

of ‘insight’ and potential or actual unsafe practice. 

 

This debate about the conceptualisation of competence and its assessment is also present in 

the Nursing Council’s 2010 review of the Continuing Competence Framework. One of the 

common themes about the definition of competence is the need for flexibility, given the 

multifaceted nature of nursing practice and the diversity of practice settings (Vernon, 

Chiarella, & Papps, 2012). It is also evident from literature that confusion exists between the 

meaning of competence, performance and continued competence (Flanagan, Baldwin & 

Clark 2000; Mc Mullan, 2006). 

 

 

Nurses’ understanding of PDRP    

One of the drivers behind the operation of PDRP at CMH is improving the quality of care and 

patient safety. Nevertheless, survey results revealed that only a small proportion of nurses 

perceived achieving PDRP as a way to improve patient outcomes. A recent study found that 

many nurses rather reported promotion, job retention and “because it is compulsory for re-

licensing” as main reasons for participating in professional development (Nsemo et al, 2013).    
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In nursing, PDRP is crucial because it provides professionals with new evidence of what 

does and does not work in their practice to ensure the safety of the public. The majority of 

respondents in the survey agreed the contents of PDRP were generally focused on evidence-

based practice. Nsemo and colleagues (2013) found that utilising the same professional 

development requirements across the nursing workforce may not benefit an organisation 

since it fails to appreciate or acknowledge the different levels of nursing expertise.  On the 

other hand, the PDRP framework in CMH differentiates the levels of evidence required for 

describing each nursing expertise. As a result, CMH as an organisation creates an 

environment which nurtures and rewards nurses who incorporate the best evidence-based 

knowledge. 

 

However, simply achieving PDRP requirements may not improve patient safety or quality of 

care unless regular monitoring, evaluation and feedback are included in PDRP (Health & 

Care Professions Council, 2010).  A number of researchers found that health professionals 

were not usually followed up, nor their practice monitored and evaluated after completing 

respective professional development programmes (Underwood et al., 2004; Hughes, 2005; 

Tame, 2009).  Monitoring, evaluation and feedback are important in ensuring that nurses are 

applying the appropriate level of evidence-based knowledge to reflect their levels of 

competence (Health & Care Professions Council, 2010).   

 

Additionally, patient safety issues are very important in professional development (Elkin & 

Gorman, 2002) as patient safety is the core of health professions (John, 2007). Despite this 

importance, the majority of nurses in the survey perceived that safety issues have received 

little attention in PDRP. The similar findings were found by Slatter and colleagues (2012).  

One of the most consistent findings in research of health services is the gap between 

evidence and practice. Results of studies in the USA and the Netherlands suggest that about 

30–40% of patients do not receive care according to present scientific evidence, and about 

20–25% of care provided is not needed or is potentially harmful (Grol & Grimshaw, 2003).  
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Factors influencing (motivating and hindering) achievement of 

PDRP 

To implement continuing professional development strategies advocated by the regulatory 

authorities and DHBs, investment in the facilitation of professional development opportunities 

and the reduction of tension is also important if the healthcare organisation is to meet its 

goals in terms of delivery and achieving improved quality of care and patient safety through 

modernisation and development of professional roles (Moore, 2007).  Many nurses work 

rostered shifts (Munro, 2008) and therefore cannot easily be released to undertake 

professional development activities. Furthermore, the lack of appropriate and accessible 

professional education and assistance is one of the key barriers reported by nurses in the 

survey and literature (Ross, Barr & Stevens, 2013). As a result, the nurses may seek 

assistance and help from colleagues rather than formal line of support.  

 

A number of researches have shown that managers may perceive post-graduate education 

as irrelevant to the professional development requirements of their staff and prefer internal 

organisation education programmes or work-based learning approaches (Munro et al., 2004; 

Poell et al., 1998).  This ensures that nurses are prepared and competent to undertake the 

work required by the organisation, rather than improving or enhancing the quality of nursing 

practice for the sake of the profession (Munro, 2008; Eraut, 2005). Under this circumstance, 

the manager acts as an extrinsic motivational factor that potentially supports personal 

intrinsic motivation, but they also restrain the growth of the nurse through a lack of support for 

external education (Pratt et al., 1999; Munro, 2008). 

In addition, financial constraints due to lack of funding and personal costs has been noted as 

a significant barriers in many studies (Nsemo et al., 2013; Eley et al., 2008). Lack of financial 

support directly relates to the lack of time available which has been identified as the most 

common barrier in this survey. This is due to workload, as well as nurses not being replaced 

when away on professional development activities: this finding was consistent across 

literature (Penz et al., 2007; Naelle, Wyatt & Myers, 2010). Professional development in an 

organisation is therefore dependent upon a number of different factors: people, 

organisational structures and culture, and most importantly economic means to support 

development and staff.   
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Perceived value of PDRP within CMH 

Mark et al (2003) found that the relationship between professional practice and nurses’ work 

satisfaction was large and statistically significant. Professional nursing practice was defined 

as “a system that supports RN control over the delivery of nursing care and the environment 

in which care is delivered” Lower nursing turnover was also observed in units with greater 

levels of professional practice (Mark et al, 2003). Rewards play an important role in 

organisations; they influence a variety of work related behaviour as well as the motivation of 

nurses through satisfaction (Eastaugh, 2002).  Despite nurses receive an additional financial 

reward from the organisation when advancing to proficient and expert levels of PDRP, more 

than half of the nurses in the survey did not feel valued or recognised by the organisation 

when their PDRP was completed.  

Munro (2008) argues that the nature and type of continuing professional development 

required are often defined differently by nurses and organisation, rather than as an integral 

part of professional activity within the context of nursing practice. The organisation has an 

important role in encouraging and promoting professional development for nurses to facilitate 

professional learning in the workplace (Gopee, 2002).  This ensures the organisation 

develops and adapts continuously to ensure public safety and acquisition of new 

technical/clinical skills to meet increasingly complex healthcare needs. A study showed a 

number of psychological and non-financial rewards were important for nurses in addition to 

the financial rewards such as the Customer Service Awards (Gieter et al, 2006).  

When establishing the most effective and cost-effective reward strategy to promote PDRP, 

the organisation should therefore not only rely on financial reward possibilities, but should 

also acknowledge the value of non-financial and psychological rewards, which can easily be 

more individualised and thus more effective in stimulating nurses to embrace the most safe, 

effective and evident practice (Munro, 2008).  
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Recommendations 

The survey findings reveal that there are barriers that limit nurses’ participation in PDRP. 

PDRP compliance and maintenance plays an important role in a nurse’s career, advancing 

knowledge and skills while incorporating these to provide quality nursing care for their 

patients (Currie, 2010).They also need to be empowered to achieve the best care for their 

patients by working in a supportive organisational environment.   

The research by Laschinger et al (2001) describe the benefits of empowerment based on 

Kanter’s model, maintaining that work environments that provide access to information, 

resources, support, and the opportunity to learn and develop are empowering. Empowerment 

encourages employees to become more committed to the organisation, have higher levels of 

trust in management, become more accountable for their work and have less stress at work 

(Laschinger, Finegan, Shamian, & Wilk, 2001).  

In an effort to increase PDRP compliance and quality care benefit as well as individual 

empowerment, the following recommendations have been proposed based on the survey 

findings and relevant literature. 

 

Talent Management  

A talent management approach is about creating an environment that fosters organisational 

productivity by developing improved processes for attracting, developing, retaining and 

utilising people with the required skill and capacity to meet current and future health needs 

(Currie, 2010). Incorporating talent management into the PDRP and organisational strategic 

goals has several benefits: it will ensure that only the relevant skills are acquired for a 

specific role (Hoban, 2005), it provides an opportunity to develop and retain talent nurses 

(Currie, 2010), and reduces new staff lengthy adjustment period (Collins & Collins, 2007). 

Moreover, through this approach CMH can value and recognise nurses’ skills and talents 

who have achieved and maintained higher level of PDRP by identifying the organisational 

needs and nurses’ goals/needs (Collins & Collins, 2007). The PDRP process can then match 

nurses’ needs with opportunities and responsibilities within the organisation.  

 

Establishing motivation and job satisfaction is important in ensuring the enthusiasm and 

momentum for PDRP. Gieter et al, 2006; Munro (2008) suggest that financial reward alone is 

not sufficient enough to maintain the satisfaction and motivation in participating PDRP. From 

literature, it is recommended that other motivating factors are required to establish an 

effective learning culture that is conducive to enabling nurses to willingly channel their energy 
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in direction of organisational goals (Jooste, 2005; Bester & Mouton, 2006), which in turn, may 

increase PDRP compliance Herzberg’s (1959) motivational theory describes individuals as 

motivated by the need to seek out pleasure. Research conducted in South Africa, revealed 

that 75% of nurses rated “assistance with working out a career pathway” as the strong/very 

strong motivating factor for engaging in continuing professional education (Richards, 

2007).To address the nurses’ needs, career development plan, such as talent management, 

should be incorporated in PDRP. 

  

Several authors have suggested that adopting a talent management approach may help to 

create a sense of connectivity or loyalty between the nurses and the organisation (Bolton & 

Roy, 2004; Collins & Collins, 2007). A systematic review of nursing management styles 

reported that a talent management was proven to enhance employee satisfaction, 

recruitment and retention, promoting healthy work environments (Cummings et al, 2010). 

Staff are the most valuable asset of any organisation; therefore they should be cared for 

(Jooste, 2003). When nurses leave the organisation their knowledge and skills leave with 

them. The financial cost for the loss of organisational knowledge and to create the same level 

in new people is substantial (Richard, 2007).  As a consequence, the CMH can utilise the 

PDRP not only for the regulatory requirements, but also to create high levels of  skills and 

knowledge among those who strive to provide better patient care, retaining the best and 

creating the environment for an effective learning organisation.   

 

PDRP Assessment 

PDRP utilises the use of portfolios for professional development and competence 

assessment. Findings from the survey and previous research suggest that portfolios are 

labour-intensive, requiring excessive paperwork which in many cases viewed as 

inappropriate to practice, unclear, stressful and time consuming to complete (Phillips & Bharj, 

1996; Harris et al., 2001; McMullan, 2007). Furthermore, the assessment and learning 

outcomes in the portfolios are often confusing, repetitive, not always relevant to particular 

nursing settings and not always reflective of all the skills achieved in a clinical setting 

(McMullan, 2007). Therefore, the current portfolio should be expanded to include not only the 

capabilities, but also the achievement of desired outcomes which reflect nursing ability 

beyond the technical skills (Harper, 2009). There are many speciality frameworks in place 

currently, which nurses’ report are highly effective. We would recommend that these are 

more widely developed for specialty areas. 
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Despite the PDRP’s emphasis on patient safety and outcomes, and yet topics on patient 

relationship-centred issues and nurses’ attitudinal topics are rarely featured as content or 

outcome measure on PDRP. Knowing the patient is the key aspect of the clinical nursing 

knowledge (John et al., 2010). Such knowledge should be a prerequisite for giving relevant, 

safe, patient-centred and individualised care, yet nurses in the survey stated that they did not 

perceive this aspect of clinical practice in the PDRP requirements. 

 

Web-Based Resources  

Respondents in the survey did not seem to feel they receive enough support, guidance and 

feedback with their PDRP assessment, thereby reducing the developmental value of the 

professional development and causing the nurses lack of understanding and negative 

perceptions.. These circumstances, together with the time-consuming aspect of PDRP 

processes, appeared to have a negative effect on nurses’ motivation. These findings were 

similar to a recent study conducted by Schaffer et al (2005). For the use of portfolios to be 

successful the literature recommend it is crucial that nurses receive clear and consistent 

guideline on the purpose, the content and the structure of the portfolio (Gannon et al., 2001; 

McMullan, 2007). This could include establishing access to web-based resources and 

training. This could be easily implemented within CMH with minimal resources, as web-based 

learning resources for all nurses are already well established. An additional benefit of web-

based learning is that nurses do not need to leave their units to participate in a live 

presentation, and it can also be accessed from home. Thus, nurses’ time and resources to 

replace nurses can be saved and rostered nurses or those with child-care difficulties are also 

served Our findings were similar to those of several studies (Belcher & Vonderhaar, 2005; 

Billings & Rowles, 2001; Jeffries, 2005; Wang et al., 2006) which all recommended that e-

learning resources can improve nurses’ knowledge and outcomes when time is constrained 

or shift rotation is demanded.  Berk and Wiseman (2003) reported that web-based resources 

could save participant’s time by as much as 25-60% when compared to in-service training.  
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Conclusion  

 
 
Nurses feel more empowered when their leaders encourage autonomy, facilitate participative 

decision making, and express confidence in the competence of their employees (Laschinger, 

Wong, McMahon, and Kaufmann, 1999). The process of achieving PDRP with confidence, 

success and relevance to clinical workplaces should be supportive of these principles. 

Through incorporating these measures described in the recommendations, we feel that 

nurses will be empowered to deliver quality and safer nursing care. This is vital to the future 

professional development and growth of our nursing workforce. Being prepared for future 

healthcare challenges makes it critical that we encourage and support our nursing workforce 

to utilise the best evidence-based practice in their nursing care and decision-making. It is 

every nurse’s responsibility to ensure they are practising safely and competently, but it is also 

the responsibility of our organisation and senior nursing cohort to ensure all nurses are given 

the best opportunities to succeed in achieving and maximising PDRP compliance. 
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