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Abstract 

This New Zealand based study explored the perspectives of registered nurses working in 

aged residential care and their views and experiences on postgraduate education. There is 

very little research in the area of aged care in New Zealand and none involving 

postgraduate education. This was a qualitative study using mixed method data triangulation 

which included a document review, focus groups and interviews. The study was conducted 

at four aged care facilities in the lower North Island. Focus groups and face to face 

interviews were carried out with Nurse Managers (n = 5) and Registered Nurses (n =15) 

who had (n = 7) and had not (n = 13) engaged in postgraduate education. The study found 

development of nursing knowledge was important for improving quality of older person’s 

care, and career prospects and progression were the main reason nurses engage in 

postgraduate education. External agencies such as the local District Health Board and 

tertiary education providers play a role in postgraduate opportunities and how these 

agencies communicate with nurses plays a significant role in the uptake of postgraduate 

education. In addition work place support and personal factors such as choices and timing 

affect the uptake of postgraduate education. A multipronged approach is therefore needed 

to address postgraduate education in aged care. 
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Chapter 1  Introduction  
 

New Zealand’s older person’s population is growing rapidly, as it is internationally. By 

2061 it is predicted 26% of New Zealand’s population will be aged 65 or older (Statistics 

New Zealand, 2012). This will have a significant impact on the health sector, in particular 

the nursing workforce. As people age their health needs become more complex, leading to 

the need for nurses to be trained in advanced practice such as Nurse Specialists and Nurse 

Practitioners (NPs) in care of the older person. Training in the area of advanced practice 

commonly comes from completing postgraduate qualifications at a university. The 

Ministry of Health (MoH) have been addressing this need through policies, strategies and 

working groups since the release of the New Zealand Health Strategy in 2000. The purpose 

of this thesis is to investigate the role of postgraduate education in the aged care sector, 

through exploring the perceptions, views and experiences of registered nurse’s (RN’s) 

working in aged residential care. 

This chapter presents the background to the study explaining the reason why this research 

took place. It is followed by the research aims and objectives culminating in the research 

question, the research design, and finally an overview of the thesis. This study is important 

for two reasons. First, there is limited New Zealand (NZ) literature about postgraduate 

education in the aged care sector, suggesting there is little known about the experiences of 

NZ RNs with postgraduate education in aged care. However, there is international 

literature that is drawn upon. Secondly, there has been little progress made in the number 

of NPs employed in the area of the older person. NPs need to complete a Master’s degree, 

to gain an understanding of the role, so postgraduate education in this sector is important. 

Background 

The author of this research has been in the role of Nurse Coordinator for Health Workforce 

New Zealand (HWNZ) Postgraduate Nursing Funding at a local DHB for six years. 

HWNZ is responsible for leading and supporting training and development of the health 

and disability workforce and is a part of the National Health Board (MoH, 2015). The 

National Health Board works with the MoH, to further improve the safety, quality and 

sustainability of health care for the NZ public. The following is the researcher’s first 

person account of her role working in the health sector that culminated in producing this 

thesis:  
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Part of my role involves marketing HWNZ funding to DHB 

employed RNs, as well as those in aged care and primary health 

care. I am also involved in the application and selection process 

for approving funding and provide support and guidance for those 

wanting to engage in postgraduate education and to those already 

studying. After three years in the role, I made the observation, very 

few RNs employed in the aged care sector take up the opportunity 

of postgraduate funding. Historically, there would only be one to 

two applications annually. 

In 2012 I adopted a multipronged approach to increase the number 

of aged care nurse applications. I visited five rest homes in the 

area with the intention of actively promoting the funding 

programme. I also offered to assist those interested with 

completing the application form. Three information sessions were 

run at the local hospital, with Tertiary Education Providers present 

to provide information on courses to the 23 RNs from aged care 

who attended. When funding applications closed the following 

month, there were only three applications. Of these three, two were 

approved as having met the criteria. It is unclear why others did 

not apply, as nurses in other sectors, such as primary health 

regularly apply for funding. This situation sparked my interest and 

I began to think about why nurses working in residential care were 

not taking up these funding opportunities. Were there barriers 

contributing to this, if so what were they, and how could these 

barriers be addressed to enable those RNs to apply for funding and 

become engaged in postgraduate education?  

Internationally the population is aging. The World Health Organisation (2012) predicts the 

world’s population of those 60 years and older (60+) will grow to two billion by 2050. The 

65 years and older (65+) population in NZ, is also growing at a rate of just over 50% over 

the last 20 years (Statistics NZ, 2012). Most people over the age of 60 keep well and live 

independently in their own home with various levels of family and social support 

(Statistics NZ, 1998). A small group develop health needs necessitating a move to live in 

an environment where there are various levels of health practitioner support. Residential 
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care options for the older person in NZ consist of retirement villages and rest homes 

providing different levels of care such as: residential homes (lowest level of care), through 

to continuing care hospital (requiring 24 hour nursing supervised care). There are also 

some specialised facilities for people with psychiatric disorders or with dementia. For the 

older person living in their own home, home support services are available as their needs 

increase. Throughout the past decade, the number of home support services has grown to 

manage the increase in demand for aged care services (Aged Residential Care Service 

Review, 2010). 

New Zealand government agencies predict that as the population ages, there will be 

insufficient community-based support services to meet the demand (Thornton, 2010). This 

will lead to more demand for residential care. The nursing sector needs to be prepared for 

the increased numbers of older persons in the community and in residential care settings. 

This will require a suitably qualified nursing workforce. Recent nursing workforce 

developments have involved the general nursing workforce upskilling into nurse specialists 

and NPs who are now being employed in the aged care sector. An example of this was in 

2012 when there was a shortage of General Practitioners (GPs) in the Midcentral region. A 

model of care was implemented in which a NP was employed to work collaboratively with 

aged care staff, acute and specialist services and the primary healthcare team (HWNZ, 

2012). The combination of the future aging population, the importance of education and 

the author’s observation of the limited uptake of funded postgraduate education from 

nurses in the aged care sector, were the drivers for conducting this research. 

Research Question and Objectives  

The objectives of the research were: 

1. Identify the place /role of postgraduate education for advancing nursing practice in 

residential care 

2. Ascertain the place/role of postgraduate nursing education for aged care nurses’ 

careers 

3. Investigate and explore aged care nurses’ experiences of postgraduate nursing 

education through the nurse observing his/her self-experiences and those of other 

nurses 

4. Identify nurses’ experiences of enablers and barriers to completing postgraduate 

study 
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5. Find out ways of working with barriers and enablers to empower future nurses 

through their postgraduate education. 

Formulating the Research Question  

To formulate the research question a search of international literature was conducted using 

the Cumulative Index to Nursing and Allied Health Literature Plus (CINAHL Plus) and 

Public/Publisher/Medline (PubMed) from January 2000 to March 2013. Search term 

combinations consisted of;  i) aged care, gerontologic, long term care, geriatric; ii) nurses, 

nursing, registered nurse; iii) postgraduate education, master’s education, graduate 

education, continuing education, staff development; iv) attitudes and perceptions; and v) 

barriers and enablers were used. Literature from the United States of America (USA), 

Canada, England, Scotland, Spain, South Africa and Finland was located. No NZ research 

was found specifically in the area of RNs working in aged care undertaking postgraduate 

study. There was however one article which described concern about undergraduate 

nursing students having minimal interest in working in aged care. Clendon (2011) 

recommended Bachelor of Nursing programmes need to provide more appropriate aged 

care content.  

Seven themes emerged from the literature search regarding nurses’ experiences of 

postgraduate education in the aged care sector. These consisted of: i) the need for 

continuing education including postgraduate education in aged care; ii) the culture of 

learning in the aged care facility from managers; iii) self-belief of the RN in being able to 

manage academically; iv) the need for further collaboration between aged care facilities 

universities in setting up postgraduate programme content and support; v) the impact of the 

nurses working hours on managing postgraduate study requirements; vi) nurses with 

English as a second language and the extra supports required for them to complete; and vii) 

the financial situation of the aged care facility in being able to support nurses undertaking 

postgraduate study. The results of this literature search showed there was a gap in NZ 

literature around postgraduate education and RNs who work in residential aged care. The 

literature search as well as the themes led to the research question; what is the role of 

postgraduate education in the aged care sector?  

Research Design 

A qualitative descriptive approach was used for the study. Data were collected from a 

document review, focus groups and interviews using semi structured questions. A 

document review from 2000 to 2015 was carried out to obtain a baseline/foundation about 
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historical and current regulation around postgraduate education for RNs working in aged 

care. This was done to inform questions for the focus groups and interviews and to 

contribute to the research as a whole. The documents reviewed were from NZ government 

policy relating to the health sector and from professional bodies such as the Nursing 

Council of New Zealand (NCNZ) and the New Zealand Nurses Organisation (NZNO). The 

documents concerned health workforce development and consisted of policy and strategies 

for health of the older persons, nursing workforce development, education for the health 

sector and annual reports.  

The setting for this study was four aged residential care facilities in an urban area in the 

North Island of New Zealand. Three of the facilities provided rest home care, all four 

facilities provided hospital care, and two facilities specifically catered for people with 

dementia. All the participants were RNs. 

Overview of the Thesis 

This chapter has introduced the background to the research, the research question and 

objectives of the study. It has provided information on the relevance of the study, how the 

research question was formulated, and then presented a brief overview of the research 

design and an overview of the thesis. This thesis is comprised of six chapters. Chapter Two 

contains a review of NZ literature on postgraduate education and nursing, from this, gaps 

in the literature were identified. The methodology for this research is explained in Chapter 

Three along with the methods and design considerations. Chapter Four comprises the 

findings from the document review. Documents reviewed were about changes in the health 

sector, health workforce development and aged care. Findings from the interviews and 

focus groups are described and reported in Chapter Five through providing demographics 

and professional characteristics and the five themes which emerged through analysing the 

data. Chapter Six presents a discussion of the findings, along with implications from the 

research.  
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Chapter 2  Literature Review 

Introduction 

This chapter presents the findings of a literature review on postgraduate education for RNs. 

The initial search was undertaken in 2013 and updated in 2016. The review involved the 

exploration of international and national research on nursing in general. This chapter 

begins with the search strategy and an overview of the findings of the literature. Following 

this the six themes identified in the review are introduced.  The chapter concludes with an 

outline of knowledge gaps or areas of inquiry concerning postgraduate education and 

nursing in the aged care sector. 

Search Strategy 

The literature search was carried out using Cumulative Index to Nursing and Allied Health 

Literature (CINAHL) Plus, Proquest and Scopus to identify international and national 

research on postgraduate education and nursing. Searches were limited to: research 

articles, peer reviewed articles, abstracts and the English language. Search terms such as 

nursing, motivation, expectation, enablers, influence and barriers were used. There was no 

set date restriction on the literature as the aim was to explore what and how much research 

had been carried out overall. The search terms and the number of articles found are 

summarised in Table 1. 

Table 1: Summary of search terms  

 Search Terms No. Articles 
 Postgraduate or Post Graduate or Post-

Graduate or Post Basic 
570 

And Nursing 420 
And  Motivation 24 
Or Expectation 3 
Or Enablers 0 
Or Influence 36 
Or Barriers 32 
Or Aged Care 0 
Or Gerontologic 20 
Or Aged residential care 1 
 

Of the 535 articles initially located, titles and abstracts were briefly read through to 

establish that the article focus linked to the research topic. From this, the abstracts of 79 

articles were read in detail to ascertain suitability, of which 18 were finally selected for in-
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depth review. Reference lists from articles were reviewed and a further three articles 

added. Articles were excluded at the abstract stage because they did not have the primary 

focus about nurses and postgraduate education.  

Each of the 18 articles were summarised in a table that contained information concerning; 

the author, country the research was undertaken, year article was published; journal name; 

article title; aims of the research; methodology; and findings and themes as identified by 

the author of the article. As most of the literature was qualitative, each article was critiqued 

using a critical appraisal tool for qualitative research (CASP). The implications were then 

summarised into a table (Table 2). 

Overview of the Literature  

The 18 reviewed studies reported on research from 11 countries including: Australia; 

England; Hong Kong; Ireland; Jordan; Malaysia; New Zealand; Norway; South Africa; 

Sweden and United States of America (USA). The highest numbers of studies were from 

Australia with four, followed by the USA, Ireland, England and New Zealand  with two 

each. The remaining countries had one study each. All studies involved nurses studying in 

their own country apart from one study which consisted of nurses from Hong Kong, 

studying at a university in Australia (Simsen, Holroyd & Sellick, 1996).  Settings of the 

studies varied including: general hospital inpatient areas such as paediatrics, surgical, 

emergency department, theatre, outpatient clinics, nursing home, and the community. Two 

studies had very specific settings which consisted of specialty nurses working in 

intellectual disability (Sweeney & Dalton, 2007), and in clinical trials in haematology and 

oncology (Scott, White & Roydhouse, 2013). The first NZ based study (McDonald, Willis, 

Fourie & Hedgecock, 2009)  involved graduate nurses who had completed a Nursing Entry 

to Practice Programme (NETP), with a postgraduate paper integrated into the programme.  

The second NZ based study (Barnhill, MKillop & Aspinall, 2012) concerned the impact of 

postgraduate education on RNs working in an acute area.  

Dates spanned from 1987 to 2013, with 12 of the 18 studies published between 2009 and 

2013. Generally all studies focused on RNs and their experience of postgraduate education 

through exploring participant motivation, attitudes, support, expectations, benefits, barriers 

and challenges to undertaking education.  
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Table 2: Example of summary table used to critique literature  

Author & 
Journal 

Research 
Aim 

Methodology Findings & 
Themes 

Critique Implication  

Black, 
K.E., &  
Bonner,A. 
(2011) 
 
Employer 
based 
support for 
registered 
nurses 
undertaking 
postgraduat
e study via 
distance 
education 
 
Nurse 
Education 
Today, 
31(2), 163-
167 
 
Australian 
research 

To 
establish 
different 
methods of 
employer 
based 
support for 
RNs 
undertaking 
postgraduat
e distance 
education 
 
To 
investigate 
participant’
s 
perceptions 
of whether 
or not the 
existence or 
absence of 
this support 
has any 
influence 
on the 
uptake, 
ease or 
difficulty of 
undertaking 
and 
completing 
the 
programme 
 
 

Design 
Qualitative 
exploratory 
descriptive 
design 
Sample: 
Convenience 
sample of 270 
Registered 
Nurses drawn 
from medical, 
surgical, 
emergency 
department 
(selected to 
provide a range 
of nursing 
contexts) and 
theatre in a 
major hospital 
in Tasmania 
Response Rate 
Response rate 
was 34% with 
28% currently 
enrolled in 
distance 
education and 
54% planning 
further study. 
Data Collection 
Self-reported 
questionnaire, 
piloted previous 
to use. 
28% who had 
done or where 
currently 
undertaking 
distance 
education had 
received no 
support to do 
this. Of those, 
59% had sought 
support and for 
71.4 % no 
support was 
offered. 

Strong 
differences 
between 
support 
wanted by 
nurses and 
support   
offered by 
employers. 
Supports most 
frequently 
received:  
-Course fees 
-Roster 
requests 
-Study leave 
Supports 
sought most 
frequently:  
-study buddy 
-Mentorship 
Supports most 
frequently 
offered were: 
-Study leave 
-Study groups 
-Emotional 
Supports most 
liked by RNs: 
-Course fees 
-Study leave 
-Roster 
requests 
Supports RNs 
thought should 
be mandatory 
were: 
-Study leave 
-Roster 
requests & 
 -Clinical 
placement 
- 64% initially 
tertiary 
educated 
-83%held a 
minimum 
bachelor 
degree. 
 

- Low 
response rate 
of 34 % 
- Med, Surg, 
Ed and theatre 
selected to 
participate but 
not any 
geriatrics/aged 
care. 
-Interesting 
that study 
leave, (65%), 
roster requests 
(52%) and 
clinical 
placements(54
%) were 
identified by 
nurses that 
they should be 
mandatory 
rather than 
Course 
fees(27%) yet 
64% identified 
course fees as 
being what 
they would 
like as support. 
-the study was 
undertaken at 
one hospital in 
Tasmania, it 
may have been 
beneficial to 
undertake the 
study at more 
than one 
hospital to 
compare the 
culture of the 
hospital/emplo
yers around 
postgraduate 
education. 
 

_Geriatrics/a
ged care not 
selected for 
study 
-In NZ what 
would be 
considered as 
support for 
studying? 
What would 
be the most 
liked method 
of support? 
-What do 
employers/m
anagers 
consider to 
be supportive 
for nurses 
undertaking 
postgraduate 
education? 
- Would 
distance 
education be 
preferable? 
-Are there 
many 
postgraduate 
distance 
education 
courses in 
NZ. 
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The experiences were categorised into: before, during and post education. Seven studies 

consisted of RNs either in the process of, or having completed postgraduate study at 

universities and institutes. Two of these (Hoffman & Hester, 2012; Olsson, Persson, Kaila, 

Nilsson & Boström, 2012), recruited from inter professional qualifications of which there 

was a significant representation of RNs. 

A mixture of quantitative and qualitative methodologies and designs were used to conduct 

the 18 studies which included: descriptive cross sectional, case study, ethnographic, 

interpretive, and exploratory descriptive. In four studies (Johnson & Copnell, 2002;      

Simsen et al.,1996; Sweeney & Dalton, 2007; Watson & Wells, 1987) the design of the 

research was not specifically named. Some studies did not provide a lot of detail about how 

the research was conducted; they concentrated on other aspects such as a specific 

postgraduate programmes the participants were involved in. All studies had gained ethics 

approval. Sample sizes varied depending on the methodology ranging from 10 (Clerehan, 

McCall, McKenna & Alsharami, 2011) that involved a qualitative descriptive design and 

purposeful sampling technique, to 686 (Simsen et al., 1996) that did not state the research 

design or sampling technique. Hoffman and Hester (2012) undertook a cross sectional, 

descriptive design, using a convenience sampling technique of 372 students resulting in a 

15.2% response rate. Of the 18 studies, 12 did not specify what type of sampling technique 

was used. Two quantitative studies used random sampling and three qualitative studies 

used convenience, snowballing and purposeful sampling. 

Questionnaires were used to gather data in the majority of the studies. There was variation 

in how the questionnaires were disseminated including postal, email or on-line. Almost 

half the questionnaires were piloted using smaller groups not participating in the main 

study. This resulted in minor changes to some questions. In four studies (Chiu, 2005; 

Clerehan et al., 2011; Watkins, 2011; Zahran, 2012) semi-structured interviews were used, 

generally taking between 30 and 60 minutes. Interviews were mostly one-on-one, however, 

in two studies (Chiu, 2005; Johnson & Copnell, 2002) focus group interviews were also 

conducted. In all studies demographic descriptions were provided of the sample. 

Demographic information varied and in most instances included; age distribution; 

ethnicity; gender; marital status; employment setting; previous postgraduate education; 

nursing speciality and years registered. Depending on the study other demographic 

characteristics such as language, location of undergraduate experience, years in a specific 

country, primary wage earner, time allowed off work, work hours and number of 

dependents were reported. Data were mostly analysed according to the methods and 

methodology used, such as inductive qualitative content analysis, the use of statistical 
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software packages, transcribing, coding, theming and categorising. In one study (Zahran, 

2012) interviews were transcribed from Arabic to English. 

It was found in most of the studies, participants identified financial support, to some 

degree, as a motivator for undertaking postgraduate study. It was also commonly identified 

that although participants had completed or were about to complete a postgraduate 

qualification, this was not recognised by employers for remuneration or career 

advancement. Enablers and barriers to study were identified in all the studies, however 

they were not always overtly described, and some studies contained both enablers and 

barriers while others contained one or the other.  

Themes in the Literature 

Six key themes emerged from the literature and were categorised as occurring before 

commencing postgraduate study, during study, and following completion of postgraduate 

study. Within the themes there were different points of foci, these included personal, 

progress, practice, postgraduate programme and financial. The themes which emerged 

from the literature were: i) motivation to study; ii) expectation of study; iii) barriers to 

study; iv) support to study; v) challenges to study; and vi) benefits of study. These themes 

were then categorised and subthemes were developed. Summaries of the themes, 

categories and subthemes are presented in table format at the beginning of each of theme.  

Registered Nurse’s Motivation Before Commencing Study 

The review identified the two most common motivators for RNs before commencing 

postgraduate study were ‘personal and professional development’ (Table 3) (Chiu, 2005; 

Hoffman & Hester, 2012; Olsson, Persson, Kaila, Wikmar & Bostrom, 2013; Simsen et al., 

1996; Sweeney & Dalton, 2007; Watkins, 2011; Watson & Wells, 1987; Zahran, 2013). 

In reporting the research on motivation, some researchers highlighted quotations from the 

nurses’ responses. The ‘need for a challenge’ was identified as the key motivating factor in 

personal development for research conducted in England, Malaysia and Sweden (Chiu, 

2005; Olsson et al., 2013; Watkins, 2011). The challenge was described by one nurse as 

being due to “not previously achieving at school” (Watkins, 2011, p. 33). Another nurse 

who had previously completed some postgraduate education found it to be a personal 

challenge to complete the rest of the qualification (Olsson et al., 2013).  
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Table 3: Motivational factors related to RNs before engaging in postgraduate study 
  
Theme Category Sub Theme 
Motivation 
to Study 
 
 

Before 
commencing  
postgraduate 
study 

Personal 
• Personal development 
• Ambition  
• Reaching self-actualisation 
• Get involved with influential people 
• Needed a challenge (stimulation, self-growth) 
• Influence of family or friends postgraduate 

achievements 
Professional 

• Professional development (includes career 
pathway) 

• Nurse practitioner aspiration 
• Increased credibility 
• Compliance with management requirements 

Practice 
• Skill development 
• Specialty training 
• Better patient care 
• Impact on practice 

Postgraduate Programme 
• Content of course 
• Structure of course 
• Relates to practice 

Financial 
• Course funded/reimbursement 
• Attend study days 

 
 

In a Jordanian-based study, described ambition as being a driving factor in undertaking 

postgraduate study, “my ambition is more than a bachelor degree” (Zahran, 2013, p. 1053). 

The 2012 South African based study, using a cross sectional research design to explore and 

describe academic transitional experiences of Master’s degree students, found one nurse’s 

personal motivation was that she would be able to meet influential people through 

completing postgraduate study (Hoffman & Hester 2012). Similarly a study conducted in 

the USA in 1987 using an Educational Attitude Questionnaire, explored nurse’s attitudes to 

postgraduate education and found of the 524 who participated, 86% (n = 450) considered 

postgraduate study was a way of meeting new and interesting people (Watson & Wells, 

1987).  

A case study conducted in Ireland in 1996 explored motivation and expectations of RNs in 

a postgraduate programme using open-ended questions and a seven point ordinal scale. 

The study found the reasons 25 of the 30 participants engaged in the advanced programme 
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was due to the structure and content of the course, individual and professional development 

and that the course related to practice (Boore, 1996). The participants were all students in 

the first two cohorts of the programme.  

Employers also have an influence on nurse’s motivation to study according to findings in a 

case study conducted in Malaysia in 2005 looking at 12 nurse’s reasons for undertaking 

postgraduate study. It was found that where there was an expectation from the nurse 

managers to complete a postgraduate qualification, the nurse was more motivated, enrolled 

in and completed a qualification (Chiu, 2005). Similarly, research undertaken in the USA 

in 2009 found organisational incentives motivated nurses, who already had degrees or 

diplomas, to return to postgraduate education (Warren & Mills, 2009). It was also 

identified that being paid to attend study days, and reimbursement for tuition, were among 

the top three ranked incentives by participants in the study. In contrast, Watson and Wells 

(1987) found nurses received no encouragement or incentive from their employers to 

complete a postgraduate qualification. Similarly Zahran (2013) noted nurses reported there 

was no recognition from hospital management or nursings professional bodies for nurses 

undertaking or having completed a postgraduate qualification. Although career 

advancement has been highlighted as a motivating factor (Sweeney & Dalton, 2007; 

Watkins, 2011; Zarahn, 2013), it has also been considered as a barrier due to unclear career 

pathway structures (Scott, White & Roydhouse, 2013) and the trusted availability of jobs 

for nurses with a Master’s degree (Watson & Wells, 1987). 

Motivation to undertake postgraduate education, because other family members had, was 

identified in a qualitative descriptive study conducted in Ireland in 2009 (Tame, 2009). 

Percentages of those participants’ motivation was not provided. The study explored 

perceptions and experiences of 23 perioperative nurses from one NHS Trust. The 

participants were all currently engaged in or had competed postgraduate study. Similarly, 

Watson and Wells (1987) found 41% (n = 215) of the 524 respondents believed completing 

a Masters degree was something their families would like them to do. Providing better 

patient care was identified as a motivation to engage in study by participants in a 

qualitative study conducted in Sweden in 2011 (Olsson et al., 2013). The study explored 

the expectations of 42 participants from six different health professions. Twelve of the 

participants were nurses. All participants were enrolled in an inter-professional Master’s 

degree at one institute. A wish to improve direct patient care rather than improving self-

development was a motivation for some participants in Jordan (Zahran, 2013). Also a 2007 

qualitative study conducted in Ireland, exploring the educational requirements of RNs in 

the specialty of intellectual disability, found the primary motivation of 17% (n = 36) of the 
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210 participants was to provide better services for those with an intellectual disability 

(Sweeney & Dalton, 2007). Five hundred questionnaires were distributed to organisations 

that provided services to people with an intellectual disability, with a 42% (n = 210) return 

rate. Of note the other primary motivator for engaging in postgraduate education from this 

study was skill development 40% (n = 84). 

Expectations of Registered Nurses Before Commencing Study 

Expectations before commencing postgraduate study (Table 4) came not only from nurses 

but also from employers (Chiu, 2005; Tame, 2009). The expectations from nurses varied, 

commonly including an increase of knowledge, skills, professional development and 

personal development (McDonald et al., 2009; Olsson, et al., 2013; Simsen, et al., 1996; 

Watkins 2011).  

While research has not identified explicitly employer expectation, research does indicate 

expectation from nurses engaging in postgraduate study (McDonald et al., 2009; Zahran, 

2012). For example employers expect RNs at the end of the NETP programme to be 

confident and competent practitioners. Other expectations were found in nurse specialists 

with masters degrees with the expectation that these nurses will be capable of providing 

high quality health care and be role models for others (Zahran, 2012).  

Table 4: Expectation of study  

Theme Category Sub Theme 
Expectation of 
Study 
 
 

Before 
commencing 
postgraduate 
study 

Personal 
• Personal development 

Professional 
• Enhance inter professional collaboration 
• Role model 

Practice 
• Increase professional competence for clinical 

practice & research 
• Improve quality of care 
• Enhance knowledge & understanding of 

nursing practice 
Postgraduate Programme 

• Flexibility around assignments & extensions 
due to work and study (NETP graduates only) 

• More communication about course 
requirements 

• Clarity around how to access support 
Financial 

• Expenses i.e. expecting to be paid for 
• Time off to attend course 
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Research looking at the expectations and motivations of British and German nurses 

undertaking postgraduate education found that reasons for nurses applying to study was 

linked to their academic expectations (Watkins, 2011). The nurses expected to gain some 

understanding as to how to improve their practice using evidence based practice. In a NZ 

qualitative study, McDonald et al. (2009) investigated 40 NETP nurses using open and 

closed questions found flexibility and an extension around assignments was an expectation 

of 18% (n = 7) of the participants due to working and studying simultaneously. However, 

31% (n = 12) of the participants commented there should be better communication around 

the course requirements at the start of the course as well as making it clearer how to access 

support. It is not clear however, what type of support the participants were referring to.  

Nurses expressed two other types of expectations. Sweeney and Dalton (2007) found 61% 

(n = 124) of the 203 study participants, had an expectation they would be given study leave 

to attend classes; however they had to use annual leave instead. For others, expectations 

concerned nursing colleagues, as Zahran (2013) identified, some nurses’ colleagues had an 

expectation, nurses engaged in postgraduate study would be better role models and share 

their new knowledge to improve practice. 

Barriers to Registered Nurses Commencing study 

The identification of financial aid was a common barrier within the literature (Table 5) as 

to why nurses did and did not undertake postgraduate study (Black & Bonner, 2011; 

Boore, 1996; Johnson & Copnell, 2002; Scott et al., 2013; Tame, 2009; Warren & Mills, 

2009; Watson & Wells, 1987). 

A qualitative study using a self-administered questionnaire to explore the benefits and 

barriers of undertaking postgraduate education by Paediatric nurses, found 90% (n = 352) 

of the 391 respondents identified reduced hours and loss of salary as a barrier, 89% (n = 

348) identified course costs as a barrier, and 70% (n = 274) chose no direct remuneration 

for qualifications as a barrier (Johnson & Copnell, 2002). Research undertaken in 

Maryland USA, exploring the motivation of RNs to return to postgraduate study, reported 

older age, family and money were key barriers to nurses in completing education. 

Demographics from the study were compared to national demographics of RNs from a 

2004 national survey of RNs. The comparison showed 54.4% (n = 161) of the 297 nurses 

were in the 45 to 50 year age group, compared to 17.5% of nurses in the same age group in 

the 2004 national survey (demographic data numbers not provided for 2004 national 

survey); revealing a significant difference (Warren & Mills, 2009). These results are not 
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accurate however, as the data from the 2004 national survey is completed annually by 

nurses renewing their licensure and is optional. Meaning, as not all nurses are required to 

complete demographics to renew their licensure, the 2004 national survey demographic 

data are not representative or accurate of all nurses.  

Table 5: Barriers to study 

Theme Category Sub Theme 
Barriers to 
Study  
 
 

Before 
commencing 
postgraduate 
study 

Personal 
• Separation from family & friends 

Professional 
• Unclear or no career pathway 

Practice 
• Other nurses attitudes 
• Work environment, lack of support 

Postgraduate Programme 
• Perceived academic ability 

Financial 
• No funding; expense if living away; fees 
• Reduced working hours therefore loss of 

salary 
• No direct remuneration for postgraduate 

qualification from employer 
• High cost of study 

 
 

Watson and Wells (1987) reported family financial commitments were an issue to 

preventing 50% (n = 262) of 524 respondents returning to further postgraduate study with 

high tuition costs also being a key concern. Similarly a 2013 study conducted in Australia 

exploring the advancing clinical pathway of clinical trial nurses, highlighted the significant 

cost of postgraduate study, lack of time to study and an unclear career pathway as barriers 

needing to be addressed by employers, nursing organisations, educators and funding 

organisations (Scott et al., 2013). However, Tame (2009) identified that although funding 

was an issue, some nurses felt that it would not be a barrier for them personally if their 

motivation was strong enough. In the same study, the physical environment of the 

university was described as a barrier; this was not the case in any of the other studies. 

Tame (2009) also identified three participants who had engaged in postgraduate study 

secretly for two reasons. First, due to managers and colleagues negative attitudes toward 

postgraduate education, resulting in participants feeling they were unable to discuss study 

progress in the workplace. Second, because of the participants’ perceptions of their ability 

to complete a postgraduate qualification, and if they failed, they did not want anyone to 

know. Participants’ perceptions of their academic ability were considered to be a barrier, 
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especially from those who had not studied at a university before. Comments from some of 

those nurses were that they “would rather not study than be unsuccessful” (p. 259).  

 There are also barriers to nurses engaging in postgraduate study in a country other than 

their own. Chiu (2005) found participants from Malaysia undertaking education in 

Australia considered the high cost and separation from their families could stop them from 

studying overseas. However, with little opportunity for quality postgraduate education in 

Malaysia, a high value was placed on postgraduate education overseas. 

Support to Registered Nurses Before Commencing Study  

With regard to support to RNs before commencing postgraduate study (Table 6), two 

common types of support were evident in the literature. These were, employer support, 

which was mostly financial and covered the period before commencing education and 

academic support (Black & Bonner, 2011; Clerehan et al., 2011; Hoffman & Hester, 2012; 

Sweeney & Dalton, 2007; Tame, 2009). Academic support covers the period of time from 

commencing through to completion of postgraduate study. 

Table 6: Support to study 

Theme Category Sub theme 
Support to 
Study 
 

Before, during 
and to 
completion of 
postgraduate 
study 

Personal 
• Emotional 
• Time management i.e. study/work/life 
• Family 

Professional 
• Work colleagues 

Practice 
• More supportive environment (graduates) 

Postgraduate Programme 
• Mentorship 
• Orientation programme (not as many 

attending as thought would) 
• Support services: individual; academic; 

orientation 
Financial 

• Course fees paid for 
• Roster requests 
• Study leave 
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Black and Bonner’s (2011) study investigating Australasian employer based support for 

RNs completing or who had completed postgraduate education through distance education, 

found there were differences between employers and the RNs in what support was wanted 

and what was offered. The study sample was recruited using convenience sampling. A 

questionnaire was sent to 270 RNs from a large hospital in Tasmania resulting in a 34% (n 

= 92) response rate. Using an exploratory descriptive design then identified, 94% (n = 86) 

of the RNs thought there should be some support, 84% (n = 77) felt some support should 

be mandatory, and 34% (n = 31) had received no support. Support the RNs would have 

liked were: course fees, study leave, availability of resources and roster requests, 

mentorship, preceptorship and emotional support. The top three forms of support RNs 

identified that should be mandatory were: study leave at 65% (n = 60), roster requests at 

52% (n = 48) and clinical placements at 54% (n = 50). Having course fees paid for was 

also identified as supportive to the RNs in undertaking further postgraduate education. 

Black and Bonner (2011) recommended that if employers are advocating postgraduate 

study for RNs, then support systems need to be in place.  Similarly, Sweeney and Dalton 

(2007) found funding from the employer, and time off work, were highlighted as a support; 

however the study did not describe what type of funding employers would provide.  

Support to Registered Nurses During and to Completion of Postgraduate Study  

A South African study conducted in 2012 looked at academic transitional experiences of 

Masters’ students, which included nurses, at the faculty of Community Health Sciences. 

An exploratory, descriptive research design was utilised. Convenience sampling was used 

and a questionnaire was emailed to 374 students, the response rate was low at 15.2% (n = 

57). Results of the study found there were several support systems in place to assist the 

students with their transition into postgraduate education (Hoffman & Hester, 2012). The 

support systems included: an orientation programme, library services, an academic writing 

centre and individual academic support, writing coaches and mentors. Through conducting 

the study it was established, the least used academic support system was the academic 

writing centre. This had not been utilised as expected. It was suggested the limited use of 

the writing centre was due to “English being the home language of only a third of the 

respondents” (p. 6). In contrast, other supports such as individual academic support with a 

supervisor had been made use of by 91.2% (n = 52) of students. 

 The Australian study by Clerehan et al. (2011), exploring 10 Saudi Arabian nurses and 

their experiences of undertaking postgraduate study in Australia identified on-going 

support was vital in helping nurses transition through a different social and learning 
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environment. The research also identified that support around balancing study time and 

time with family was required. Tame (2009) found support from many sources such as 

family, work colleagues and the university, during postgraduate study was considered vital 

by nurses participating in the study; however, some of those nurses would not approach 

their work colleagues for support due to the culture of the work place toward postgraduate 

study. 

Challenges for Registered Nurses Undertaking Postgraduate Study  

Challenges to study experienced while undertaking postgraduate education (Table 7) 

included, academic, studying overseas, time management and balancing work, study and 

life (Clerehan et al., 2011; Johansen & Harding, 2013; McDonald et al., 2009).  

Table 7: Challenges to study 

Theme Category Sub Theme 
Challenges to 
study 
 
 

During 
postgraduate 
study 

Personal 
• In a good way 
• Personal – lack of self-belief  
• Personal development 
• Previous under achieving 
• Cultural 
• Balancing work/study/life 

Professional 
• Improve knowledge & skills 
• Credibility 
• Profession/career enhancement 

Practice 
• Unrelated to work place 

Postgraduate Programme 
• Academic writing 
• Transition to study 
• Relationships with lecturers 
• Academic - focus on style not content 
• Approaches to study 

Finances 
• Expensive if living away from home 

 
 

Clerehan et al. (2011) found the main challenges to studying in another country were 

differences between the two countries education systems, relationships with lecturers and 

family/study balance. In their study, challenges with family and study balance were related 

to cultural expectations of participants, many of whom were married and had children. 

Those participants had a cultural belief that they ought to spend time with their family 
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before study. This was challenging and had an impact on their study. One participant 

described the impact as being with the family, but thinking and planning study at the same 

time, “I am with my body with them, but my soul and mind absent really” (p. 218). 

McDonald et al. (2009) identified 41% (n = 16) of the 40 participants described time 

management as a challenge, with one participant expressing “time constraints and the 

workload was difficult, found it tough fitting it all in as well as doing shift work” (p. 22), 

while Olson et al. (2012) found respondents described taking on postgraduate education 

generally as a personal challenge, (no numbers or percentages were provided). Similarly, 

Watkins (2011) found participants were either personal or professional challenge seekers. 

The professional challenge seekers related to; professional and career enhancement, 

improving knowledge and skills, credibility and catching up with new developments in 

nursing. Personal challenge seekers related to personal development, previous under 

achievement and having the opportunity to engage in a Master’s degree (no numbers or 

percentages were provided). 

Academic requirements were also identified as challenging in a small Norwegian based 

study by Johansen and Harding (2013). The study using descriptive design, explored 17 

nurses’ experiences and attitudes to academic writing in postgraduate education. Most of 

the nurses identified, they had little experience with postgraduate education, found 

academic writing to be challenging and described it as being “difficult, time consuming 

and of little relevance to their clinical practice” (p. 366). The study also found that students 

who had little experience with postgraduate education tended to focus on the expected 

academic style as opposed to the learning or content. It was argued the lack of writing 

skills may be due to the lack of support from the Norwegian nursing education system. The 

study is limited however due to the small number of participants involved. Hoffman and 

Hester (2012) argued that some of the research participants’ academic transitional 

challenges from their study were related to the students’ motivation to undertake 

postgraduate study which was influenced by participants’ experiences with prior learning 

and academic successes. 

Benefits of Study During and Following Completion of Postgraduate Education  

Benefits of study to RNs during and following completion of postgraduate education were 

many and varied throughout the literature (Table 8). The location of where postgraduate 

education was being held was identified as more of a benefit if it was held locally (Johnson 

& Copnell, 2002; Simsen et al., 1996; Sweeney & Dalton, 2007).  
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Table 8: Benefits of study 

Theme Category Sub Theme 
Benefits of 
study 
 
 

During and 
following 
completion 
of 
postgraduate 
study 

Personal 
• Increased self confidence 
• Doing more with lives 

Professional 
• Increase employment opportunity 

Practice 
• Study & practice at the same time 
• Improved practice  
• Learning to link theory to practice 
• Collaborative practice 

Postgraduate Programme 
• Gain tertiary qualification 
• Continue with postgraduate education 
• Postgraduate education appropriate for first 

year of practice although wait 3-4 months 
before introducing it (graduates). 

• Study locally 
Financial 

• Nothing noted 
 

 

A NZ study conducted in 2012 found 53 (92.6%) of RNs identified an increase in 

knowledge and understanding of human biology, the disease process, pathophysiology and 

patient assessment following completion of postgraduate education. As well as this, 46 

(80%) identified  an increase in application of knowledge (Barnhill et al., 2012). Johnson 

and Copnell (2002) identified being able to link theory to practice as a significant benefit 

by respondents. Results of their study identified benefits to the 391 respondents is largely 

focused on how the individual nurses would benefit and not on how the clinical 

area/service or patients would benefit. Benefits with the highest percentage included: being 

able to link theory to practice 336 (86%); increased employment opportunities 277 (71%); 

increased self-confidence 250 (64%); and gaining a tertiary qualification 242 (62%). 

Although this study was about benefits and barriers of undertaking postgraduate study, its 

focus was considerably more on barriers. Conversely, Boore (1996) highlighted benefits of 

a postgraduate programme as being around personal attributes; intellectual abilities, 

theoretical understanding, research understanding, and nursing care. Nursing care included: 

having a positive effect on practice; introducing innovations and more questioning about 

care given, demonstrating nurses were also thinking about benefits to patients and the 

service not only to themselves. 
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Zahran (2013) found some colleagues of the participants researched, perceived there was a 

positive impact on practice for nurses undertaking postgraduate study. In contrast, other 

colleagues perceived, the purpose of postgraduate education was for personal advancement 

only; was not applicable to practice settings; and had no practice value. However, 

McDonald et al. (2009) found 61% (n = 24) of NETP nurses considered it appropriate to 

engage in postgraduate education in the first year of practice, and 78% (n = 31) of NETP 

nurses in the study identified an improvement in nursing skills. The NETP nurses 

described postgraduate study within the NETP programme as a positive experience 

encouraging them to pursue education in the future. Similarly Simsen et al. (1996) found 

that of the 705 respondents in their study, 50% (n = 352) planned to continue with 

postgraduate education in the following two to five years, with married and male nurses 

more likely to want to continue with study. In contrast, senior and older nurses remained 

undecided or did not wish to continue. A benefit Tame (2009) identified during the period 

of time participants were students, was that participants’ perceived they were doing more 

with their lives and described this as “accessing CPE removed participants at least 

temporarily, from traditional female roles” (p. 260). Other benefits from the Tame study 

included; an increase in confidence and in practice knowledge leading to a more 

collaborative relationship with medical staff enabling participants to challenge and suggest 

changes to medical decisions, moving away from the image of nurses being handmaidens 

to the medical staff.  

Knowledge Gaps/Limitations 

Three knowledge gaps were identified from this literature review. The first gap is the 

minimal research that has been produced from New Zealand around not only postgraduate 

education in nursing but also in aged care. The literature search resulted in two NZ 

research articles in the area of postgraduate education and nursing. The two NZ research 

articles were both held within one DHB each.This indicates some limitation and the 

research would benefit in being conducted wider in NZ. It also shows a significant gap in 

research within New Zealand. The second knowledge gap is in the international literature, 

where although there is more literature around postgraduate education and nurse’s 

attitudes, barriers, motivation and benefits, there was minimal research involving nurses 

working in aged care. Most participants and respondents involved in the 18 studies were 

working in other areas of health such as, medical, surgical, theatre or paediatrics. This also 

shows a gap in the research around postgraduate education for nurses in aged care. The 

third gap in knowledge is around employer expectation from nurses engaging in 
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postgraduate education. Much of the literature was around what nurses expected from 

employers, or from engaging in postgraduate study. However, there was minimal literature 

(one study) specifically identifying what employers expected. Including employer 

expectations would have added to the knowledge in this area and given a more balanced 

picture. These gaps were all considered important to address in this research. The next 

chapter of the thesis presents the methodology and design for the research. 
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Chapter 3  Methodology and Design  

Introduction 

The purpose of this research is to examine the role of postgraduate education in the aged 

care sector. The research includes an exploration of the perspectives of RNs employed in 

aged care and to capture their views and experiences of postgraduate education. The 

chapter commences with a brief overview of the mixed methods methodology used for this 

study. The chapter then proceeds to describe the research design, including the sample, the 

three methods of data collection, document review, focus groups and interviews, and 

analyses techniques. Rigour strategies are then summarised, and finally the process for 

ethics and managing ethical issues is presented. 

Mixed Method With Data Triangulation 

A qualitative approach was used for this research. Qualitative research comes from a post 

positivist approach, the purpose of which is to explore and explain in depth phenomena by 

guiding researchers in understanding phenomena which occur naturally through 

investigating participant’s values, meanings, experiences, beliefs, and attitudes (Schneider, 

et al., 2007). A case study approach was initially considered as the methodology because 

of its use in examining individuals, groups, organisational, social, political and related 

phenomena (Yin, 2009). A case study can be described as a “collection of detailed, 

relatively unstructured information from several sources, usually including the reports of 

those being studied”, and is often used by the researcher to understand “complex 

phenomena about which little is known” (Lo Biondo-wood & Haber, 2002, p. 132). Due to 

the challenge of defining the phenomena of the case, and the related units of analysis, a 

decision was made not to continue with case study. However, what I valued from the case 

study approach was the expectation to use different methods and perspectives, which I 

considered was important for this study. I therefore chose mixed methods with data 

triangulation.  

A mixed method approach enables the researcher to elicit different perspectives from the 

data collected, and to give a holistic view of the research topic (Williamson, 2005). 

Typically a mixed methods methodology is an integration of quantitative and qualitative 

approaches of which, according to Cresswell (2014), delivers a further comprehensive 

understanding of the research under question. This study mainly focused on a qualitative 

aspect using minimal quantitative data. More of a qualitative aspect was been chosen as 

this study is of a qualitative nature exploring opinions, perceptions and experiences of 
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individuals.  Mixed method data triangulation is carried out through “the use of a variety of 

data sources” (Schneider et al., 2008, p. 250). In this study, sources were a document 

review, focus groups and interviews covering three groups of nurses; those who have 

engaged in postgraduate education; those who have not engaged in postgraduate education; 

and Nurse Managers. Using data triangulation as a research approach can be undertaken in 

three ways (Kimchi, Polivka & Stevenson, 1991). These are: i) time triangulation – where 

data about the same phenomena is collected over separate times for example days, weeks 

or months; ii) person triangulation – where data is collected from two or three levels of 

people, this could be groups or individuals or both; and iii) space triangulation – where 

data is collected at several sites of the same phenomena. In this study all three types of 

triangulation are used. Time triangulation is used for the document review. Person 

triangulation for sample selection, as data was collected from three different groups of 

RNs, and space triangulation, as the sample was recruited from four different older persons 

facilities.  

Research Design 

This section details the methods and procedures used in this research. 

Document Review 

A document review was undertaken to gather information about what key stakeholder 

groups had written and proposed about postgraduate education, nursing, and aged care. 

This information was considered important for investigating policy direction and 

examining trends and influences. Documents were obtained between the years 2000 to 

2015. This period captures when strategic documents were released concerning the growth 

of NZ’s population, and the changes required for the health workforce to effectively meet 

the needs of the growing population. 

The document search involved searching websites from organisations including the MoH, 

Health Workforce Advisory Committee (HWAC), HWNZ, NCNZ, NZNO, and the 

College of Nurses Aotearoa, as well as a general Google search using terms similar to 

those used in the literature review. An initial search on health workforce and older persons, 

from the MoH, Ministry of Social Development, and from the HWAC, resulted in the 

selection of 25 policy documents. A further 17 documents from professional bodies such as 

NCNZ and NZNO were added. These documents focused on nursing education, funding, 

NPs, the nursing workforce and annual reports. The findings of this collection of 40 

documents located over the 15 year time period are provided in Chapter Four. 
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Focus Groups 

Focus groups are qualitative in nature (Doody, Slevin & Taggart, 2013a), and have been 

used by researchers in health care for the last two decades to collect information about 

participants perceptions, attitudes, knowledge, opinions and beliefs (Then, Rankin, & Ali, 

2014). The main purpose of a focus group is to enable the researcher to gain a better 

understanding of a topic or issue through observing, listening and collecting information, 

in-depth knowledge and experiences from a group (Krueger & Casey, 2009; Then et al., 

2014). Powell and Single (1996), advise that participants for focus groups are chosen for 

their individual experiences relating to the research. In this research, focus groups were 

chosen to explore and find out from RNs about their personal experiences of postgraduate 

education. 

The intention was for each group to have been five to eight participants and to be organised 

as a homogenous unit. Homogeneity, with regard to focus groups, means participants 

within a group have something in common which is of interest to the researcher (Krueger 

& Casey, 2009). A key point is that homogeneity is present in a group’s background, not in 

their attitudes (Morgan, 1997). However, due to problems encountered with recruitment, 

groups were heterogeneous. 

Focus groups require a facilitator who has a good understanding of the purpose of the 

research as well as knowledge of the topic of the study (Krueger, 2009). The key role of 

the facilitator is to facilitate the discussion (Doody et al., 2013b). There are also 

responsibilities the facilitator needs to carry out before, during and after the focus group 

session to ensure its success. Responsibilities before a focus group include preparing 

prompts and questions for the discussion (Curtis & Redmond, 2007). During the focus 

group, it is the facilitating of free flowing and open discussion that is important (Powell & 

Single, 1996). The facilitator needs to communicate clearly with the group, have good 

listening skills, be able to control any personal reactions, be open and not defensive, and 

respect participants in the group (Krueger & Casey, 2009; Powell & Single, 1996). 

Krueger and Casey also suggest respect of participants is one of the most significant 

factors influencing the quality of focus group results. The facilitator keeps the group 

focused and on track and should ensure every group member has an opportunity to have 

their say. Powell and Single (1996), also advise that a notetaker or observer is present at 

the focus group to capture the interaction and dynamics of the group. In this research this 

advice was not adopted given the difficulties in arranging groups. 
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Morgan (1997) argues “strengths and weaknesses of focus groups flow directly from their 

two defining features: the reliance on the researcher’s focus and the group’s interaction” 

(p. 13). Focus groups also rely on the interaction of participants to generate data related to 

their opinions and experiences. Although this can be a strength (Kitzinger, 1995), it can 

also be a limitation, as group interaction can lead to conformity within the group, meaning 

that some participants can withhold valuable information (Curtis & Redmond, 2007). A 

group process is an opportunity for those who are shy or do not think they have much to 

share on the topic (Kitzinger, 1995). A further strength of focus groups is that the 

researcher can collate similarities and differences in opinions and values expressed by 

participants (Freeman, 2006).  

A limitation of focus groups is that they are not naturalistic because of the facilitator’s 

influence on the interactions (Morgan, 1997). This may have a negative effect on the 

quality of the data. Also a group may be very quiet and not provide much data. Facilitation 

skills include monitoring of the group, such as being aware that participants do not trust 

each other, or managing dominant or aggressive behaviour of individuals and being 

sensitive if participants become upset. Data from focus groups is challenging to analyse. 

The interpretation of comments from the group must be carried out, not only within the 

context of the groups dynamics, but also the environmental and social context from which 

they took place (Then et al., 2014). 

Information sheets containing details about the research, what participation would involve, 

and details on confidentiality, data storage and dissemination were developed for 

participants to inform their decisions about participating (Appendix A). In addition to the 

questions, the focus group schedule contained detail such as the ground rules (Appendix 

B), advice for the group to ask questions, and to remind them that the session would be 

audiotaped. The opening question “Tell me what you enjoy most about nursing older 

people?” was purposeful. As such this was an easy question that dealt with facts and did 

not require a lot of thinking. It was used to encourage group members to talk and have 

some discussion at the very start so they were more likely to contribute during the group 

session (Krueger & Casey, 2009). The focus group sessions were expected to take between 

60-90 minutes each. There were nine questions to ask for each focus group and 10 for the 

Nurse Manager group (Appendix C). The questions covered i) the place of postgraduate 

education in aged care; ii) benefits to RNs undertaking postgraduate education and 

outcomes for residents; iii) benefits and barriers of postgraduate education to the RN; iv) 

observations of RNs of those who have undertaken postgraduate education; and v) culture 

of and support provided by the residential facility. Nurse Managers were also asked to 
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share their experiences of postgraduate education. This topic was specifically added to find 

out if they had personally attempted, or completed any postgraduate education, and how 

that influenced their belief in the importance, need and value of postgraduate education for 

the RN working in their aged care facility.  

Interviews 

Interviews involve the researcher asking structured, semi-structured or unstructured 

questions, for the purposes of investigating an area of interest to the researcher (Roberts & 

Taylor, 2002). Semi-structured and unstructured questions are commonly used in 

qualitative research as they allow for a more flexible exploration of topics that come up 

throughout the interview (Roberts & Taylor, 2002). Semi-structured interviews were 

considered appropriate when it became evident it was not possible to convene a focus 

group. This allowed some individuals to share their perspective on a topic. Interviews are 

commonly used in mixed method designs (McIntosh & Morse, 2015). Whiting (2007) 

identifies five phases to the semi-structured interview. These are; i) building rapport; ii) 

apprehension, iii) exploration; iv) co-operative; v) participation; and vi) concluding. The 

information sheet, consent form and schedule, previously used for the focus groups, was 

modified for the interviews. In the focus groups and interviews participants were asked to 

complete a simple questionnaire regarding their demographic and clinical background 

(Appendix D). 

Sample 

The population chosen for this research is RNs working in residential aged care. The 

rationale for this was that in order to be eligible to undertake postgraduate education in 

nursing in NZ, nurses are required to have nursing registration. Three groups of nurses 

were recruited: i) those who had engaged in postgraduate study; ii) those who had not; and 

iii) Nurse Managers. These groups were chosen because I wanted to explore RNs decisions 

as to why they did or did not undertake postgraduate study; and to explore benefits and 

barriers to undertaking, or not undertaking, postgraduate study; as well as obtaining Nurse 

Manager’s perspectives on the topic.  

The only inclusion criteria was that the RNs needed to have worked in aged care for two or 

more years. This was to ensure the RNs would have sufficient experience in aged care and 

time to be engaged in postgraduate study. The exclusion criteria were i) Enrolled nurses 

working in aged care, as to be eligible for postgraduate education in nursing and for 

HWNZ funding nurses must be RNs; and ii) casual nurses working in aged care, as these 
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nurses work across different aged care facilities, and would have difficulty answering some 

of the questions.  

Purposive sampling was mainly used to recruit participants. Purposive sampling is when 

the researcher recruits people most likely to have the characteristics and experience of the 

phenomena under investigation (Higginbottom, 2004). Convenience sampling was also 

utilised as this enabled recruitment of those “conveniently available” in relation to 

readiness, time, access and location (Schneider et al., 2007, p. 124).  In selecting the 

sample it was important that people had time to consider whether to participate, as this 

should help ensure the depth of information required for the study (Schneider et al., 2007).           

To recruit participants, I consulted with Nurse Managers from five rest homes in the Lower 

North Island and asked if they would give permission for their facilities to participate in 

the research. All five Managers were in agreement. A total of 56 packs (containing the 

information sheet, consent form and stamped addressed envelope) were collated, one for 

each RN in the facilities including Nurse Managers. These packs were given to each Nurse 

Manager to distribute out to their nursing staff at meetings, or placing them in staff mail 

slots or the staff rooms. The potential participants were given two weeks to return the 

consent forms to me. Over those two weeks I was contacted by two RNs willing to 

volunteer their time to participate in the research. I waited another week in case other 

potential participants contacted me however I received no other contact.  

I then contacted the Nurse Managers again and made arrangements with each of them to go 

to the rest home to conduct either focus groups or interviews with their RNs depending on 

what the Nurse Manager was able to arrange due to staffing numbers. This process took 

another two weeks to complete, and due to the difficulties of talking with the Nurse 

Managers, only four facilities participated in the research. I contacted the two RNs who 

had originally responded to my invitation about what was happening regarding when I 

would be at their facility so they could participate. I did not know until I arrived at each 

individual facility as to how many RNs would be participating. 

Data Gathering 

The first facility I went to, I had arranged with the Nurse Manager to conduct a 

homogenous focus group with those participants who were currently engaged in 

postgraduate education. On arrival, there were three RNs waiting for me. Two who were 

engaged in postgraduate education and one who was not. I did not think it would be 

appropriate to turn the RN who had not engaged in any postgraduate education away. I 
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therefore conducted the group with all three RNs present and adapted the questions to 

include the RN not engaged in postgraduate study. The room we were in was a dining 

room with no carpet. The lack of carpet on the floor meant the room had a lot of echo 

which impacted on the quality of the audio recording making it difficult later to transcribe.  

I commenced the group session by introducing myself and I then completed the research 

formalities such as advising how the group would run and revisited the consent process to 

ensure everyone was familiar with expectations, and to complete the demographics and 

professional characteristics form. As this was being completed I realised I had made a 

mistake on the form concerning age groupings. I had written 20 to 25, 25 to 30, and 30 to 

35 which meant anyone who was exactly 25 or 30 could be in one of two groups. I asked 

participants who were in this predicament to write down their actual age. 

Following completion of the form I went over the ground rules. Participants were asked if 

they were in agreement and if they had anything to add. No new rules were added and all 

were in agreement. I then commenced asking the group the pre constructed questions. The 

group dynamics were positive and there was a light hearted atmosphere. All three RNs 

knew each other. The two who were currently participating in postgraduate education, 

contributed well and were able to answer all questions. The RN who had not completed 

any postgraduate education was quieter, until towards the end when she became more 

vocal increasing her contribution. Following completion of the focus group I provided 

some refreshments and thanked everybody for their time. As I was about to leave, an RN 

who had missed the focus group arrived. She was very keen to participate in the research, 

so I interviewed her at that time. Once away from the facility I wrote notes about my 

thoughts concerning what I had heard and how the group and interview went. 

I went to the second focus group with less of an expectation of it being homogenous. On 

arrival at the facility there were four RNs waiting for me. One who was currently engaged 

in postgraduate study and three who had never engaged in postgraduate study. The room 

used for this focus group was a lot quieter, as it had carpet on the floor and arm chairs to sit 

on. I went through the same process as the first focus group regarding preparation and the 

order of questions. During this focus group there were several interruptions from one 

participant’s pager going off which resulted in the participant leaving the room on two 

occasions. The participants all knew each other and were very vocal; they all interacted 

well and answered and discussed all the questions.  
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I conducted a further 12 interviews. It was unknown each time I went to a facility how 

many RNs I would be interviewing so I went prepared with questions to cover all three 

possibilities I undertook a similar preparatory stage as I had done with the focus groups 

with the exception that there was no need to review the ground rules. In both focus groups, 

the audio recorder was only turned on following those formalities. 

Settings for the interviews varied, if the interview was with a Nurse Manager it was 

generally held in their office. This did cause some interruption at one interview with 

people knocking on the door and the phone ringing. I paused the audio recorder to maintain 

confidentiality during those interruptions. I found the interruptions impacted on the focus 

and flow of the interview. Other settings used for the interviews were a whānau room, a 

recreation room, a staff meeting room and a staff office. Due to 11 of the 13 interviews 

being held during work hours, the interviews were shorter ranging in length from 9 to 32 

minutes. Given the limited time some interviews were rushed and participants did not 

always engage in deep conversation. I found the Nurse Managers to be more engaged in 

the interviews, which could possibly be because they did not have a patient load to get 

back to.  

Every interview was different I found some participants opened up more than others and 

would share personal information, which sometimes was unrelated to my research. 

Difficulties encountered with the interviews were mainly the limited time each RN felt 

they could give to the interview. Another issue arose with the demographics and 

professional characteristics form, when one participant had trouble with the question 

asking for the year of their nursing registration. The participant had immigrated to NZ and 

asked if I wanted the date of their initial nursing registration or when they got their NZ 

nursing registration. I clarified it was their initial nursing registration, but did ask that they 

also put the NZ date down. I subsequently made this clearer. 

Analysis  

Data analysis was carried out on the document review, focus groups and interviews. A 

transcriber who had signed a confidentiality agreement (Appendix D) was used for 

transcribing one focus group and 11 interviews, and I transcribed the other focus group and 

two interviews. Data analysis for the document review followed three steps. First, the 

documents were separated into two clusters, government policy perspectives and 

professional body perspectives and put into a historical timeline. Second, the content of 

each document was reviewed for what it reported regarding nursing workforce 
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development, postgraduate, postgraduate education, aged care, older persons, residential 

care and continuing care, postgraduate funding, NP and Nurse Specialist. Third, overall 

trends in the documents were then analysed over time.  

Data analysis for the focus groups and interviews was carried out using a descriptive 

process, through content extraction, categorising and interpreting the data. Sandelowski 

(1995) considers analysis starts the moment data have been collected. The process was 

conducted in five steps and focused on the content of what was shared. First I collated the 

demographics and professional characteristics these were summarised in table format. 

Percentages for each group were developed; this assisted in describing differences amongst 

the group; for example, the proportion of people by ethnicity who had completed 

postgraduate education. 

Secondly, I listened to the audiotapes of each interview several times, I then read the 

transcriptions to become very familiar with and get a sense of the data. Sandelowski (1995) 

considers re reading of transcriptions as being an essential part of the process for the 

researcher to get a “sense of the whole”, to eventually move on to the next part of the 

analytical process (p. 373). Similarly Creswell (2014) advises researchers about reading 

through the data multiple times and reflecting on what has been read to get an overall 

meaning and idea of what the participant is saying. As I did this I cleaned the transcriptions 

by removing words such as “umm” and de identifying the data to ensure confidentiality of 

the facilities, group participants and others who were named. Thirdly, I transferred the data 

from each focus group and interview into table form. During this exercise I re-read the 

transcripts and listened to what was said.  

The fourth step involved categorising what each question meant and then interpreting its 

meaning (Table 9). Interpretation of the data involves the researcher determining their 

assessment of what is being said (Sandelowski, 1995). Creswell (2014) refers to 

interpretation of data analysis as “peeling back the layers of an onion” in order to find the 

meaning (p. 195). As an overlap between the answers became apparent, I made the 

decision to cluster questions. The clusters were; questions one and eight which captured 

the big picture of aged care in general, questions two and three which captured workplace, 

questions four, five and nine were about benefits of postgraduate education, question six 

which captured the barriers to postgraduate study and question seven the personal factors 

around postgraduate study.  
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Table 9: Example of table used to categorise and interpret interview data 

Q8 What do you think are the potential benefits to the residents of RNs completing 
postgraduate education? 

Interview 
Number 

Content Category Interpretation 

RN12D 

Not 

engaged 

in PG 

“Well I think the benefits for 
them are, they are assured 
that there are competent 
nurses to take care of them. 
New updates to their current 
trends and standards of care’.  
 

Residents can feel 
confident that the RNs 
engaged in postgraduate 
education have advanced 
and current skills and 
knowledge to care for 
them. 

 

Being up to date with 
standards of care and 
current trends in 
nursing is essential to 
providing skilled and 
competent care to 
residents. 

 

The fifth and final step involved further re reading of the data and finalising my 

interpretation. From this five themes emerged. In developing the interpretation, attention 

was given to identify the similarities and differences in what was shared. The triangulation 

of the document review with that of the focus group and interview data was part of the 

discussion. 

Rigour 

Rigour in qualitative research is necessary as it makes evident the integrity and credibility 

of the research process (McBrien, 2008). Rigour has been ensured during the course of this 

research and has been carried out in two main ways. Firstly, through using triangulation 

and secondly through an audit trail. The main types of triangulation are: multidisciplinary, 

theory, data, investigator, and methodological, this study has used data triangulation, 

meaning several sources of data have been used (Schneider et al., 2007). In this study data 

sources were from the document review, the focus groups and interviews with the RNs and 

Nurse Managers. An audit or decision trail refers to the record of what and why decisions 

were made in the research. The trail is important for demonstrating that the research is 

trustworthy (Schneider et al., 2007). In this study the audit trail consisted of detailing the 

steps taken about managing the focus groups and interviews and the analysis process 

including how the raw data was handled in order to create the themes. The findings include 

the use of some quotations to demonstrate the credibility of the terms that emerged. 

Sandelowski (1986) states a good audit trail is when “A study and its findings are auditable 

when another researcher can clearly follow the “decision trail” used by the investigator in 

the study” (p. 33).  
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Ethics 

For this research, ethics approval was obtained from the Human Ethics Committee at 

Victoria University (Appendix E). Key aspects of this application were consent, 

confidentiality and de-identifiability. A signed consent form was needed by all participants 

(Appendix F). All care was taken to ensure demographics and professional characteristics 

were grouped so as others could not readily identify participants contribution. This was 

important as people who participated in the group sessions were familiar with who was 

involved. The interviews and focus groups all took place at facilities, of which others were 

aware that research was taking place. All participants and residential facilities were de-

identified in the writing of this thesis for example, RN1, RN 2 or Facility A, Facility B. 

Following data collection, the transcriber completed and signed a confidentiality 

agreement (Appendix G). The only people to listen to the audio recordings and read the 

transcription were the transcriber, my thesis supervisor and myself. The transcriber no 

longer has the audio recordings and has deleted copies of the transcriptions from her 

computer. Once this thesis has been completed, audio recordings and scanned copies of 

written transcriptions will be transferred to a USB stick for storage for two years and then 

destroyed. 

 Four ethical issues occurred during focus groups and interviews. The first issue happened 

at the first focus group, where I was expecting only nurses who had engaged in 

postgraduate education and a participant who had not completed any postgraduate 

education arrived. As the information sheet noted that there were going to be different 

types of participants I considered it appropriate for the person to stay. The participant had 

come voluntarily and had stayed back after work to attend. I did not seek approval from the 

group for this decision. 

The second issue involved someone who did not meet the inclusion criteria arriving for a 

focus group. In this group a RN who had not worked for two or more years arrived: she 

came because she was undertaking postgraduate study. Again I made a decision to allow 

this nurse to stay. This decision was influenced because others were present when this 

nurse arrived, I was conscious of not embarrassing her regarding eligibility, given that she 

had made the effort to attend. As this was a focus group situation it was not possible to 

postpone the group to get ethical clearance to include her. The other three nurses in the 

group were in agreement for her to be involved. The ethics committee has since been 

notified. 
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The third issue concerned a participant debriefing with me about their work and the facility 

due to my role at the DHB. I listened to and acknowledged what they had to say which 

brought up some conflicting issues relating to my professional role. I acknowledged what 

the participant had to say at the time and spent some time reflecting on it once I returned 

home. Nothing about this debriefing has been used in this research. 

The fourth issue concerned a participant sharing personal information about themselves 

during the interview. This information clearly caused her some distress. I acknowledged at 

the end of the interview and I debriefed with my supervisor. A decision was made to utilise 

some of this information in the analysis as the experiences of this RN had a direct impact 

on her thinking regarding postgraduate education and nursing. 

Summary 

This chapter has presented the methodology used for this research. It has also outlined the 

research design used to implement this research. The data collection consisting of a 

document review, focus groups and interviews has been described followed by how 

analysis of the research was carried out. The processes used to ensure rigour throughout 

the research has been explained and ethical situations have been identified and explained. 

In the following two chapters the findings are presented, commencing in the next chapter 

with a document review.  
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Chapter 4  Document Review  

Introduction 

This chapter presents findings from the document review beginning in 2000 with the New 

Zealand Health Strategy (MoH, 2000) through to 2015. The document review was limited 

to NZ resources and achieved through researching specific internet sites such as the 

Ministry of Health (MoH), Nursing Council of New Zealand (NCNZ), the New Zealand 

College of Nurses and the New Zealand Nurses Organisation (NZNO). Prior to the 

interviews, 37 documents between the years 2000 and 2013 were obtained and reviewed. 

Following data collection, three documents released in 2015 were added to the review as 

they were considered important. The year 2000 was selected because this was the time 

strategic documents were released concerning the future growth of NZ’s population and 

changes required for the health workforce to effectively meet the needs of the growing 

population. 

Following a review of the initial 37 documents, a decision was made to cluster these into 

two groups. The first group consists of policy documents generated by the government. 

The second group consists of documents by professional bodies. A literature review 

commissioned by Careerforce was also included in the second cluster. An historical 

approach was used to present each of the two clusters. In presenting this review, a decision 

was made to use an annotated approach to present the contents related to each document 

regarding what the document said about older persons, the nursing workforce and 

postgraduate education. It was considered this approach would work best given the many 

different styles of documents. A summary is presented at the end of each group. 

Government Policy Perspectives from 2000 to 2015 

The first cluster of documents consists of 25 government policy documents (Table 10). 

Most documents come from the MoH. The MoH leads and has overall responsibility for 

the management and development of NZs health and disability systems. The role of the 

MoH is to “improve, promote and protect the health and wellbeing of New Zealanders” 

(MoH, 2016, ¶1). This is done through leading the health and disability system; providing 

advice to the Government and Minister of Health; providing payment services and health 

sector information; and purchasing national health and disability support services. These 

documents had a different emphasis, six were specifically focused on the older person, 10 

on the health workforce generally, seven on the nursing workforce and two on the general 

health system.  
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Table 10: Historical timeline of Government policy documents from 2000 – 2015 

Year Document Focus 

2000 New Zealand Health Strategy  General 

2001 New Zealand Positive Aging Strategy  Older Persons 

2001 The New Zealand Health Workforce: A Stock Take of Issues 
and Capacity 2001  

Health Workforce  

2002 The New Zealand Health Workforce Framing Future 
Directions: Discussion Document 

Health Workforce 

2002 Health of Older People Strategy, Health Sector Action to 
2010 to Support Positive Aging 

Older Persons 

2002 Health of Older People in New Zealand: Statistical 
Reference Report 

Older Persons 

2003 The New Zealand Health Workforce Framing Future 
Directions: Analysis of Submissions and Draft 
Recommendations to the Minister of Health for Health 
Workforce Development (unpublished) 
 

Health Workforce 

2003 The New Zealand Health Workforce Future Directions: 
Recommendations to the Minister of Health 

Health Workforce 

2004 Impact of Population Aging  in New Zealand on the Demand 
of Health & Disability  Support  Services & Workforce 
Implications  

Older Persons 

2004 Aging New Zealand and Health Disability Services Demand 
Projections 2010 - 2021 

Older Persons 

2005 Health Workforce Advisory Committee Strategic Principles 
for Workforce Development in NZ  

Health Workforce 

2005 Future Workforce 2005-2010 Health Workforce 

2005 Strategic Principles for Workforce Development in New 
Zealand  

Health Workforce 

2006 Health of Older People Information Strategic Plan: 
Directions to 2010 & Beyond   

Older Persons 

2006 Health Workforce Development: An Overview. Health Workforce 

2006 Report of the Safe Staffing/Healthy Workplaces Committee 
of Inquiry 

Health Workforce 

2006 Nursing Workforce Strategy Nursing Workforce 

2009 Our Health Workforce Today and the Future Health Workforce 

2009 A Nurse Education & Training Board for NZ: A Report to 
the Minister of Health 

Nursing Workforce 

2011 Workforce for the Care of Older People: phase 1 report 
 

Nursing Workforce 



45 

2011 Postgraduate Nursing Training Specification Nursing Workforce 
 

2013 Evaluation of  Nurse Practitioner in Aged Care 
 

Nursing Workforce 

2014 Service Specification Nursing Entry to Practice Programme 
 

Nursing Workforce 

2014 Aged Residential Care Nursing Entry to Practice Evaluation 
Report 
  

Nursing Workforce 

2015 Update of the New Zealand Health Strategy: All New 
Zealanders Live Well, Stay Well, Get well: Consultation 
Draft 

General 

 

The New Zealand Health Strategy  

The New Zealand Health Strategy (MoH, 2000) released by the Minister of Health, the 

Honourable Annette King, outlines the government’s strategic direction for New Zealand’s 

health sector. The Strategy included the principles, goals, priority objectives and service 

delivery areas for the health sector. The document also identified key quality issues, one of 

which was workforce development. In the introduction, the document was described as a 

“living Strategy” (MoH, 2000, p. 1), as it was expected to be further developed and built 

on over the coming years. An updated health strategy is presently being consulted on.  The 

New Zealand Health Strategy included four objectives relating to aged care and the 

workforce. These were: i) “support policies and programmes that promote positive aging”; 

ii) “reduce the impact of dementia”; iii) “reduce the incidence and impact of falls in older 

people”; and iv) “ensure accessible and appropriate services for older people” (p. 12). 

Future workforce issues were named as needing to be addressed in aged care. The 

document reported that as the population ages, health needs will change and there will be a 

need for increased training and support for carers, volunteers and additional community 

nursing support. It also identified there would be an increased need to provide support and 

supervision of health professionals around pre-registration, post-registration and on-going 

education training. The government was to establish an independent Health Workforce 

Advisory Committee (HWAC) to address how needs would be met, monitor changing 

needs, and address workforce needs with the delivery of suitable training and education 

(Health Workforce Advisory Committee [HWAC, 2005]).  

New Zealand Positive Ageing Strategy  

The New Zealand Positive Ageing Strategy (Ministry of Social Development, 2001) was 

designed to strengthen the government’s commitment to positive aging by providing better 



46 

opportunities for the older person to choose how they want to be involved and participate 

in the community. This was to be achieved through identifying the barriers to older people 

participating, and addressing those barriers through collaborating with sector services and 

developing actions. The Strategy included 10 broad principles (Table 11) that were 

expected to assist with directing and developing policies and services.  

Table 11: Positive Ageing Principles  

Principles Action 

Principle One Empower older people to make choices that enable them to live a 
satisfying life and lead a healthy lifestyle. 
 

Principle Two Provide opportunities for older people to participate in and contribute 
to family, whānau and community. 
 

Principle Three Reflect positive attitudes to older people. 
 

Principle Four Recognise the diversity of older people and ageing as a normal part 
of the lifecycle. 
 

Principle Five Affirm the values and strengthen the capabilities of older Māori and 
their whānau. 
 

Principle Six Recognise the diversity and strengthen the capabilities of older 
Pacific people. 
 

Principle Seven Appreciate the diversity of cultural identity of older people living in 
New Zealand. 
 

Principle Eight Recognise the different issues facing men and women. 
 

Principle Nine Ensure older people, in both rural and urban areas, live with 
confidence in a secure environment and receive the services they 
need to do so. 
 

Principle Ten Enable older people to take responsibility for their personal growth 
and development through changing circumstances. 
 

Source; Ministry of Social Development (2001), New Zealand Positive Aging Strategy, Wellington: NZ 
Government. 
 
The Ministry of Social Development sought feedback on the 10 principles through 

consultation with members of national community groups including Aged Concern, Māori 

groups and other ministries, such as the Ministry of Pacific Island Affairs. The groups 

identified priority areas for government action. From this consultation 10 Positive Aging 

Goals (Table 12) together with recommended actions were identified. The key goal for 

health was to provide the older person with affordable, timely, equitable and accessible 

health services. There was no specific reference in the Strategy towards workforce 
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development in the health sector, which would be necessary to enable meeting the goal for 

health of the older person. 

Table 12: Positive Ageing Goals  

Goals  

Income Secure and adequate income for older people 
 

Health Equitable, timely, affordable and accessible health services for older 
people 

Housing Affordable and appropriate housing options for older people 
 

Transport Affordable and accessible transport options for older people 
 

Ageing in Place Older people feel safe and secure and can age in place 
 

Cultural 
Diversity 

A range of culturally appropriate services allows choices for older 
people 
 

Rural Older people living in rural communities are not disadvantaged when 
accessing services 

Attitudes People of all ages have a positive attitude to ageing and older people 
 

Employment Elimination of ageism and the promotion of flexible work options 
 

Opportunities Increasing opportunities for personal growth and community 
participation 
 

Source; Ministry of Social Development (2001), New Zealand Positive Aging Strategy, Wellington: NZ 
Government. 
 
The NZ Health Workforce: A Stocktake of Issues and Capacity  

The NZ Health Workforce: A Stocktake of Issues and Capacity 2001 (Health Workforce 

Advisory Committee [HWAC], 2002a) was written following the establishment of HWAC. 

Based on the data up to 2001 and submissions from health sector organisations, HWAC 

identified six priorities for workforce development. These were; i) The workforce 

implications of implementation of the Primary Health Care Strategy; ii) Building Māori 

health workforce capacity; iii) Building Pacific health workforce capacity; iv) Promoting a 

healthy hospital workforce environment; v) Building health and support workforce 

capacity for people who experience disability; and vi) Education to meet workforce needs.  

In this Stocktake, HWAC refer to all strategies under the umbrella of the New Zealand 

Health Strategy, including  Health of Older People Strategy. The document identified two 

workforce initiatives for the nursing sector, these are: i) to develop regulations for nurse 

prescribing, including in aged care; and ii) “options for developing the health aid 

workforce, which will include providing training options specialising in particular clinical 
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and support setting, and a pathway to move to more advanced training” (p. 15). The nurse 

practitioner (NP) role is described in the document as “Nurse practitioners will be unique 

health care providers, making independent and collaborative health care decisions in 

partnership with individuals, families and communities across a number of settings” (p. 

35). At the time this document was released, regulations were being developed for NPs to 

have prescribing rights.  

The New Zealand Health Workforce Framing Future Directions: Discussion 

Document 

The New Zealand Health Workforce: Framing Future Directions (HWAC, 2002b) is a 

discussion document that addresses the six priorities for workforce development identified 

in The New Zealand Workforce: A Stocktake of Issues and Capacity (HWAC, 2002a). 

Workforce development priorities were covered in depth, followed by questions for 

discussion and consultation. The document does not specifically address workforce 

development priorities for aged care. It does however refer to the need to address the 

workforce implications of the Primary Health Care Strategy including the benefits of the 

NP role. The workforce development priority relating to “Educating a Responsive Health 

Workforce” considers the effect the Tertiary Education Strategy (MoH, 2002) could have 

on this priority.  

Health of Older People Strategy: Health Sector Action to 2010 to Support Positive 

Aging  

The primary aim of the Health of Older People Strategy: Health Sector Action to 2010 to 

Support Positive Aging (MoH, 2002a); from here-on-in referred to as the Health of Older 

People Strategy was to be responsive to the diverse needs of older people through 

developing a combined approach to health and disability support services. Eight objectives 

were listed outlining the actions and key steps needed to implement the Strategy (Table 

13).  

One step particularly relevant to this research, is step 2.4, “policy and service planning will 

support quality health and disability support programmes integrated around the needs of 

older people” (p. 71). Achieving this step would require development of the workforce, 

including the MoH implementing a planned approach to strengthen the health workforce, 

in order to meet the needs of the older person. The Strategy referred to the MoH, 

specifically stating there was a need for “an education system that responds effectively to 

health sector needs” (p. 23), of which the MoH were to advise the Ministry of Education of 
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by mid-2003. This should include implementation of the NP role, development of 

regulations for nurse prescribing; and the inclusion of NP in aged care. A framework for 

primary health care nursing and possibilities for growing the unregulated workforce 

(caregivers in rest homes or health care assistants in DHBs) were also referred to.  

Table 13: Objectives of the Health of Older People Strategy  

Objectives Action 

Objective One Older people, their families and whānau are able to make informed 
choices about options for healthy living, health care and/or 
disability support needs. 
 

Objective Two Policy and service planning will support quality health and 
disability support programmes integrated around the needs of older 
people. 
 

Objective Three Funding and service delivery will promote timely access to quality 
integrated health and disability support services for older people, 
family whānau and carers. 
 

Objective Four The health and disability support needs of older Māori and their 
whānau will be met by appropriate integrated health care and 
disability support services. 
 

Objective Five Population based health initiatives and programmes will promote 
health and well-being in older age. 
 

Objective Six Older people will have timely access to primary and community 
health services that proactively improve and maintain their health 
and functioning. 
 

Objective Seven Admission to general hospital services will be integrated with any 
community based care and support that an older person requires. 
 

Objective Eight Older people with high and complex health and disability support 
needs will have access to flexible, timely and coordinated services 
and living option that take account of family and whānau carer 
needs. 

Source: Ministry of Health (2002). Health of Older People Strategy: Health Sector Action to 2010 to Support 
Positive Ageing. Wellington: NZ Government. 

Health of Older People in New Zealand a Statistical Reference Report  

The Health of Older People in New Zealand A Statistical Reference Report (MoH, 2002b) 

was developed to inform the implementation of the Health of Older People Strategy into 

action. The aim was to help the Ministry, service providers and DHBs with planning and 

delivering services to existing and future older persons. The document covers NZ’s aging 

population; the sociodemographics and health status of older people; provides an overview 
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of health and disability support services including an examination of the expenditure 

relating to utilisation of health and disability services and the Accident Compensation 

Corporation; and the future need for health services for the older person. 

In relation to aged residential care it was identified that approximately five percent of 

people aged 65 and over are in residential care. Throughout 2000/2001 there was an 

estimated 29,100 people in residential care, of whom, 72% were aged 65 to 74 and 84% 

were aged 75 and over, and had some form of disability for which help was needed on a 

daily basis. The document included no statistics or discussions about current or future 

workforce development in or for aged care. 

The New Zealand Health Workforce Future Directions: Recommendations to the 

Minister of Health  

The New Zealand Health Workforce Future Directions: Recommendations to the Minister 

of Health (HWAC, 2003) consolidates information and recommendations made in The 

New Zealand Health Workforce Framing Future Directions (HWAC, 2002b). These 

recommendations followed analysis of consultation from the 2002 discussion document 

including a national summit in 2003, attended by “leading thinkers on health and disability 

workforce issues” (HWAC, 2003, p. 1). The document built on the six priorities for 

workforce development in The NZ Health Workforce: A Stocktake of Issues and Capacity 

(HWAC, 2002) and added a seventh priority regarding research and evaluation. The 

HWAC workforce priority for education “To facilitate the evolution and further 

development of health workforce education” (p. 13) included five recommendations (Table 

14). 

Three of the recommendations were to be implemented as a priority. These were; i) the 

review of the Clinical Training Agency funding role; ii) the review of existing 

postgraduate education frameworks; and iii) to meet the needs of the health and disability 

sector, the MoH, HWAC and DHBs need to work with the Tertiary Education Committee 

on health education courses. It was clearly outlined that the key to success for all these 

recommendations was for collaboration between the health and education sectors.  
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Table 14: Recommendations to meet priority on workforce development  

Priority  Recommendation 
3.1 The MoH in collaboration with HWAC and DHBs: 

3.1.1 Reviews the strategic framework around the CTA funding role in health 
workforce training by June 2005. 
3.1.2 Reviews the appropriateness of current postgraduate education 
frameworks and vocational training in order to meet the future workforce 
requirements and health needs of New Zealanders by June 2005. 
3.1.3 Works with TEC to ensure that health education courses meet the needs 
of the health and disability sector. 
 

3.2 DHBs and other health service providers acknowledge and support their role 
as educators in collaboration with education providers and professional bodies 
as provided for in their workforce development plans by June 2005. 
 

3.4 The TEC and tertiary education organisations (TEOs), in collaboration with 
the health and disability sector, introduce mechanisms to ensure that: 
3.4.1 Collaborative planning, information sharing and teaching between the 
health sector and tertiary education providers is strengthened. 
3.4.2 Wherever possible, delivery of educational programmes is made flexible 
to improve access. 
3.4.3 Health workforce education is responsive to changes in required skills 
for the diverse range of health practitioners. 
3.4.5 Students and graduates are actively recruited to better represent the 
diversity of the New Zealand population using broad selection criteria. 
 

3.5 TEOs, in consultation with the health and disability sector, introduce 
mechanisms to ensure that: 
3.5.1 The teaching capability of staff, both academic and clinical, is supported 
and strengthened. 
3.5.2 Clinical and community placements are better coordinated and aligned 
to the New Zealand Health Strategy and the New Zealand Disability Strategy. 
 

Source: Health Workforce Advisory Committee (2003). The New Zealand Health Workforce Future 
Directions: Recommendations to the Minister of Health. Wellington: NZ Government. 
 
Impact of Population Aging in New Zealand on the Demand for Health and Disability 

Support Services and Workforce Implications  

The document, Impact of Population Ageing in New Zealand on the Demand for Health 

and Disability Support Services and Workforce Implications (MoH, 2004a) was completed 

by Cornwall and Davey, is a background paper prepared for the Ministry by the New 

Zealand Institute for Research and Ageing, and the Health Services Research Centre, 

Victoria University of Wellington. The document consists of a literature review on the 

projected impact of population ageing on health and disability support services (2011-

2021) from selected countries in the Organisation for Economic Co-operation and 

Development, and the implications on health sector policy. Several issues were highlighted 

in the literature review including the future load that will be placed on health and disability 
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services due to the ageing population, the impact this load will have on services, concerns 

about the impact about the impact and challenges for the health workforce. 

The document identified that other countries are facing similar issues to NZ with regard to 

recruitment and retention of the aged care workforce. This is significant with regard to 

addressing the challenge of meeting the needs of the aging population. Two issues 

highlighted were the ageing nursing health workforce and the unpopularity by workers of 

caring for older people in long term care. Recruitment and retention into the aged care 

specialty for “medical professionals” and medical practitioners was noted (MoH, 2004, p. 

80). However, there is no reference to recruitment and retention of nurses in aged care.  

Ageing New Zealand and Health Disability Services 2010-2021: Background 

Information. International Responses to Ageing Population  

The Ageing New Zealand and Health and Disability Services 2010-2021: Background 

Information. International Responses to Ageing Populations (MoH, 2004b) document 

outlines responses and recommendations from international literature on possible 

responses to the demand for health and disability services from the ageing population. 

Countries mainly focused on within this document are; Australia, Canada, the USA and the 

UK. It was identified that to manage the growing demand for health services, four 

particular areas in health would need to change. These areas are; i) the need for more 

health practitioners to cope with the increased number of older people; ii) the need for 

more specialist practitioners in the field of older people, to manage conditions related to 

aging, such as hip replacements; iii) the need for more knowledge in the area of the health 

of the older person; and v) the need for more services to provide support to older persons, 

such as assistance with daily living tasks. 

The change to meet the demand on health services due to an increase in the population of 

the older person focused on the need for more practitioners, including the nursing sector. 

The discussion referred to the need for medical and nursing schools to increase the number 

of intakes. The possibility of recruiting additional nurses and doctors from overseas was 

also raised. The need for more specialist practitioners, more training of advanced practice 

geriatric nurses and NPs employed in rest homes was identified. Actual training or 

education programmes in support of aged care were not discussed. 
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Health Workforce Advisory Committee: Strategic Principles for Workforce 

Development in NZ  

The Health Workforce Advisory Committee: Strategic Principles for Workforce 

Development in New Zealand (HWAC, 2005) contained seven principles based on current 

workforce plans, strategies and other documents relating to the health and disability 

workforce. These principles were developed to provide guidance for future approaches to 

workforce development. The principles are; i) Equity and appropriateness - communities 

should be able to access services appropriate to their needs and receive fair and reasonable 

outcomes from the health and disability workforce; ii) Strategic and sustainable supply - 

the health and disability workforce must be strategic, considering priorities and issues 

which they have identified. Numbers of health and disability practitioners need to be in 

plentiful supply, suitable, sustainable and affordable to meet the needs of the population; 

iii) Healthy workplaces - people working in the health and disability sector must work  in a 

healthy and attractive environment; iv) Collaborative practice - the health and disability 

support workforce are to be supported and encouraged to work across disciplines and 

different settings; v) Effective education - there must be access for the health and disability 

support workforce to relevant, appropriate and continuing education, vi) Stakeholder 

involvement - health and disability support workforce development requires collaborative 

processes to work effectively; and vii) Informing and monitoring - enable health and 

disability support workforce development to work well, effective tools are required to 

make use of the  information gained from monitoring and evaluating. 

The principles are generic when referring to the health and disability workforce, and 

HWAC did not specifically comment on sectors such as aged care. In my assessment two 

principles in particular concern aged care and postgraduate education. These are i) Healthy 

workplaces; and ii) Effective education. The guiding principle of healthy workplaces 

encompasses cultural, social, emotional and organisational components and is not solely 

about health and safety. One aspect of developing a healthy workplace is that it should 

improve recruitment and retention of health practitioners (HWAC, 2005). There is 

potential that this guideline could improve recruitment and retention of staff in aged care. 

In respect to the principle Effective Education, the HWAC recommended the need for 

strong links between regulatory bodies, educational bodies and employers in the health and 

disability workforce to enable the development of relevant programmes. Funding the 

health and disability workforce and ensuring there are sufficient resources to enable 

opportunities for training and study is also an important element of this guiding principle. 
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This guideline could also strengthen the relevancy of postgraduate programmes and 

funding opportunities for nurses working in aged care. 

Future Workforce 2005-2010 

The document Future Workforce 2005 – 2010 (District Health Boards NZ [DHBNZ], 

2005), is a high level strategic framework and plan developed by DHBNZ with support 

from HWAC and the MoH. Through consultation with workforce and service development 

specialists, this framework was designed to encourage and steer “collaborative workforce 

activity” (p. 2) to 2010. 

Following a consultation process eight priorities and actions were identified, one of which 

related to education and training. Actions for this priority were around creating and 

building relationships with the education sector to work together on issues such as 

recognition of prior learning and access to education and competencies. Other actions for 

this priority were to develop e-learning systems and eliciting DHB agreement on 

competencies such as professional portfolios becoming transferable across DHBs and other 

disciplines. There was no specific reference to postgraduate education nor was there any 

reference to older persons.  

Health of Older People Information: Strategic Plan: Directions to 2010 and Beyond 

The Health of Older People Information Strategic Plan: Directions to 2010 and Beyond 

(MoH, 2006a) was developed in consultation with service providers and DHBs to address 

gaps identified in the accompanying Health of Older Persons Statistical Reference Report 

(MoH, 2002). The gaps concerned information services. At the time, information on how 

older people used health and disability support services was not adequate. To address this 

gap the Strategy proposed  “developing the information infrastructure, systems and 

services required to plan, deliver and monitor health and disability support programmes for 

older people as a population group” (p. 3). This Strategy links with the Health of Older 

People Strategy (MoH, 2006) released in the same year. Stakeholders included health 

practitioners, service providers and service users. Specific health practitioners are not 

referred to in this Strategy. 

Health Workforce Development: An Overview  

The document Health Workforce Development: An Overview (MoH, 2006b) provides an 

overview of workforce development since 2000 and was a resource for those involved in 

health workforce development to help with understanding existing issues and ways of 
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managing workforce development. This report is based on priorities identified from the 

Future Workforce 2005 – 2010, and refers to earlier HWAC reports such as The New 

Zealand Health Workforce: a Stocktake of Issues and Capacity 2001 and The New Zealand 

Health Workforce: Framing Future Directions 2003. 

The first section of the report focuses on “setting the scene” (p. 18) of health services and 

the changes they face. Section two examined past and current approaches that are useful to 

enable the health workforce to meet the future changing needs of the NZ population. The 

final section of the report summarises existing and proposed “national and workforce 

development activity” (p. 33) using an example from the mental health workforce 

development model.  

Report of the Safe Staffing/Healthy Workplaces Committee of Inquiry  

The document Report of the Safe Staffing/Healthy Workplaces Committee of Enquiry (Safe 

Staffing Healthy Workplaces Unit, 2006) was released following a committee of enquiry 

held following “national negotiations” for a Multi-Employer Collective Agreement 

between NZNO and the DHBs (p. 7). This report makes recommendations for safe staffing 

and healthy workplaces and addresses issues from NZNO members in relation to safe 

staffing and workplaces.  

The Safe Staffing/Healthy Workplace Committee reported on seven elements of 

safe/staffing and healthy workplaces. The elements were; i) The requirement for nursing 

and midwifery; ii) The cultural environment; iii) Creating and sustaining quality and 

safety; iv) Authority and leadership in nursing and midwifery; v) Acquiring and using 

knowledge and skills; vi) The wider team; and vii) The physical environment, technology, 

equipment and work design. The fifth element acquiring and using knowledge and skills, 

reported that internal and external education, which includes tertiary education, was vital in 

“advancing practice and the overall body of nursing and midwifery” (p. 41). Other 

significant points in the fifth element were: nurses and midwives need protected time to be 

able to gain knowledge and skills and should be supported in this; greater opportunities and 

efforts need to be made in the workplace for gaining knowledge and skills; health and 

education providers need to collaborate to ensure practice drives education; and 

competencies need to be developed between managers and their teams to enable good team 

functioning and more flexible ways of working.   
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Nursing Workforce Strategy 

The Nursing Workforce Strategy (DHBNZ, 2006) discussion document was completed by 

the Nursing and Midwifery Strategy Group, one of the six groups formed as part of 

DHBNZs Future Workforce 2005-2010 strategic workforce plan. The Nursing and 

Midwifery Strategy Group was composed of members from DHBs with support from 

DHBNZs and external advisors. The purpose of the Strategy was to bring together an 

overview of both previous and current sector work on the nursing workforce as a 

foundation for action, and to report priorities for action. A draft discussion document was 

initially sent out for feedback to the education sector, DHBs, non-government 

organisations, professional groups and individuals. The released document incorporated 

changes as a result of the feedback which was then sent to the DHBs’ National Chief 

Executives group for final recommendations. 

This strategy discusses current and future nursing workforce matters. Issues of note in 

2006 were: i) the ageing population and the need for increased care for those 65 years and 

over; ii) the demand that will be placed on primary health care following the goal, ageing 

in place, by the Ministry of Social Developments Positive Ageing Strategy in 2001; iii) the 

need to increase the 2004 small number of nurses working in aged care (13.6%)  and in 

primary health (6.7%) to meet future demand; iv) the ethnic makeup of the nursing 

workforce needs to be more reflective of the population and communities; v) the health and 

education sectors need a more coordinated approach; and vi) the importance for nurses to 

have access to continuing training and education. 

Of note specifically with regard to post registration / postgraduate programmes, nurses 

were able to access programmes. However, the access was unequal across various service 

areas and amongst individual nurses. In addition to clinically focused progammes, nurses 

also needed access to programmes in management, leadership, nursing education and 

research programmes. There was also demand for more interdisciplinary education and 

recognition of prior learning. The expertise of nurses needs to be recognised by education 

programmes in order to avoid them having to complete another qualification if their area of 

practice changes. Finally, the Strategy reported the need for improved alignment of nursing 

education priorities to the needs of the population. 

In discussing the future of the nursing workforce, the Strategy noted that it is likely there 

will be new and expanded competencies for RNs in the future to enable RNs to meet the 

increased complex needs of patients. Competencies identified included: cultural, 

relationship management and leadership, expanded assessment skills, interdisciplinary 
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practice and team work, working in partnership with patients, and the management of 

ethical issues, research and quality. One significant point made by the Nursing and 

Midwifery Strategic Group, with regard to education and the nursing workforce, was in 

order to improve development and promotion of retention in the nursing workforce, 

postgraduate programmes need to be “more comprehensive and health service responsive” 

(p. 31). 

Four recommendations were made for priority action from the Nursing and Midwifery 

Strategy Group. These are; i) To develop the nursing workforce in primary health, rural 

and community based services; ii) To support development and retention of the nursing 

workforce; iii) To increase the ethnic diversity of the nursing workforce; and iv) To 

progress development of a coordinated sector wide nursing workforce strategy (DHBNZ, 

2006, p. 33). There were no specific recommendations for developing the aged care 

nursing workforce. 

Future Workforce Our Health Workforce Today and the Future  

The document Future Workforce Our Health Workforce Today and the Future (DHBNZ, 

2009) is a high level document that extends the earlier Future Workforce 2005-2015. This 

2009 document adds to what has been achieved since 2005 and listed 10 overarching 

priorities (Table 15). The priorities and related actions were identified by sector networks 

for the short and long term. Some of the actions specifically refer to the nursing workforce, 

health of older people services and education. Three priority actions (1,4,and 10) are of 

interest here. 

Priority action one concerns the development of new roles and responding to issues around 

health sector demands as well as numbers of health and disability practitioners within the 

workforce, has the intention to support, develop and expand new roles for health 

practitioners and includes the operating theatre workforce, Enrolled Nurses (ENs), NPs and 

Nurse Endoscopists. The fourth priority focuses on growing and developing the public 

health and primary health care (PHC) workforce including RNs in PHC and health of older 

people services and NPs. This action considers recruitment needs for RNs in PHC and 

health of older people as well as better support for new graduate nurses going into these 

areas. 

The 10th priority addresses education for the health and disability workforce. This includes 

i) forecasts of the number of graduates (medical and nursing) expected; ii) continuing to 

develop relationships with education providers locally, regionally and nationally; iii) 
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encouraging the continued growth of a learning culture; and iv) ensuring postgraduate and 

on-going education for health practitioners. The document signalled the intention of 

strengthening the health and disability sectors input with the Clinical Training Agency 

regarding their priorities and strategic plans to increase alignment and provision of funding 

of postgraduate education.  

Table 15: Action priorities identified by sector networks  
 
Priority  Action 

1 Identify and respond to whole sector workforce supply issues. 
 

2 Value health and disability workforces by fostering supportive work 
environments and positive cultures. 
 

3 Support development of clinical leadership working in partnership for 
improved retention, productivity, service quality and health outcomes. 
 

4 Grow and develop the public health, primary health care, rural, and 
community workforce including NGOs. 
 

5 Grow and develop Māori health and disability workforce. 
 

6 Grow and develop Pacific health and disability workforce. 
 

7 Grow and develop a sustainable care and support workforce. 
 

8 Align the workforce, including developing new roles, to address population 
health needs and service models (of prevention, early identification and  
intervention). 
 

9 Build a whole system unified approach to workforce development and 
planning (including cross government activity). 
 

10 Ensure health and disability service and workforce demand drives education 
content and delivery. 
 

Source: District Health Boards New Zealand, (2009). Future Workforce Our Health Workforce Today and 
the Future. Wellington: NZ Government. 
 
A Nurse Education and Training Board for New Zealand  

A Nurse Training Board in New Zealand (MoH, 2009), written by Len Cook for the 

Minister of Health, presents findings of an evaluation of the need for a Nurse Education 

and Training Board to oversee nursing training and education in NZ. In response to the 

document, the Minister of Health established a Committee on Strategic Oversight for 

Nursing Education. The review of nursing education and training was carried out involving 

consultation with nurse leaders, educators and others from the health service. The report 

made recommendations on the place of nurses in the health service, current education and 
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training of nurses, the current and future demands on nurses, and leadership of the nurse 

education system. Postgraduate education and post-entry education for clinical nurse 

training were also addressed. The report identified postgraduate education issues including 

that senior nurse employment pathways were not reflective of their postgraduate 

qualification, and postgraduate qualifications would be better if they were linked to 

employment, roles or a financial reward system. 

Cook recommended that the Minister of Health note; i) it would be considerably beneficial 

for nurse education training to develop a high level governance system; ii) there is a high 

commitment between nursing groups who were consulted on the need for an education and 

training board; and iii) there is a need for health professionals to collaborate more 

effectively in the oversight of the health workforce as a whole, in training and in the 

advancement of skills for providing treatment and care to New Zealanders. 

Workforce for the Care of Older People: Phase 1 Report 

The Workforce for the Care of Older People: Phase 1 Report (MoH, 2011a) was carried 

out by HWAC who at the time commissioned several service reviews for the purposes of 

informing future workforce development. This review of services for older people 

considered; the needs of older people, the way services were currently provided, how 

future services could be different, and what needs to change for the future, especially in 

relation to workforce development. 

The review was carried out using model scenarios, i) prevention and restorative care; ii) 

leveraging the current workforce; and iii) designing services to meet the needs of older 

people. The review included five recommendations. The first was, there needed to be an 

increased focus on prevention and rehabilitation service choices for older people with the 

likelihood of older persons’ independence being maximised using short term interventions. 

Secondly more work was needed to support formal and informal caregivers. It was also 

recommended that caregivers receive specific training and development as well as career 

paths. Thirdly it was recommended that clinical specialists whose role is in the needs of 

older people are recognised as an important resource. These clinical specialists, who 

include nurses, were noted to provide advanced knowledge and skills to other health and 

support workers in PHC and the community. The fourth recommendation was for acute 

care to be better prepared to meet the needs of the older person in service and facility 

design. The final recommendation concerned the need for improved integrated care for the 

older person.   
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Evaluation of the Nurse Practitioner in Aged Care 

The Evaluation of the Nurse Practitioner in Aged Care (MoH, 2013) provides results from 

an evaluation of a project on a Nurse Practitioner: Older Adult, who worked in aged 

residential care facilities in a district of New Zealand as part of a project. The project was 

sponsored by MidCentral DHB and Central PHO and involved three residential care 

facilities. The impetus for this project was from the strategic initiatives of two residential 

care organisations wanting to address the health of older people in aged residential care. 

These residential facilities simply wanted to change the model of care so older persons 

would have improved access and quality of care, timely and seamless access to health and 

social services, and clinical leadership and front line support to nurses and health care staff. 

The introduction of the NP Older Adult was one way of addressing those changes. Health 

Workforce New Zealand funded an evaluation of the pilot to determine the impact the NP 

had on the three residential facilities.Findings from the evaluation were positive (Table 16) 

and from this, several re commendations were made.  

 Table 16: Findings from evaluation of Nurse Practitioner role in aged residential 

care  

Increased timely access to primary healthcare services. 
 
Decreased fragmentation across primary and secondary services through a care 
coordination approach. 
 
Decreased presentations to the emergency department and reduced hospital admissions. 
 
Reduction in polypharmacy. 
 
Highly collaborative care between Nurse Practitioner, General Practitioners and hospital 
specialists and aged care staff. 
 
Advanced clinical nursing leadership that increased staff confidence and decreased 
anxiety. 
 
Positive impact on the recruitment and retention of General Practitioners, who noted 
they were more attracted to working in the sector knowing they had the clinical support 
provided by the Nurse Practitioner role. 
 
Source: Ministry of Health (2013, p. 8).Evaluation of Nurse Practitioner in Aged Care. Wellington, NZ 
Government. 

Recommendations of note were; i) that the model of care with the NP be on-going; ii) 

strategies be developed to share this innovation via the MoH, HWNZ and Regional 

Training Hubs; iii) that prospective models of care for delivering PHC services to aged 

residential care facilities be scoped; and iv) “the improved workforce knowledge and move 



61 

towards aged care settings as learning organisations through NP led practice development, 

is significant and should incorporate the interdisciplinary team to maximise resources and 

ensure sustainability” (p. 8).   

Update of the New Zealand Health Strategy: All New Zealanders Live Well, Stay 

Well, Get Well Consultation Draft 

The document Update of the New Zealand Health Strategy: All New Zealanders Live Well, 

Stay Well, Get Well Consultation Draft (MoH, 2015c) was released for consultation with 

analysis and feedback expected in 2015. Analysis and feedback from the consultation will 

be released mid 2016 (MoH, 2015). This is the first time the strategy has been updated 

since the original New Zealand Health Strategy was released in 2000. Issues to be 

addressed include, the population has continued to age and future needs will require more 

care and support; current services for some families are not as accessible as they should be 

and there is an increase in demand for the social needs of the most vulnerable. The 

consultation strategy is in two parts, future directions and a roadmap of actions. There is no 

specific reference to older persons, nursing workforce development or further education 

within the future themes or actions. Of note though, is action four of the roadmap which 

states “Remove legislative barriers to allow health practitioners, such as pharmacists and 

nurses, to prescribe under limited circumstances” (p. 36). 

Service Specification Nursing Entry to Practice  

Service Specification Nursing Entry to Practice (MoH, 2014c) describes the requirements 

of the Nursing Entry to Practice (NETP) Programme. It also provides criteria for Aged 

Residential Care (ARC) NETP. NETP is a partially funded programme by the MoH 

specifically for RNs in their first year of practice following successful completion of their 

Bachelor of Nursing and passing NCNZ state finals. The Nursing Entry to Specialty 

Programme (NESP) is also a partially funded programme and is specifically for nurses 

working in mental health and addiction. This NESP programme receives funding from Te 

Pou. The purpose of NETP and NESP Programmes is to provide a safe and supportive year 

for graduate RNs assisting them through their transition from a novice competent nurse to 

a more skilled, safe and competent RN, and to increase recruitment and retention numbers 

of RNs. All NESP nurses complete a postgraduate certificate, however each individual 

DHB decides on the educational component for NETP nurses. This component can be a 

postgraduate paper undertaken through a university or a polytechnic, or a DHB designed 

educational component (MOH, 2014c).  



62 

In 2009, as a way of encouraging graduate nurses, midwives and doctors to work in hard to 

staff communities and specialties, HWNZ released the Voluntary Bonding Scheme (MoH, 

2014b). Health practitioners who joined this scheme are paid a higher annual salary, which 

can go towards repaying their student loan or to top up their take home income for up to 

five years. Aged residential care is considered a hard to staff area. 

Aged Residential Care Nurse Entry to Practice (ARC NETP) Evaluation Report 

The document Aged Residential Care Nurse Entry to Practice (ARC NETP) Evaluation 

Report (MoH, 2015a) provides results from a programme pilot commissioned by the 

Office of the Chief Nurse, MoH. The pilot involved an Aged Residential Care (ARC) 

NETP programme for 15 graduate nurses working in 11 ARC facilities. Additional funding 

was attached to this programme to increase and improve support for those nurse graduates. 

The evaluation, conducted by Howard-Brown and McKinley (2014) included seven 

recommendations. Recommendations of note were; i) to improve how pilots are developed 

and implemented, as there had been a lack of clarity in the implementation of the Aged 

Residential Care pilot; ii) to promote ARC as a career option to improve the recruitment 

process for ARC; and iii) to strengthen preceptoring in ARC. Of importance to this 

research was a final consideration from the evaluation on whether or not it was cost 

beneficial to include a postgraduate paper in the NETP Programme taking into account the 

stress experienced by graduate nurses in taking on postgraduate study (MoH, 2014). Since 

the evaluation, ARC NETP- programmes have been introduced for all 20 DHBs.  

Between 2013 and 2014 the MoH introduced one off additional funding for high need PHC 

practices who employed new graduate nurses on the NETP programme. The scheme was 

known as Very Low Cost Access (VLCA) Practice Sustainability. This was introduced 

because particular practices were known to have a high proportion of people with complex 

needs as well as infrastructure and resource issues. The funding of $2.4 million dollars for 

48 graduate nurse positions nationally, was to pay for the graduate nurses salaries for the 

12 months of the NETP Programme. The additional funding was only available to those 

practices which qualified having a high proportion of high needs clients (MoH, 2015). An 

evaluation carried out in 2015 showed there were positive results from the VLCA funding 

in all areas of sustainability issues. There were also positive results for the graduate nurses 

around employment retention and they were well supported in their learning and practice 

throughout the 12 months of the NETP Programme. 
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Postgraduate Nursing Training Specification 

The Postgraduate Nursing Training specification (MoH, 2011b) describes the criteria for 

postgraduate nursing funding for New Zealand DHBs. Postgraduate nursing funding is 

allocated to all 20 DHBs for nurses to undertake postgraduate education. Funding was 

originally provided for nurses working in hospital based services However, this has since 

changed and there are now four funding streams based on geographical or clinical area of 

work. These include RNs working in hospitals, aged care, PHC and rural areas. The 

funding pays for course fees and clinical release time so nurses can be released from their 

clinical area to attend study days. It also pays for travel and accommodation, clinical 

mentoring, professional supervision and Maori and Pacific cultural support.  

Summary  

Since the release of the New Zealand Health Strategy in 2000 many policy and workforce 

documents have been released from the government. These documents have become more 

specific over time about nursing workforce development. Yet, it has taken over 15 years to 

put these strategies into action. A strong theme running through the documents is the need 

for a more strategic approach to developing the health and disability workforce to further 

meet the demands of the current and future aging population in NZ. For nursing this means 

advancing and expanding nursing roles, such as Nurse Specialists and NPs with 

prescribing rights. This is especially relevant in PHC due to one of the priorities in the 

Positive Ageing Strategy, “ageing in place”, which refers to older persons ageing in their 

homes for as long as possible rather than going into residential care. There will also be 

more pressure and demands placed on nurses caring for older persons in aged residential 

care as people live longer. 

Another theme running through many of the documents is that the education and health 

sector need to be collaborative and work together to be more effective in meeting the 

workforce’s needs. Education and training is important and needed for the health 

workforce as a whole including nursing. This encompasses undergraduate and 

postgraduate education. This is important for nursing, as nurses will need to be trained and 

educated to provide more advanced care, expand their roles, and to increase the number of 

NPs in PHC and aged residential care. This ends the document review on the group of 22 

clustered documents on government policy perspectives. 
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Professional Body Perspectives 2000 to 2015 

The second group of 17 clustered documents from three professional bodies - NCNZ, the 

College of Nurses Aotearoa New Zealand, and NZNO. The documents, which vary in 

focus, are set out in a historical timeline (Table 17). Eight documents were on the nursing 

workforce, four on nursing education and two concerned NPs. There was one annual 

report, one document on aged care, and one concerning a membership group.  

Table 17: Historical timeline of professional body documents 2000 - 2015 

Year Document Focus 

2000 New Zealand Registered Nurses, Midwives and Enrolled 
Nurses Workforce Statistics 
 

Nursing Workforce 
 

2006 National Gerontology: Section of New Zealand Nurses 
Organisation Strategic Plan 2006-2011 

Aged Care 

2008 Education Survey Report: Implications for Practice (New 
Zealand Nurses Organisation) 

Nursing Education 

2010 The Future Nursing Workforce: Supply Projections 2010-
2035 

Nursing Workforce 

2010 Clarifying Nursing Education Funding Issues  Nursing Education 

2010 Education Programme Standards for the Registered Nurse 
Scope of Practice 

Registered Nurse / 
Education 

2011 Employment Survey (New Zealand Nurses Organisation) Nursing Workforce 

2012 The New Zealand Nursing Workforce 2012-2013 Nursing Workforce 

2012 Competencies for the Nurse Practitioner Scope of 
Practice 
 

Nurse Practitioner 

2013 Employment Survey (New Zealand Nurses Organisation) 
 

Nursing Workforce 
 

2013  The Future Nursing Workforce: Supply Projections 2010-
2035 (Nursing Council New Zealand) 

Nursing Workforce 

2013 College of Nurses Aotearoa Strategic Plan 2013-2016 Nursing Group 

2013 Education Policy Framework (New Zealand Nurses 
Organisation) 

Nursing Education 

2013 Consultation on the Scope of Practice & Qualifications 
Prescribed for Nurse Practitioners 

Nurse Practitioner 

2014 Annual Report (Nursing Council of New Zealand) Annual Report 
 

2015 
 

The New Zealand  Nursing Workforce: A profile of 
Nurse Practitioners, Registered Nurses and Enrolled 
Nurses 2014 – 2015 
 

Nursing Workforce 
 
 

2015  Employment Survey (New Zealand Nurses Organisation) Nursing Workforce 
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New Zealand Registered Nurses and Midwives Workforce Statistics 

The New Zealand Registered Nurses, Midwives and Enrolled Nurses Workforce Statistics,  

(NCNZ, 2000) covers the period 1998 – 1999. The purpose of this report was to inform the 

health sector and aid policy development concerning the future of the nursing and 

midwifery workforce. Data collected on RNs and Midwives are difficult to separate, due to 

the way data from Annual Practicing Certificates were collected. 

Nursing and midwifery workforce data at this time consisted of a total of 31,869 RNs and 

Midwives. There were 843 RNs/Midwives per 100,000 populations. At this time in NZ, 

pressures impacting on the nursing workforce included people living longer and their 

health needs becoming more complex as they age, an increase in mental illness, increase in 

diabetes and some cancers and infectious diseases. Other pressures on the nursing 

workforce included: an increased demand for more Māori nurses and an increase in 

demand for the unregulated workforce. In 1999 some designated nurses had been given 

extended prescribing rights through the Medicines Amendment Act 1999. This was 

initially limited to two scopes of practise, aged care and child/family health. The number of 

RNs employed in continuing care was 3,718, whereas the number of RNs employed in rest 

homes was 2,153. 

In 1998 the average age of the RN/Midwife was 42.6 years. There were higher numbers of 

those aged 35 years or under employed in a hospital or in nursing agencies, whereas those 

aged 50 years or over were more inclined to be employed in rest homes or in hospital 

community services. Of the 2153 RNs employed in rest homes, 317 (14.7%) were aged 50 

to 54 years, and 302 (14.2%) were aged 55 to 59 years.  

Ethnicities of all RNs Nurses/Midwives in 1998 were composed of: European/Pākeha 

25,786 (80.9%), Māori 955 (3%), Pacific people 618 (1.9%), and other European 2903 (9.1 

%). Those with other ethnicity not accounted for on the list were 1375 (4.3%) and those 

not reported 232 (0.7%). The number of nurses immigrating to NZ increased from 290 in 

1994 to 1400 in 1998. In 1998, ethnicities of RNs employed in rest homes were: NZ 

European 1,706 (79.2%), NZ Maori 56 (2.6%), other European 150 (6.9%), Pacific 22 

(1%), and other 158 (7.3%) with not stated at 12 (0.5%). In 1998, statistics on the RNs 

/Midwifes country of registration was referred to as country of graduation with: NZ 26,778 

and overseas 5,091. 

Although a postgraduate educational framework, guidelines and competencies had been 

developed by NCNZ in 1999 to assess, approve and monitor nursing practise programmes 
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(from beginning practitioner to advanced nursing practice), there was no data provided in 

the report on the numbers of RNs with a postgraduate qualification. 

National Gerontology Section of New Zealand Nurses Organisation Strategic Plan 

2006-2011 

The National Gerontology Section of the New Zealand Nurses Organisation 2006-2011,  

(National Gerontology Section NZNO, 2006) provided the goals and aspirations of the 

National Gerontology Section, a strategic plan to 2011, and a business and action plan 

from 2005 to 2007. Throughout this document continuing education and professional 

development for members of the National Gerontology Section are addressed. One aim of 

the Section is to “Encourage, promote and provide the development of educational 

programmes / seminars for gerontology nurses and those interested in the care of older 

people” (p. 5). Although the above aim does not specify if the education is postgraduate, it 

is clear within the strategic plan that tertiary education is included, as the plan refers to 

developing relationships with tertiary education providers as a way of promoting 

gerontology as being a significant and worthwhile nursing specialty. 

New Zealand Nurses Organisation Education Survey Report: Implications for 

Practice 2008 

The New Zealand Nurses Organisation Education Survey Report (Brinkman, Wilson-Salt 

& Walker, 2008) published findings of a survey undertaken to explore issues surrounding 

attaining professional development hours for RNs to maintain their competencies, and to 

then be in a position to put improved systems in place. Of the 1650 surveys sent to a 

random sample of registered and enrolled nurses who were NZNO members, 720 (43.6%) 

responded. Completion of the survey was voluntary and respondents were not identifiable. 

Of the 720 respondents, 47 (6.5%) had a postgraduate qualification. The main findings 

from the survey were: i) percentages of professional development for workplace options 

were more popular than nursing tertiary education options, for example approximately 

94% chose in-service education, and 20% chose to do a postgraduate certificate, ii) 54% of 

the respondents described having conflict with time and other commitments, iii) 18.6% of 

respondents reported a need for work life balance, and iv) taking time off work, the cost of 

fees, travelling distance and time were described as obstacles to professional development. 

Findings also showed a proportion of respondents referred to being insufficiently prepared 

for specific areas of their role as a RN during their pre and post nursing education. Other 

areas identified were conflict resolution, information technology, managing challenging 
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behaviour, and coping with rostered and rotating shift work. How health political processes 

and systems functioned were also identified by the respondents as not being adequately 

covered in their pre-registration nursing education. The survey also found interest in 

professional development increased by age of respondents with approximately 42% in the 

50-54 age group with plans for future study, this increased to approximately 48% in the 55-

59 age group. Of those in the 60-64 age group, approximately 52% had plans for study, 

with the 65 and over age group at approximately 55% compared to the 25-29 age group at 

approximately 37%.   

The Future Nursing Workforce: Supply Projections 2010-2035 

The Future Nursing Workforce: Supply Projections 2010-2035 (NCNZ, 2013) presented 

nursing workforce projections based on information about the 2010 nursing workforce to 

inform and provide tools for nursing workforce decision makers. The NCNZ 

commissioned Business and Economic Research Limited to carry out the projections, using 

economic modelling. They developed four possible ‘what if ’scenarios to demonstrate how 

decisions made about workforce supply could influence the future nursing workforce. The 

focus of the scenarios (Table 18) are: i) population growth; ii) the ageing population; iii) to 

increase international nurses; and iv) to decrease the number of NZ nursing graduates. In 

relation to the aged care workforce, apart from scenario one and two, there is no specific 

reference to aged care. However, from reading the results of scenario three and four, it is 

likely possible that there would be an effect on aged care. For example in scenario three in 

which the number of international nurses are increased, it is likely there would be a rise in 

international nurses employed into aged care.  

The outcome of the modelled scenarios show the need for a strategy with well-defined 

priorities in order to grow and enable the nursing workforce to act in response to the 

changing needs in the health of the NZ population.  
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Table 18: Scenario results and possible effect on aged care Registered Nurse 
workforce  
 
Scenario  Actual Scenario Possible Effect in Aged Care 
Population 
Growth 

Grow the supply of nurses to meet 
population growth 

The greatest demand for ENs 
working in rest home residential 
care would between 2025 and 
2030 

Ageing 
population 

Increase number of graduate nurses to 
meet population health needs. Between 
2015 and 2020 increasing numbers by 
2.5 % per annum, then, to 3% per annum 
between 2020 and 2025. With a further 
3.5 % per annum between 2025 and 
2030 and again between 2030 and 2035. 
 

Registered Nurses (RN) 
2010 = 3,090 RN (approx.) 
2035 = 8,000 RN 
Highest increase in RNs being 
employed into aged care will be 
between 2020 and 2025. 

Increase 
international 
nurses 

The number of graduate nurses overall 
stays the same. 
In 2020, number of graduate nurses is 
1,580.  
There is a labour constraint by 2020 due 
to the growing population. This 
constraint is met by growing numbers of 
internationally qualified nurses from: 
2010 = 25% RN workforce 
2035 = 33% RN workforce 
 

There is no specific mention of 
the possible effects on aged care 
RN workforce under the results of 
this scenario. 

Decrease 
number of New 
Zealand nurse 
graduates 

2014 – 2019 enrolments in Bachelor of 
Nursing programmes remain unchanged. 
2020 – 2029 enrolments in NZ schools 
of nursing decline by 0.25% per annum. 
2030 – 2035 continue to decline.  
Number of nurses graduating declines 
by 0.5% per annum on average. 
 

There is no specific mention of 
the effect on RN and EN aged 
care workforce under this 
scenario. 

Source: Nursing Council of New Zealand (2013). The future nursing workforce: Supply projections to 2010-
2035. Wellington, NZ. 

Clarifying Nursing Education Funding Issues  

Clarifying Nursing Education Funding Issues (NZNO, 2010), by Anne Brinkman, provides 

a background on funded nursing education from 1993 to 2010. It captures how post 

registration nursing education had been established and funded over the 17 year period by 

the Clinical Training Agency, then Health Workforce New Zealand. The aims of the 

document were to improve collaboration between nursing practice and education through 

providing an historical viewpoint, information on the current setting, and recommending 

guiding principles.  

The changes in nursing funding over time for postgraduate education were in areas such as 

rural and primary health, mental health, the introduction of the NETP programmes, and 

supporting the development of postgraduate papers towards Masters and NPs. There were 
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no specific references in this document about aged care other than to outline what was 

expected to be gained through aged care nurses completing a postgraduate certificate in 

1996 to1997. Nurses in aged care completing a postgraduate certificate at that time were 

expected to develop their knowledge in areas such as; decision making, team leadership, 

collegial support, professional judgement, research, ward management and innovative 

practice.   

The amount of funding provided by the Clinical Training Agency had increased over time, 

although the majority of funding was allocated to medicine. As an example, in 2007/2008, 

of the total Clinical Training Agency budget, funding allocated to nursing was $11,100,498 

(9.86%) whereas for medicine (vocational and non-vocational).The allocation was 

$78,243,109 (69.5%).   

To provide some direction for successful future nursing education, the NZNO proposed a 

framework of seven guiding principles. The principles were that educational funding needs 

to be: i) appropriate, and founded on the health needs of the population (national, regional 

and local) and on what nurses need to learn to enable the provision of confident and 

competent nursing care; ii) acceptable, and culturally appropriate so nurses can provide 

culturally acceptable care. As well as being culturally appropriate, nurses need to develop 

political competence so they can be better advocates for their patients; iii) affordable, to 

make best use of limited education and health funding and needs to be managed more 

efficiently on a national basis; iv) accessible, with less rigidity and better resources to 

enable nurses to have easier access; v) relevant and flexible so education is appropriate to 

the changing health needs of the population; vi) supported, so as nurses can be released 

from the workplace to enable increased learning opportunities; and vii) evaluated, to 

determine if learning outcomes have been achieved. 

Education Programme Standards for the Registered Nurse Scope of Practice  

The Education Programme Standards for the Registered Nurse Scope of Practice (NCNZ, 

2010) outlines educational programme standards for the RN scope of practice. These are 

the seven standards by which tertiary education providers, who run undergraduate nursing 

programmes must follow to ensure nursing students complete a NCNZ approved 

programme to gain their registration (NCNZ, 2010). Content of the curriculum is covered 

in Standard Two and maintains that the curriculum must be based on national health 

priorities. This suggests that if the standards are adopted, and aged care becomes more of a 

national health priority, then it will hold more significance within the nursing curriculum. 

Standard Two also covers clinical experience and maintains clinical experience be held in 
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a variety of settings, one of which includes aged residential care. Although only 

undergraduate education is covered in this document, undergraduate education is a   

prerequisite to postgraduate education. Undergraduate education also relates to nursing 

workforce development and aged care.  

New Zealand Nurses Organisation Education Policy Framework  

The New Zealand Nurses Organisation Education Policy Framework (NZNO, 2011) 

outlines NZNO’s policies, rationales and recommendations on nursing education. The 

seven principles, outlined by Brinkman in the document Clarifying Nursing Funding Issues 

(NZNO, 2010), are utilised in this document. The policy covers post-registration as well as 

postgraduate nursing education. The NZNO made recommended actions (Table 19) for 

postgraduate education from this policy.  

Table 19: NZNO recommended actions for postgraduate education  

Recommended Actions 
 

New Zealand 
Nurses 
Organisation 

• In its policy documents, media statements and other work, 
promotes the importance of ensuring postgraduate education 
for nurses. 

• Articulates support for clear workforce data collection and 
analysis by the MoH and the provision of appropriate, 
accessible and equitable funding for postgraduate education. 

Education 
Providers 

• Work with clinical providers to facilitate robust research 
into NETP and NESP outcomes, in particular inclusion of 
postgraduate courses during the programme. 

• Promote sound, supported career planning for/with new 
graduates and other nurses. 

Clinical Providers • Work in collaboration with the NCNZ and clinical providers 
to ensure NETP education provision meets the new graduate 
students and consumers. 

• Promote sound , supported career planning for/with new 
graduates and other nurses 

Ministry of 
Health 

• Continues to provide funding for postgraduate nursing 
education and work toward ensuring this provision is 
equitable. 

• Provide funding for identified postgraduate studies in 
specialties where there is no education programme in new 
Zealand 

• Provide funding for appropriate interdisciplinary 
postgraduate programmes. 

Source: New Zealand Nurses Organisation (2011). The New Zealand Nurses Organisation Policy Framework 
(p.19). Wellington, NZ. 
 
Of note in the section on postgraduate education, the NZNO affirm they do not support 

postgraduate education as being a requirement of the NETP programme for RNs and 



71 

recommends clinical providers research the outcomes of NETP and NESP with regard to 

the postgraduate education component. The NZNO supports the MoH postgraduate 

education nursing funding for developing nurses to take up roles in advanced and specialist 

clinical nursing positions, in leadership, management, research and education. It also 

supports funding from the MoH for postgraduate programmes not provided in NZ for 

nurses in specialty areas such as infection control.  

Overall the NZNO supports postgraduate education and funding from the MoH. However, 

of note, the section on postgraduate study does not address specific areas of nursing such 

as older persons. Although, in the section on curricula content, the NZNO does affirm their 

belief in curricula needing to be focused on the future with “growing emphasis on primary 

health care, age related care and long-term conditions’ management in the community” (p. 

14).  

New Zealand Nurses Organisation Employment Survey 2013 
 
The New Zealand Nurses Organisation Employment Survey 2013 (NZNO, 2013) reports 

on specific and broad themes, and areas of relevance for those involved in planning for the 

nursing workforce. This includes managers, policy makers and the NZNO. Using a web-

based survey, this was the third biannual such survey undertaken by the NZNO; the 

previous surveys were conducted in 2009 and 2011. In addition to the questions used in the 

previous two surveys, new questions were added concerning health and safety, changes in 

employment law and care capacity management. From a random sample, a total of 4571 

survey requests were emailed resulting in a 1448 (32%) return rate, the respondents 

included RNs, ENs, NPs and midwives. Of the 1448 responses, 110 (8%) nurses identified 

they were employed in continuing care/residential care. There is no breakdown separating 

the number of RNs and the number of ENs. Questions asked about nursing workforce 

development generally on the following subjects: i) respondent profiles; ii) pay and 

employment agreements; iii) working patterns; iv) workload and staffing; v) job change 

and career progression; vi) organisational change and restructuring; vii) continuing 

professional development; viii) health and occupational health and safety; and ix) morale. 

The results which made particular reference to aged care, were on working patterns and 

workload and staffing, 

Results from questions on workload and staffing, showed less than 50% of respondents 

thought they were sufficiently staffed to meet patients’ needs, with those working in aged 

care more likely to report to their employer that there were insufficient nursing staff on 

shift to provide safe care. From the survey results for aged care, 26 respondents identified 
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this would happen several times a week, with 14 reporting every shift. Results from 

questions on working patterns compared percentages of hours worked by those employed 

by a DHB and those employed in aged care. Of note, the numbers of respondents working 

more than 38 hours a week in aged care, was significantly higher than those working in a 

DHB by approximately 10 percent. However, the number of DHB staff working 25 to 32 

hours a week was higher by one to two shifts a week, or approximately seven percent. It 

was also identified that the number of nurses working in aged care over the age of 65 had 

increased, but it was not stated in the report how much of an increase this was. 

Overall, results from questions on continuing professional development revealed over half 

of the regulated nursing workforce were well qualified and had a postgraduate 

qualification. The biggest barriers to respondents completing professional development 

were problems attending courses during work time (approximately 34%), the cost of fees 

(approximately 32%), and commitments (approximately 28%). These results were not 

broken down into areas of employment. One of the recommendations to come from the 

results covered workload, stress, and the lack of job satisfaction. It was recommended 

support and leave for professional development, safer staffing levels, and improved shift 

rostering be guaranteed. 

The New Zealand Nursing Workforce 2012-2013 

The New Zealand Nursing Workforce 2012 -2013 (NCNZ, 2013) is a biennial report on the 

profile of the NZ, nursing workforce. The Nursing Council had released similar reports, in 

2000, 2002, 2010 and 2011. The purpose of this report was to provide current and reliable 

data for development of policy, planning and research. Data for the report comes from the 

information NPs, RNs and ENs provide annually when renewing their annual practicing 

certificates.  

The report showed that at the end of March 2013 there were a total of 47,751 nurses 

practicing in NZ. Of those, 45,313 were providing direct services to the public, with 46% 

of the workforce aged 50 years or over, indicating the nursing workforce is aging. Ethnic 

groups showed nurses identifying as NZ European were the highest at 67%, NZ Māori at 

seven percent and Pacific Peoples at three percent. There were 107 practising NPs, and 

44,782 practising RNs. The NPs workforce had an increase of 12, from 89 in 2011. Of the 

107 NPs, there were 100 female and 7 male. Most NPs worked in DHB acute settings (38), 

the next highest were in PHC/community settings (37) followed by DHB community 

setting (29). Only two NPs worked in rest home/residential care.   
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The RN workforce consisted of 44,782, an increase of 496 nurses since the 2011 report. A 

total of 18,630 RNs were employed in acute settings at DHBs, with 4,516 employed in 

community settings at DHBs and 3,500 employed in other areas of DHBs. A total of 6,323 

RNs are employed in PHC/community settings and 4,259 in rest home/ residential care. 

The ethnic breakdown for rest home/residential care showed 2,224 identified as NZ 

European, 458 as other European, 228 as NZ Māori, six as Cook Island Māori, and 178 

identified as Pacific Peoples (includes Samoan, Tongan, Niuean, Fijian, Tokelauan and 

other Pacific). The highest number of nurses other than NZ European, where those who 

identified as Filipino at 742.  

It was reported 44% of the RN workforce had a postgraduate qualification. In reporting 

statistics for RN and postgraduate education, the document refers to postgraduate 

qualifications only by practice setting, as opposed to employment setting, such as rest 

home/residential care. For this reason, it is hard to determine the actual numbers of RNs 

working in rest home/residential care as they were merged into continuing care elderly. 

The number of RNs working in continuing care/elderly with a postgraduate qualification is 

reported as 26.2% (which is low in comparison to other practice settings), PHC (41.9%), 

practice settings in DHBs such as surgical are at 29%, theatre (33.8%), medical (30.4%), 

assessment and rehabilitation (36.2%), district nursing (41.4%), obstetrics/maternity 

(52.4%), and mental health (47.5%).  

Competencies for the Nurse Practitioner Scope of Practice 

The Competencies for the Nurse Practitioner Scope of Practice, (NCNZ, 2012) outlines 

the NP’s scope of practice, required qualifications, domains of competence, competencies 

and indicators. A scope of practice for NPs was first established by NCNZ in 2003 

(DHBNZ, 2006), and at the time this document was released, there was the option of the 

NP role with or without prescribing rights. The 2012 document was in response to HWAC 

(2001) and included two recommendations for workforce initiatives for nursing. The first 

was to develop regulations for NPs to prescribe, including in aged care. The document 

covered the qualifications and competencies for these “expert Nurses who work within a 

specific area of practice incorporating advanced knowledge and skills” (p. 2). 

The College of Nurses Aotearoa Strategic Plan 2013-2016 

The College of Nurses Aotearoa Strategic Plan 2013-2016 (College of Nurses Aotearoa, 

2013) is a three year plan and direction to members of the College of Nurses Aotearoa. The 

purpose of the College is to provide a medium for nurses to enable them to critically 
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review educational, professional and research matters relating to nurses and to the 

attainment of reasonable outcomes for health consumers. The document contains three 

strategic directions: i) to align nursing workforce development with community need; ii) 

influence policy/health leadership; and iii) develop a sustainable future. There are key 

objectives for each of the three strategies.  

In relation to the strategy on workforce development, there are five objectives. None of 

which refer specifically to aged care. These objectives do refer to the support and 

workforce development of PHC nursing, NP development, supporting Maori nurses, 

identifying future leaders within the College of Aotearoa membership and externally; and 

removing barriers to maximise the use of the nursing workforce. 

Literature Review for the New Zealand Qualifications Review 

The Literature Review for the New Zealand Qualifications Review: Aged Care, Disability, 

Health and Social Services paper was commissioned by Careerforce in 2013. Careerforce 

are an industry training organisation for the health and community support sector in NZ. 

They work nationally with employers to develop qualifications recognised by the New 

Zealand Qualifications Authority (Careerforce, 2015). In 2013 the New Zealand 

Qualifications Authority carried out a review of qualifications aiming to lessen the number 

of level 1 to level 6 qualifications due to changes in the health, disability, aged support and 

social services sector and to ensure those qualifications would be more applicable to 

workers and employers in the future. The purpose of the document was to expand on 

previously identified topics and themes, one of which concerned the gaps in qualifications 

and pathways. 

Although the focus of this paper is on the unregulated workforce, it is worth noting from 

the section in the document on aged care, NZ’s aging population has a predicted increase 

in demand within the aged care workforce of 50% to 75% between 2015 and 2026 (these 

figures include caregivers, nurses, medical staff and therapists). Interestingly, attention was 

also drawn to two key factors. The first was the need for future managers of aged care 

facilities to have better skills and knowledge. The second factor was the need for career 

pathways to be developed within the aged care workforce. This suggests caregivers will 

have more responsibility and there will need to be an increase in caregivers completing 

qualifications. 
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Consultation on the Scope of Practice and Qualifications Prescribed for Nurse 

Practitioners: Analysis of Submissions 

The Consultation on the Scope of Practice and Qualifications prescribed for Nurse 

Practitioners: analysis of Submissions (NCNZ in 2014) released the findings of 30 

submissions on an earlier consultation documentation concerning NPs. The submissions 

released were from government, professional, education and nine individual nurses. There 

were no identified submissions from older people services or aged residential care. 

However, some members of the Primary Health Reference Group within one DHB were 

from aged residential care and it could be inferred that the individual submission may have 

been from nurses working in aged residential care. It is significant to note there was only 

engagement from two tertiary education providers given there are seven providers 

delivering NP postgraduate education. The majority of those who submitted a response 

were in support of all the NCNZ’s proposals. However, fewer (16 out of 28) agreed with 

non prescribing NPs having to complete the prescribing process within two years.  

Nursing Council New Zealand Annual Report 2014 

The Nursing Council of New Zealand Annual Report 2014 (NCNZ in 2014) reports on 

activities over 2013 and 2014. Of note was information provided in the report about the 

growing number of NP registrations since its introduction in 2002, of which there were 138 

NPs with 129 practiscing at the time of the report. The report does not specifically provide 

information about numbers of NP’s practising in aged care. The document also reports on 

the consultation of the NPs scope of practice which was done to align with changes made 

to the Medicines Amendment Act 2013. This will likely have an impact in the future on 

tertiary education providers in regard to numbers of nurses enrolling into prescribing 

practicum papers and the possibility of adjusting programmes for prescribing. 

The New Zealand Nursing Workforce: A Profile of Nurse Practitioners, Registered 

Nurses and Enrolled Nurses 2014 - 2015 

The New Zealand Nursing Workforce: A profile of Nurse Practitioners, Registered Nurses 

and Enrolled Nurses 2014 – 2015 (NCNZ, 2015) is the sixth report the Nursing Council 

have published outlining NZ’s nursing workforce. The report presents statistics and 

information on NPs, RNs and ENs. The total nursing workforce at this time was 50,356 or 

10,508 per 100,000 New Zealanders. Forty three percent of nurses were 50 years. The 

largest ethnic group is NZ European 67%, with NZ Māori, Indian and Filipino each at 

seven percent and Pacific three percent.  
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Of the NP workforce, there were 142 practising compared to 107 since the 2013 report, in 

showing an increase of 33 percent. This equates to three BPs per 100,000 New Zealanders. 

In comparison to all nurses, the mean age of NPs is 51.8 years, whereas for all nurses it is 

45 years. There were six NPs working in aged care. Employment settings and ethnicities 

show, of the six NPs working in rest home/residential, one is NZ European, three are other 

European, one is Asian ethnicity and one identifies as other. 

The RN workforce is made up of 47,488 nurses, this shows an increase of 2,706 RNs from 

the last report in 2013.The numbers of RNs equate to 104 per 10,000 New Zealanders. 

Employment settings of RNs showed there were 4,469 (9.4%) working in rest home 

/residential care. Ethnicities of those RNs working in rest home/residential care, showed 

the largest group were NZ/Pākeha (2,123), followed by Filipino (906), Indian (618), other 

European (430), NZ Māori (234), Pacific (175) (Pacific included Samoan, Tongan, Nieuan, 

Tokoloan, Fijian, other Pacific) and Cook Island Māori (7). Of note, 40% of Filipino RNs 

were employed in Acute settings in DHBs and (41%) in rest home residential care.  

The highest numbers with a post registration qualification were those practicing in the 

surgical setting with 5,542 (31%) followed by the medical setting at 4,724 (33.6%) and 

continuing care at 4,412 (26.3%). Practice setting areas with the lowest post registration 

qualification numbers were youth health 203 (48%), family planning / sexual health 208 

(56.3%), and intellectually disabled 214 (45.8%). 

New Zealand Nurses Organisation Employment Survey 2015 

New Zealand Nurses Organisation Employment Survey 2015 (NZNO, 2015) reports results 

of the biennial survey collected from NZNO members via a web based application. The 

survey questions cover topics such as employment issues, demographic details, and 

perceptions of working life. The same questions were used as those in the 2013 survey 

with more in depth questions around employment law change, health and safety, and care 

capacity demand management.  Of 5000 invitations to participate in the survey, 1175 

(23.5%) responses were returned, a decrease of nine percent since 2013 (NZNO, 2015). Of 

the 1175, 86 (7.3%) were from continuing care/elderly (as categorised by field of practice), 

a decrease of 0.7% since 2013. Of note is that continuing care/elderly was the fourth 

highest in respondent numbers compared to primary health, 142 (12%), medical, 99 (8.4%) 

and surgical 90 (7.6%).  
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Survey results regarding education, qualifications and continued professional development 

showed 41% of nurses working in continuing care/elderly were not given paid release time 

for professional development, and 55% had no fees paid for professional development, 

compared to 29% of RNs working in private surgical hospitals.  Overall, the most common 

type of preferred professional development, was similar to 2013 with in-service education 

(84.8%), short courses (55.6%) and seminars (49%). Postgraduate education as a 

preference featured as; postgraduate certificate (12.5%), postgraduate diploma (7.2%), and 

masters (4.3%). As actual percentages were not provided in 2013, and due to the nine 

percent decrease in respondents, it is difficult to compare 2015 preferred types of 

professional development with 2013 results. As occurred in 2013, there remain some older 

nurses who feel disadvantaged with funding applications due to their age, with no other 

information specifically provided to explain this. It also appears, of those nurses who have 

received funding, release time to attend study days has been decreased by their employer.  

The most common barriers to professional development were difficulties attending in work 

time (52%), followed by cost to self in fees (44.2%), other time commitments (39.1%) and 

difficulties taking time off work in own time to attend (35.9%). Results around frequency 

of unsafe care in continuing care/elderly showed the numbers of those who reported unsafe 

care every shift was approximately 22%, compared to DHB inpatient at nine percent. 

According to the results, the morale of nurses has declined slightly since the 2013 survey, 

due to the financial climate, higher patient acuity, restructuring, and heavier workloads.  

Summary 

Just over half (9) of the documents by professional bodies in this second cluster, support 

the need for NPs in the nursing workforce as well as increasing numbers of NPs. Overall 

the numbers of nurses working in aged care remain lower compared to other settings, and 

education and training was considered important for the nursing workforce. Some 

documents did not refer to aged care at all, while other nursing settings were prolific by 

comparison. 

Conclusion 

It is well known the NZ population is aging and along with it so is the health and disability 

workforce. Government policy and professional body documents reviewed in this chapter 

all search for, suggest, propose and recommend better ways of approaching the growing 

demand on the future health and disability workforce. Starting with the New Zealand 

Health Strategy in 2000, the then Minister of Health, raised the issue that future workforce 
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issues would need to be addressed and specifically referred to the older person in aged 

residential care. The need for training and support for the health workforce was also 

indicated with the proposed establishment of the HWAC to address how these needs would 

be met. 

Both government policy and professional body documents raised the issue that, as people 

age their health needs become more complex, and for nursing, this means there will be a 

need for nurses to increase their knowledge in order to provide more advanced care. It was 

identified that this would be even more necessary in PHC due to the ageing in place 

priority from the New Zealand Positive Aging Strategy released in 2001. Documents 

reviewed identify that as older persons are living in their own homes for longer, this will 

increase pressure and demand on PHC services and health care workers resulting in the 

need for an increase in the nursing workforce and nurses with advanced practice.  

While progress has been made in the area of advanced nursing practice, there has been 

limited developments in aged care. Nurse Practitioners were first addressed in Government 

policy in 2002, and it was raised that older persons and PHC would benefit from having 

NPs to provide advanced care, leadership and knowledge. At that time it was optional for 

NPs to complete prescribing, it is now compulsory for NPs to register with a prescribing 

qualification. 

A common theme throughout both clusters of documents has been for the education and 

health sector to increase collaboration. This is to ensure undergraduate and postgraduate 

nursing education programmes are appropriate for the health workforce. It was also raised 

that funding structures for workforce education and training need to be reviewed. This did 

happen as the Clinical Training Agency’s funding structure and processes were reviewed 

in 2010, resulting in the Clinical Training Agency’s disestablishment and the establishment 

of HWNZ. Despite the change, the medical workforce continue to receive the majority of 

funding for postgraduate education and training. 

Government policy and professional body documents regularly refer to the need for 

increasing the workforce in aged care. This begins with the Health of New Zealand 

Strategy (2000) and the Impact of Aging in New Zealand on the Demand for Health and 

Disability Support Services and Workforce Implications (2004). Both of these documents 

report the unpopularity of caring for older people in long term care and the issues faced 

with recruitment and retention. Over time these issues have not changed. Of the total 

nursing workforce in 2000, 2,153 (6.8%) nurses were employed into rest homes compared 

to 2015 where the total was, 5,287 (10.5%) showing a small increase of 3.7%. This 
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highlights that over 15 years little progress has been made in regards to increasing 

recruitment and retention of nurses in aged care. Little progress has also been made with 

the number of NPs employed in rest home/residential care. Currently only six NPs are 

employed nationally even though it has been recognised throughout the document review 

of the need to increase NP numbers in the field of older persons in residential care. The 

following chapter describes findings from the focus groups and interviews with nurses and 

nurse managers concerning postgraduate education. 
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Chapter 5  Registered Nurses and Nurse Managers in Aged 
Care Perspectives on Postgraduate Education 

Introduction 

Chapter five presents findings from the 20 RNs who participated in the two focus groups, 

and the 13 one-on-one interviews. Participants came from four different aged care 

facilities. Following the introduction the demographics and professional characteristics of 

the 20 participants are presented. This is followed by findings from the focus groups and 

interviews. Similarities and differences in views on engagement of postgraduate education 

for nurses working in aged care are presented through looking at the different perspectives 

of the participants. To maintain confidentiality the facilities are referred to as Facility A, 

Facility B, Facility C and Facility D. The RNs are referred to as RN1 to 15 with the nurse 

manager participants as NM1 to 5. The participants are identified by number and facility, 

for example, RN1from Facility A is referred to as RN1A.   

 The original aim to carry out three homogenous focus groups with participants from all 

facilities in each group did not eventuate. Due to an initial very low response rate and the 

time factor to complete this research, data collection was changed to hold separate 

homogenous focus groups at each facility. However, on the two occasions homogenous 

focus groups were arranged, when I arrived at the facility, nurses who had and who had not 

completed postgraduate education also arrived for the focus group. Given earlier issues 

with participation, and after considering the ethical issues, I conducted the focus groups 

with all present. My reflections on the impact of having these groups as heterogeneous are 

provided in Chapter six. Table 20 summarises where the participants for the focus groups 

and interviews came from in relation to facilities and postgraduate education. The length of 

time for the two focus groups was similar with the first group at Facility A lasting 47 

minutes and the group at Facility C lasting 42 minutes. 

Although the aim was to interview participants before or after work, this was difficult to 

arrange. As a consequence 11 of the 13 interviews were carried out during working hours 

resulting in some of the interviews being of a shorter length than the others. It also meant 

that others working in the aged care facility potentially knew who participated in the 

research. The brevity of the interview is discussed in Chapter six. The interviews at each 

facility were either in the Nurse Managers’ office, senior nurses’ office, whanau room or a 

training room. On occasions there were some minor interruptions with staff knocking on 

the door needing equipment, or in the case of one of the Nurse Managers, the phone 
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ringing and needing to be answered. The audio recording was paused during these times. 

The interviews varied in time with the shortest being nine minutes and the longest at 32 

minutes, the average was 16 minutes.  

Table 20: Summary of participants by facility, data collection format and engagement 

in postgraduate education 

Title Facility Data Collection Postgraduate Experience 
RN 1 A Focus group Working toward postgraduate qualification 
RN 2 A Focus group Working toward postgraduate qualification 
RN 3 A Focus group No postgraduate qualification  
RN 4 A Interview No postgraduate qualification  
RN 5 A Interview No postgraduate qualification 
NM 1 A Interview No postgraduate qualification 
RN 6 B Interview Working toward postgraduate qualification 
NM 2 B Interview Completed postgraduate qualification 
NM 3 B Interview Completed postgraduate qualification 
RN 7 B Interview No postgraduate qualification 
RN 8 B Interview No postgraduate qualification 
RN 9 C Focus Group Working toward postgraduate qualification  
RN 10 C Focus Group No postgraduate qualification  
RN 11 C Focus Group No postgraduate qualification 
RN 12 C Focus Group No postgraduate qualification 
NM 4 C Interview No postgraduate qualification  
RN 13 D Interview No postgraduate qualification 
RN 14 D Interview No postgraduate qualification 
RN 15 D Interview No postgraduate qualification 
NM 5 D Interview Completed postgraduate qualification 

The Participants  

All 20 participants provided demographic and professional characteristics (Table 21). 

Nineteen (95%) participants were female and seven (35%) had engaged in postgraduate 

education. Of the seven participants who had engaged in postgraduate education, two had 

received funding, three had done their postgraduate education before funding was 

available, one had studied overseas and one had self funded. The two participants who had 

received postgraduate funding spoke positively about it. Although the numbers are small, 

there were some differences in those who had and had not completed postgraduate 

education. Neither of the two nurses aged 65 or over had completed postgraduate 

education, and only one of the eight Asian nurses had undertaken postgraduate education. 

The main areas the nurses who had done postgraduate education worked were rest home 

and hospital (n=3). Ethnicities varied with 65% of participants from overseas. The biggest 

group were Asian at eight (40%).   
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Table 21. Demographic and professional characteristics of participants 

Variable Value Postgrad 
education 

n = 7 

No Postgrad 
education 

n = 13 

Total 

n = 20 
Gender Female 

Male 
7 (100%) 

 
12 (92%) 

1 (8%) 
19 (95%) 

1 (5%) 
Age 25-34 

35-44 
45-54 
55-64 
≥ 65 

1 (14%) 
2 (29%) 
2 (29%) 
2 (29%) 
0 (0%) 

5 (38%) 
2 (15%) 
1 (8%) 

3 (23%) 
2 (15%) 

6 (30%) 
4 (20%) 
3 (15%) 
5 (25%) 
2 (10%) 

Ethnicity New Zealand European 
New Zealand Māori 
Pacific* 
Asian * 
Other* 

1 (14%) 
1 (14%) 
2 (29%) 
1 (14%) 
2 (29%) 

4 (31%) 
1 (8%) 
1 (8%) 

7 (54%) 
0 (0%) 

5 (25%) 
2 (10%) 
3 (15%) 
8 (40%) 
2 (10%) 

Year of first 
nursing 
registration 

≤ 1979 
1980 – 1989 
1990 – 1999 
2000 – 2009 
2010 - 2014 

1 (14%) 
2 (29%) 
1 (14%) 
2 (29%) 
1 (14%) 

3 (23%) 
1 (8%) 

2 (15%) 
5 (38%) 
2 (15%) 

4 (20%) 
3 (15%) 
3 (15%) 
7 (35%) 
3 (15%) 

Years 
working in 
aged care 

≤ 4 years 
5 years – 14 years 
15 years  – 24 years 
≥ 25 years 

1 (14%) 
      3(43%) 

3 (43%) 
0 (0%) 

5 (38%) 
3 (23%) 
2 (15%) 
3 (23%) 

6 (30%) 
6 (30%) 
5 (25%) 
3 (15%) 

Area of aged 
care 

Rest home, hospital and dementia 
Rest home and hospital 
Rest home and dementia 
Hospital only  
Dementia only 

2 (29%) 
3 (43%) 
0 (0%) 

 1 (14%) 
1 (14%) 

4 (31%) 
6 (46%) 
2 (15%) 
1 (8%) 
0 (0%) 

6 (30%) 
9 (45%) 
2 (10%) 
2 (10%) 
 1 (5%) 

*As per Health Workforce funding, Pacific includes the two participants who identified as Fijian Indian. 
 

The years of nursing experience of the participants since first registration ranged from one 

to 40 years. The years the participants had worked in aged care ranged from one year 

through to more than 25 years. The participants who had worked in aged care for 

approximately one year were included in interviews and one had engaged in postgraduate 

study. Three who had worked in aged care over 25 years had engaged in no postgraduate 

study. The participants who had mainly engaged in postgraduate education were those in 

the five to eight year group, and in the 15 to 20 year group. Whilst three out of four of the 

participating facilities catered for rest home, hospital and dementia care, 9 (45%) of the 

participants worked in the rest home and hospital areas only. One participant worked 

specifically in the area of dementia only and another worked in the hospital only, with six 

(30%) working in all three areas. Two (10%) participants worked in the area of rest home 

and dementia care but neither had engaged in any postgraduate education. 
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Overview of Postgraduate Education and the Aged Care Sector 

All participants shared their views about the place of postgraduate education in aged care 

and also about aged care itself, irrespective of whether they had engaged in any 

postgraduate education. Five themes emerged from the analysis. These were: i) Nursing 

knowledge is important for improving quality of older persons care; ii) Postgraduate 

education’s place in career prospects and progression; iii) Systems and influences in 

relation to the role of external agencies in providing postgraduate opportunity; iv) 

Workplace influences the uptake of postgraduate education; and v) Personal factors 

influence choices and timing of the uptake of postgraduate education. Table 22 provides a 

summary of the participants’ current level of postgraduate education, future plans for 

postgraduate education, as well as their careers. 

Table 22: Level of postgraduate education and future career plans of participants 

Level of postgraduate 

education 

Future study plans Career plans where stated 

No postgraduate education 
qualification  
n = 13 

Comments ranged from 
being “unsure”  and doing 
“none” . Three of 
participants were 
considering pursuing 
postgraduate study in 
palliative and aged care. A 
timeframe was not 
provided.  

Five participants stated they 
would be retiring and had 
no other future career plans. 
 
One participant was 
interested in pursuing a 
career in nursing 
management. 

Working towards 
Postgraduate Certificate 
n = 3 

Two participants indicated 
they would be continuing 
with postgraduate study. 

These participants were 
aiming to pursue their 
careers in public health, 
aged residential care and 
one participant was aiming 
to be a Nurse Specialist. 

Postgraduate Certificate 
n = 2 

Both participants wished to 
further their postgraduate 
education, one participant 
aiming to complete 
Masters. 

One participant was 
considering a career in 
management. 

Postgraduate Diploma 
n = 1   
 

None stated This participant was 
preparing for retirement 

Working towards Masters 
n = 1 

None stated This participant was 
planning to continue to 
work in care of the older 
adult. 
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Nursing knowledge: Important for improving quality of older persons care 

Nursing knowledge resulting in better quality of care and improved practice was referred 

to by 13 (65%) participants. This was something that evolved from RNs in aged care 

engaging in postgraduate education. Participants felt that with more advanced nursing 

knowledge and keeping up to date with current trends in nursing, residents would receive 

better, skilled and competent care. NM5D considered nursing knowledge was not only a 

benefit to residents but also to the resident’s family: 

For the residents the care is going to be a lot more up to date, also for  

residents families, knowing that it’s not just a rest home that someone goes 

to at the end of their days. That they are going to get really good care, really 

good care plans, different cares are going to be looked at, it’s research 

evidence based it’s not just that we have always done it this way.  

RN8B who had not completed any postgraduate education, thought although nursing 

knowledge gained from postgraduate education was valuable, it did not necessarily have to 

be of a postgraduate nature to be an advantage to residents, “Any education will always be 

beneficial to residents”. 

Sharing gained nursing knowledge with others in the workplace by those who had engaged 

in postgraduate education, was considered of value in improving residents’ care. NM2B 

spoke of one RN who had engaged in postgraduate education “She was really good at 

supporting all the other staff, she blossomed when she started doing her postgraduate 

training because she was bringing it all back to work and seeing where she could use it”. 

RN3A also spoke of RNs engaged in postgraduate education sharing knowledge through 

questioning other nurses in their practice. This comment was echoed by NM2B who had 

observed questioning of practice. “I noticed what she [the RN engaged in postgraduate 

education] was doing in guiding the other RNs so that she would be giving them ideas, 

have you thought about? Have you done this?” NM3B also spoke enthusiastically about 

the influence of nurses engaged in postgraduate education and sharing nursing knowledge 

“I’ve always seen them [nurses engaged in postgraduate education] grow and from there 

they’re able to grow others and do it with passion”.  

Providing a “higher level of care” was described by NM3B in relation to nurses 

engagement in postgraduate education, delivering care to residents at Facility B. Similarly 

both RN5A and RN13D spoke of residents potentially receiving “optimum care” from 
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RNs engaged in postgraduate education and RN6B spoke about how postgraduate 

education would “improve standards of care”.  

Improvement in nursing practice was both observed and not observed by participants. 

Participants who had observed improvement spoke of those RNs who had engaged in 

postgraduate education as having “in depth knowledge”, “thinking outside the square” and 

having a “different perspective”. NM3B commented on improvement of practice through 

thinking outside the square “From what I have observed, it changes their mind-set to think 

beyond, oh, this is my resident, this is all I have to do, they [the RNs engaged in 

postgraduate study] start to look at ways to improve the person’s life in whatever way they 

can”. Similarly, RN8B had observed a change in thinking. In contrast, NM4C commented 

she had not noticed any direct advantage to the residents, but more of a benefit to the RN 

in the area of decision making and managing medications. 

NM2B thought more overseas nurses needed to improve their practice through 

postgraduate education, as many complete the Competency Assessment Programme (CAP) 

course (Overseas nurses must successfully complete a CAP course in order to nurse in NZ) 

and do not see the need for any further education. Nurse Managers also considered there 

was a need for more NPs not only for the benefit of residents but also for the nursing staff. 

Nurse Managers spoke of NPs working alongside and mentoring some RNs already 

engaged in postgraduate study.          

Postgraduate Education: Career prospects and progressions  

Over half (55%) of participants brought up career prospects or progression of career in 

both a positive and a negative way in relation to engaging in postgraduate education. 

Positives were the importance postgraduate education has on career pathways, and 

negatives focused on RNs not staying in aged care once completing postgraduate 

education. RN8B believed postgraduate education to be a natural progression,“It’s a follow 

on from what you do prior to coming in [starting work in aged care as a graduate nurse]. 

Similarly, RN9C from Focus Group Two believed that postgraduate education built on and 

improved knowledge already previously learnt; “I think it’s just enhancing the knowledge 

that you already have and then gaining more knowledge through more studies”. Being 

aware of the right time to undertake postgraduate education was raised by NM3B as 

something she felt was related to career paths. This participant thought that once a nurse 

knows what career path to take, that is the time they will engage in postgraduate education.  
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Career progression was a definite advantage identified by NM4C for RNs engaged in 

postgraduate education; “They [RNs] will be better at their job because they will be 

applying what they’re learning, better opportunities will open doors for them and it will 

boost their confidence as well”. NM1A spoke of postgraduate education as being a 

requirement now if nurses want to progress along a career pathway, “To further their 

career, I think the expectation now is that you need postgrad to go further”. Similarly 

NM2B brought up career progression as well as keeping up with current trends in nursing. 

Both Nurse Managers from Facility B spoke of their own experiences with engaging in 

postgraduate education and how it helped them progress with their careers. NM2B voiced, 

“It helped me in giving me confidence to move on”, and NM3B spoke of completing 

postgraduate education so she could be successful in attaining a particular role.  

The association between postgraduate education and career advancement into management 

positions was also raised as a perception from RN13D and specifically commented on by 

NM4C “It’s like there is this connotation that if you take postgraduate studies, you are 

aiming for promotion, you want to step up on your career. So I think this is the culture, in 

my perspective, in here”.  

Both ends of the age spectrum were discussed in relation to career pathways by different 

RNs from different facilities. One RN who had not completed any postgraduate education, 

felt strongly that although postgraduate education is important, it is more appropriate for 

younger nurses wanting to advance their career in aged care, rather than for older nurses. 

However, an RN from a different facility who has not completed any postgraduate 

education thought that aged care nursing was perceived to be for nurses at the end of their 

career. 

Gaining a postgraduate qualification and then leaving aged care was an issue brought up by 

participants from focus group two, as well as by two RNs and a Nurse Manager from 

different facilities. RN5B voiced “they [RNs) do postgrad and the next thing they’re 

gone”. RN11C from focus group two thought RNs in aged care gain postgraduate 

qualifications “To move on”. RN9C from focus group two shared “I want to further my 

education I don’t know how long I will be here, maybe I will be here for two years, for 

three years”. NM5D thought the reason RNs leave following gaining postgraduate 

qualifications was, “Because they want to go further up the ladder and they probably don’t 

want to be particularly staying in one residential facility for the rest of their days”. 

Similarly RN7B thought that RNs who engaged in postgraduate education moved 

elsewhere as they were not getting job satisfaction following completing education “The 
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reason is, so they can seek employment elsewhere, to be honest, I don’t think it [aged care] 

offers enough”.  

System Influences: The role of external agencies in providing postgraduate 

opportunities 

Opportunities to engage in postgraduate study concerned access to information and 

funding, finances and perceived relevance of what was available in postgraduate education. 

Information processes about knowledge surrounding the availability of HWNZ 

postgraduate nursing funding from the local DHB was identified as being a barrier by three 

(15%) of the 20 participants. Although information about HWNZ postgraduate nursing 

funding is distributed to all aged care facilities during annual funding rounds by the local 

DHB (Chapter Two), interviews revealed that how RNs are informed about it varies by 

facility. Two participants shared that nursing staff from their facilities, were lacking in 

knowledge about the availability of and processes around postgraduate nursing funding. 

RN6B commented nurses “were aware of postgrad studies but not aware of the funding 

and all about it”. Similarly NM5D currently had one RN self-funding postgraduate 

education and voiced ‘’I don’t think the staff were aware of the support they could get from 

the DHB with regards to their papers”.  

Finding information about postgraduate pathways and papers was not always easy. RN6B 

experienced “I was going on the internet and it takes a long time and then in the end you 

are thinking no, I can’t find any [information about postgraduate nursing]”. Similarly, 

RN7B found “How much filters through to them [referring to nursing staff] to know what is 

there [postgraduate papers] and what’s valuable or what will make a difference to them, I 

don’t think they understand’. Thoughts on the relevance of postgraduate papers in relation 

to aged care was mixed. RN11C from Focus Group Two thought “It [postgraduate study] 

would be good for specific areas like a dementia unit, but for general hospital level, the 

scope is way too broad. Whereas both RN3A and NM3B were positive about the relevance 

of postgraduate papers, NM3B noted “A lot of our nurses tend to go for the Palliative care 

papers, I think that might be an easy transition for them to realize, actually studying’s 

good”.  

Workplace Factors: Influences on the uptake of postgraduate education 

During the interviews and focus groups, participants spoke of factors that affect the uptake 

of postgraduate education in the workplace. Factors included support from the facility, 

Nurse Manager and colleagues, promotion of postgraduate education, heavy workloads and 
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more positively, how postgraduate education has resulted in nurses engaged in education 

are more motivated in the workplace. Support in the workplace to undertake postgraduate 

education varied across the facilities. Participants spoke of both positive and negative 

supportive influences relating to their workplace coming from i) the organisation who own 

the facility; ii) people in senior roles such as Nurse Managers and Clinical Coordinators; 

and iii) nursing colleagues. 

NM5C spoke of how positive support from the organisation had been since the 

organisation had a better understanding of the benefits postgraduate education has for the 

nursing staff, residents and the facility. This support involved“giving extra study [study 

leave] recognising what they are doing [the nursing staff] and then recognising our nurses 

in general, we have different awards each month for what people achieve”. Whereas three 

other Nurse Managers spoke of their organisation as having limited support for education 

for nurses. Although the Nurse Managers were personally supportive, they noted there 

were financial constraints, NM2B voiced “I have to pinch and scrimp to pay Peter to pay 

Paul to get people off on training, but I certainly would allow them time off, and that may 

have to be annual leave”. Facility organisational financial constraints were also 

experienced by all participants in Focus Group Two at Facility C where one participant 

expressed “The facility as a company provide us with a lot of incentive, extra time to do 

studies, it is very difficult even for them to pay us to go to training”.  

Of the participants who were Nurse Managers, all supported postgraduate education at 

their facility in varying degrees. NMA1 shared enthusiastically “I support them fully, I give 

them time, I check how their assignments are going, I celebrate when they do well”. 

Whereas, those in Focus Group Two considered there were variable levels of support from 

their Nurse Manager, with some strongly voicing postgraduate education was 

highly“encouraged” and others expressing it was just “mentioned”. Six of the 13 

participants who were interviewed, one of whom had completed postgraduate education, 

spoke very positively about support from their Nurse Managers. RN5A found “they [Nurse 

Manager and Clinical Leader] will give you time, if you were doing assignments, I’ve 

noticed that they will re adjust the roster to help you out, other RNs are willing to switch 

duties to help”. Similar support was voiced by the other five RNs. 

Participants were also positive about other nurses in the workplace not engaged in 

postgraduate education being supportive of those who were. RN4A spoke “We are very 

supportive of each other” and elaborated “she [the RN undertaking study] can just give 

her load [workload] to someone [another RN] who is available and someone can just cover 
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for her. Similarly RN3A voiced “If it is too much for them [those doing postgraduate 

studies] to work we can take off some work and then someone can cover so we can [not 

able to distinguish words] help them”. 

The way in which postgraduate education has been promoted in the workplace differs 

between each facility, in most cases it was discussed by Nurse Managers at staff meetings 

with five out of eight RNs interviewed speaking very positively about it. RN5A voiced “I 

missed out on the first year, the senior nurse told me when the next one [referring to the 

annual local DHB HWNZ postgraduate nursing funding round] was coming up, so she’s all 

for it, she also offered her support”. The opposite was felt by Focus Group Two members 

from facility C. This group felt similarly to RN11C that “a Nurse Manager can encourage 

as much as they can but it depends on the nurses if they are really interested”. The nurses 

themselves sometimes actively promoted postgraduate study to others. NM5D reported“I 

have found the staff are really quite excited about doing postgrad study now to what they 

were when I first arrived.” This comment is in contrast to NM4D “I am putting out flyers 

all the time when the funding is out, but no one has come and said to me that they want 

postgraduate studies”. Although postgraduate education was not always promoted and 

encouraged, RN8B voiced “they [the Nurse Manager and those nurses with a senior role] 

do push education, they push for you to do this and that but you just don’t have the time.  

Four interviewed participants as well as those in Focus Group Two highlighted the issue of 

studying and having a heavy workload at work. One of the participants voiced “If you were 

not as tired and exhausted from your day job then you possibly would think if you had a 

little time maybe I do have time to do papers[postgraduate papers]. But if your workload is 

as big as what we are going through, then you wouldn’t even bother”. Countering this 

perspective, another focus group participant shared that study “boosts your self esteem and 

motivation”. On the other hand, NM5D considered that nurses engaged in postgraduate 

education were more recognised and their knowledge base was valued “I think they are 

acknowledged more for what they do and what they know from their knowledge base”. 

RN7B commented on how more motivated staff were who were engaged in study, 

“educated staff are stimulated and the job becomes more interesting, less tedious. 

Personal Factors: Choices and timing regarding up taking of postgraduate education  

Time was highlighted by 14 (70%) of participants as an element relating to the uptake of 

study by both those who had engaged in postgraduate education and those who had not. 

Some participants spoke of finding the right time to commence postgraduate education. 
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When some participants spoke of time they also spoke of it with regard to managing 

family, work and study, “I think, time, especially when you are doing a full time job, you 

have stress from your work, you have a short time to do your assignment, having to focus 

on your job as well, so it’s too much and also if you have a family at home” (RN4). 

Likewise NM3 spoke strongly of time being an obstacle, “I think barriers are children, 

personal life, having to work paying bills, and if they are going to do postgraduate papers 

it’s extra on top of a 40 hour week, let alone family life”.   

The seven participants who had or who still were currently engaged in postgraduate study, 

found juggling work, family and study to be stressful and time consuming. They managed 

this in a variety of ways. From taking a year off work, to being organised and consciously 

making time, being supported by the workplace, through being given paid study leave to 

attend study days, to being able to swap shifts and being given extra time off such as days 

off in lieu. This did vary by each facility. RN4A who had not engaged in postgraduate 

education, observed that the RNs in her facility, who had undertaken postgraduate 

education, were under a lot of pressure, however, they were motivated to complete their 

studies, “they are very into it, they are very focused”. One participant who is engaged in 

study spoke very strongly about countering stigma as a reason some nurses working in 

aged care choose to engage in postgraduate study, “I think it’s the stigma, if you meet the 

other nurses out there, they put down aged care, they kind of look down upon you, like you 

don’t know anything” (RN6). Being able to say you are engaged in postgraduate study gets 

different reactions. 

Self-belief in being able to manage and achieve postgraduate study was a factor brought up 

by participants. NM1A spoke of nurses having a lack of confidence to engage in 

postgraduate education. “I think a lot of them don’t think they can do it or, have the ability 

and don’t have the confidence”. Similarly NM2B thought that age was a consideration for 

some nurses in deciding to engage in postgraduate education “I think of the age of people 

in aged care, [The RNs] most of them would be in their mid-forties to higher and starting 

to do postgraduate then, I think you question your ability” . It was also expressed that 

sometimes nurses were fearful of engaging in postgraduate education. In contrast and 

speaking very positively from a personal experience NM5D expressed, “it’s quite exciting 

to know that your brain still works and you are not just wife and a mother and a nurse that 

goes to work every day, that you are actually quite clever”. 
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Summary 

This chapter has presented an overview of the findings from two focus groups and 13 

interviews of which participants provided both negative and positive comments. There 

were differing perceptions and views between RNs as well as RNs and Nurse Managers.  

The findings which highlighted the importance and role of personal, professional, 

organisational and systems factors will be discussed in the following chapter. 
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Chapter 6  Discussion and Conclusion 

Introduction  

This study was designed to explore the role of postgraduate education in aged care. It was 

achieved through a review of policy and organisational documents, conducting focus 

groups and interviews, with RNs and nurse managers from residential care facilities in an 

urban region of NZ. Objectives of this research included: i) to identify the role of 

postgraduate education for advancing nursing practice in aged residential care; ii) to 

ascertain the role of postgraduate nursing education for aged care nurses’ careers; iii) to 

identify enablers and barriers to completing postgraduate study; iv) to discover ways of 

working with those enablers and barriers to empower future nurses through their 

postgraduate education; and v) to investigate and explore aged care nurses’ experiences of 

postgraduate nursing education through the nurse observing his/her self-experiences and 

those of other nurses. This chapter presents and then discusses the three key findings of 

this study. These findings are: i) enablers to nurses engaging in postgraduate education; ii) 

barriers to nurses engaging in postgraduate education; and iii) the significance of 

postgraduate education for aged care. Strengths and limitations of the research are then 

reflected on, followed by recommendations and implications for aged care managers, RNs 

working in aged care, DHB funding coordinators and, finally the conclusion. 

Overview of Findings  

The need for a qualified nursing workforce that includes NPs was identified as early as 

2000. The document review identified that having a skilled aged care workforce was 

necessary for meeting the future needs of the aging population in NZ. Participants in the 

focus groups and interviews could see the benefits and change postgraduate education 

made in improving the level of nursing practice for all nurses working in aged care. Nurse 

Managers in particular noted the importance of and need for more NPs in aged care. 

The sample of 20 participants from the four facilities had characteristics similar to those 

identified by the NCNZ’s (2014) description of RNs working in aged care (Table 23). The 

main difference is in regards to ethnicity. There were only 25% of NZ European in this 

study compared with 40% in the NCNZ national data. This difference is partly due to the 

large number of internationally qualified nurses known to go to aged care. This study also 

had almost twice the proportion of Māori and more than three times the percentage for 

Pacific peoples than the Nursing Council report reveals. 
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Table 23: NCNZ Percentage of RN’s age and rest home/residential care setting 
compared to participants in this study 
 
  Study Data NCNZ Data 
Age < 25 

25-34 
35-44 
45-54 
55-64 
65 > 

0 
30% 
20% 
15% 
25% 
10% 

1.6% 
29.6% 
16.4% 
19.6% 
24.1% 
8.4% 

Ethnicity NZ European 
NZ Māori 
Pacific peoples 
Asian 
Other 

25% 
10% 
15% 
40% 
10% 

47.5% 
5.2% 
3.5% 
38.6% 
3.9% 

Year gained nursing registration <1979 
1980-1989 
1990-1999 
2000-2009 
2010-2015 

20% 
15% 
10% 
35% 
20% 

14.6% 
18.9% 
22.4% 
28.4% 
15.5% 

Source: NCNZ (2015). The NZ Nursing Workforce: A Profile of Nurse Practitioners, Registered Nurses and 
Enrolled Nurses 2014-2015.Wellington: Author. 
 
 
Data from this study is largely consistent with the national data concerning when nurses 

first gained their registration. However, of note is the difference in <1979, 1990 to 1999 and 

2010 to 2015 category where percentages in this study are higher.  

The sample had considerable working experience in aged residential care, this ranged from 

less than 12 months to more than 25 years. Current data from NZNO (2015) although not 

covering age and years of nursing experience, did collect data indicating 30% of the 

general nursing workforce had more than 30 years nursing experience, as well as this, 

37.5% of the general nursing workforce have remained with same employer for more than 

10 years. In this study, two participants did not meet the inclusion criteria as they had been 

nursing less than two years (Chapter three). Of the two, one was engaged in postgraduate 

education. 

Thirty five percent of study participants had completed or were in the process of  

completing postgraduate education, this is almost 10% higher than the national average of 

26%. This difference may be attributed to nurses who have undertaken postgraduate study 

being more interested in being involved in research. Of the seven participants who have 

engaged in postgraduate study, six were between 35 years and 64 years with one between 

25 and 34 years. Of those older than 65 years, none had engaged in postgraduate education. 

Of the seven participants who had engaged in postgraduate education, six had worked in 

aged care between five and 24 years. Of the 13 participants who had not completed any 
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postgraduate study, five had worked in residential aged care less than four years. This 

indicates that nurses may review the need for postgraduate education when they have had 

four to five years nursing in aged care. 

Participant’s ethnicities in this study, compared to numbers of those who had completed or 

were in the process of completing postgraduate education, showed the highest percentage 

are shared between Pacific and Asian with both at 29 percent. NZ European, NZ Māori and 

Asian ethnicities are all at 14 percent. Current data from NCNZ does not provide 

percentages or numbers of those RNs with a postgraduate qualification by practice setting 

and ethnicity to be able to compare data from this study with current NCNZ data. 

Significance of Postgraduate Education for Aged Care 

Postgraduate education plays a significant role in advanced nursing practice within the 

aged care sector. Participants in this research spoke about RNs who had completed 

postgraduate study as providing an increased level of care, having in depth knowledge, 

being up to date with nursing knowledge and having better assessment skills. Nurse 

Managers came across as being proud of their RNs achievements, seeing a difference in 

how the individual’s practice changed, their confidence grew and also in how this 

manifested to other nurses at the facility ultimately for the better of the residents.  

New Zealand government policy documents, and documents from professional bodies such 

as the NZNO and NCNZ, considered education and training to be significant for the NZ 

health workforce. In 2000, the Minister of Health was the catalyst for reviewing health 

workforce development with the release of the New Zealand Health Strategy. Between 

2000 and 2015, government policy documents on health workforce development have been 

recommending the need for advancing nursing practice from nurse specialist through to 

NPs in all areas of nursing, especially in primary health care and aged care (DHBNZ, 

2006, 2009; HWAC 2002a, 2002b; MoH, 2000, 2001, 2002, 2004a.). Despite this, 

interviews from the nurses involved in this research indicate that the policy and strategic 

goals are not being met. 

In 2004, the MoH released a background paper outlining responses from international 

literature regarding the impact of the future demand on health services from the rising 

aging population, and how this could be managed. From this, it was identified that one area 

in health that needed to change was to increase the number of specialist practitioners to 

manage conditions related to aging. Specialist practitioners included advanced practice 

geriatric nurses and NPs mostly employed in rest homes (MoH, 2004). This research 
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revealed only one nurse identifying specialist practises as an option for the future. One 

nurse also identified their Masters level desire with the others just wishing to engage in 

standard postgraduate education, or no education.    

In summary, postgraduate education is significant for aged care as the population ages and 

will continue to do so placing a higher demand on the health sector. To manage this now 

and in the future there is a need for advanced nursing practice in the care of the older 

person. Government policy and professional nursing bodies have been recommending this 

since 2000 when the New Zealand Health Strategy was released. Participants could see the 

difference postgraduate education made to the nursing practice of those who had 

completed a postgraduate qualification, and Nurse Managers could also see the benefit of 

having NPs providing advanced nursing practice in caring for the older person. 

Enablers to Engaging in Postgraduate Education   

The findings show that support was the key enabler for participants to engage in 

postgraduate education. Support was varied and not always straightforward. It was noted 

by participants in both a positive and negative way and therefore is both an enabler and a 

barrier. Support was provided by facility owners, nurse managers and work colleagues, and 

was frequently commented on as a ‘necessity’ by the participants. The role of providing 

various types of support is in keeping with international research which commonly refers 

to nurses not only needing employer support but also academic support (Black & Bonner, 

2011; Clerehan et al., 2011; Hoffman & Hester, 2012; Sweeney & Dalton, 2007; Tame 

2009).  

Facility owners have an obligation to support education for all nursing staff, as RNs are 

required to complete 60 hours of professional development over three years in order to 

retain their annual practicing certificate (NCNZ, 2015). A 30 point course at a NZ 

university would achieve this, as such a course is expected to take 300 hours. Education for 

the nurses in this research, includes attending in-service education in the residential care 

facility they work in, at the local DHB, and postgraduate education at universities and 

polytechnics. 

Support for nurses to engage in postgraduate education from residential care owners by 

providing some form of remuneration for gaining a postgraduate qualification, was also 

considered to be important for nurses. The participants argued it would be 

acknowledgement of the work RNs had put in to study and that they would feel more 

valued as employees. Johnson and Copnell (2002) identified that not being provided with 
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any remuneration for gaining postgraduate qualifications was considered a barrier by 70% 

of nurse respondents in their study. However, nurses in a Malaysian based study by Chiu 

(2005), found although there was a lack of monetary remuneration, professional and 

personal growth was considered more important to nurses. A system of financial reward 

linked to postgraduate qualifications was considered in the review of nursing education 

commissioned by the Minister of Health (MoH, 2009), however this has not been initiated 

in any of the facilities involved in this study. 

The issue of time was raised as a significant barrier. The Report of the Safe 

Staffing/Healthy Workplaces Committee of Enquiry (Safe Staffing Healthy Workplaces 

Unit, 2006) recommended nurses need ‘protected time’ for gaining clinical knowledge and 

skills in the workplace. The education to achieve these gains could be delivered internally 

or externally to the workplace and includes postgraduate education. Similarly, the NZNO 

(2010) consider planned release time from the workplace as necessary to enable nurses to 

benefit from learning opportunities. However, the experiences of the majority of nurses in 

this research who had completed postgraduate education, was that planned protected time 

for gaining knowledge and skills was not often provided. The RN’s shared that they often 

had to attend study days during days off or take annual leave and strongly believed that it 

should not be the case. Participants who were Nurse Managers, did say they were able to 

give their RNs engaged in postgraduate education paid study leave some of the time, 

however it was not consistent due to acuity in the workplace. There appeared to be a mix 

within each facility of releasing their RNs to attend study days during days off, taking 

annual leave to attend study days as well as getting actual paid study leave. Some of the 

facilities were better at providing paid study leave than others. This finding is supported by 

Black and Bonner (2011) who found that release days for distance education postgraduate 

study is not supported by employers. Sweeney and Todd (2007) further identified, that 

although nurses expected support from their employers in being given study leave, they 

were instead required to use annual leave. Funding time off should not be a barrier as 

HWNZ postgraduate nursing funding does provide clinical release to employers and 

reimburses the cost per hour for the time the nurse is released (MoH, 2011). This should 

enable RNs to attend study days without having to use days off or annual leave. This is the 

case for all nursing postgraduate papers. 

Support from Nurse Managers was crucial in enabling RN’s engagement in postgraduate 

education. Participants identified that it provided encouragement and motivation. Similarly 

Tame (2009) found that the culture of postgraduate education was very much driven by the 

Manager, with nearly all participants seeing the Manager as the ‘gate keeper’. This was 
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also very much in keeping with Nurse Managers from the aged care facilities engaged in 

this research, as it appeared from what the Nurse Managers shared, and what the RNs 

stated, the more input from the Nurse Manager in providing support, the higher the number 

of RNs engaged in postgraduate education. Nurse Managers were provided support in a 

variety of ways. The extent to how this occurred differed across the facilities. Support from 

Nurse Managers included the distribution of postgraduate information at staff meetings, 

discussing postgraduate education with nurses at appraisals, following up with those who 

had shown an interest, making roster changes, arranging lieu days and annual leave days to 

allow time to work on assignments and prepare for exams, and generally showing an 

interest in progress and offering encouragement and guidance.  

There were some differences between how RNs and Nurse Managers perceived how 

support was being provided. In one facility the RN felt there was no real encouragement to 

pursue postgraduate education whereas the Nurse Manager spoke of the opposite. 

Nurse Managers spoke enthusiastically and positively about the support they provided, and 

were pleased to see the growth in their RNs. In contrast, Zahran (2013) found some Nurse 

Managers, although supportive, could not see any difference in the practice of the nurses 

who engaged in or had a Masters Level qualification. Overall, there were few studies in the 

literature about Nurse Managers and the type of support they provide to RNs engaged in 

postgraduate education. In contrast, there are a number of studies which refer to employer 

based support.  

Many of the participants shared they had noticed the way nurses engaging in postgraduate 

study had changed and how this had impacted on other nurses’ practice as well. This 

finding, that other nurses noted the benefits of doing postgraduate study for both patients 

and for themselves, is significant. Those studying were respected and valued for their new 

knowledge, and viewed as leaders. In some cases they were viewed as role models and 

mentors by those nurses who were just beginning their own postgraduate journey.  

Support for engagement in postgraduate education was also found to come from work 

colleagues. Nurse Managers and RNs spoke of colleagues swapping shifts with nurses 

engaged in postgraduate study so they could attend class. When participants were being 

interviewed about this, it became very clear that supporting each other was unquestionable. 

There was a great sense of collegiality between those RNs engaged in postgraduate study 

and those who were not. However, Tame (2009) found the opposite, where nurses engaged 

in postgraduate education spoke of work colleagues as not being supportive. 
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Easing the financial burden of postgraduate study through gaining Health Workforce New 

Zealand (HWNZ) funding enables nurses to pursue postgraduate education and is 

additionally a support mechanism. However, a small number reported that, the way 

information about the funding is distributed was considered to be a barrier. In some cases 

participants spoke of facilities receiving information about HWNZ postgraduate nursing 

funding from the local DHB, but once the information reached the facility, it was not 

overtly accessible. In one case a participant had no knowledge it even existed.  

The Nurse Managers varied in the way they distributed information about postgraduate 

nursing funding.This ranged from leaving information in staff rooms, putting information 

on notice boards and discussing it with staff during staff meetings. In my position in a 

DHB as the Co-ordinator of HWNZ postgraduate funding, I was personally surprised to 

learn that the information I sent to the Nurse Managers did not reach all the nursing staff. I 

am now more aware of the marketing and distribution of postgraduate information. People 

in roles such as myself need to spend time working alongside and fostering relationships 

with aged care facilities to ensure information reaches the facility management and the 

nursing staff. Achieving this includes; promotion  and recruitment of nurses to take up the 

opportunity of HWNZ funding, liaising with employers, and supporting nurses in 

accessing information and resources to enable them to engage in and continue with their 

chosen postgraduate pathway (MoH, 2011). The responsibility does not lie solely with the 

DHB but also with the respective Nurse Managers. Nursing staff need to be well informed 

and supported from the DHB HWNZ Coordinator. International literature revealed little 

regarding how information about postgraduate study is disseminated to nursing staff by 

funding agencies, employers or Nurse Managers.  

Ease of access to locating information about postgraduate pathways and papers, including 

flexibility within these, are further enablers to the engagement in postgraduate education. 

A small number of RNs also considered lack of information to be barriers. It was found 

that RNs needed guidance in order to get a clearer understanding of what is available and 

the appropriate papers to take. The issue of flexibility within postgraduate pathways and 

papers became evident. While the literature did not specifically reveal any evidence 

outlining the ease of access to information concerning postgraduate pathways, Johnson and 

Copnell (2002) did find minimal evidence indicating there was an absence of flexibility 

within postgraduate programmes.  

Although the focus of this study was not to explore the type of papers the participants 

would like to engage in, HWAC (2005) noted of the need to focus on integration of 
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knowledge to practice. In proposing strategies for health workforce development, HWAC 

recommended the need for robust links between educational bodies, regulatory bodies, and 

employers in the health and disability workforce to enable the development of relevant 

programmes. Although the absence of flexibility per se was not raised as an issue by the 

participants, two (10%) RNs did identify the low number of postgraduate papers offered by 

tertiary education providers that were relevant to aged care.  

The implementation of the NP role into aged care was recommended in the Health of 

Older Persons Strategy (MoH, 2002). The fact that none of the RNs who were studying 

currently or who were not engaged in any postgraduate study, brought up the subject of 

NP, may reflect that nurses other than those in management do not have a good 

understanding of the work of the NP. They did not appreciate that they were potentially on 

an NP pathway themselves. However, NPs working in the care of the older persons have 

been shown to be a valuable resource for residents and nursing staff within NZ as revealed 

in the evaluation findings of a pilot involving a NP working across primary health and 

three older persons facilities (MoH, 2013). A further positive outcome from the evaluation 

was the amount of formal and informal education the NP was able to provide to the nursing 

staff. This was beneficial as nursing staff became aware that they could further their 

careers.  

In summary, support featured strongly from participants as an enabler to engaging in 

postgraduate education. This identified support from owners of facilities, Nurse Managers 

and colleagues as the main providers. This was also highlighted in international research. 

Funding for postgraduate education was also considered a support and a barrier as 

information did not always reach all participants. More support and guidance in deciding 

on postgraduate pathways was indicated by a small number of participants, this was also 

alluded to by the HWAC in its recommendations for stronger links between educational 

bodies and employers in the health and disability workforce. Support and the benefit of 

having NPs working in the care of the older person was identified as being valuable by 

Nurse Managers in providing mentoring to nursing staff. This was also found to be the case 

in a recent New Zealand pilot study (MoH, 2013). 

Barriers to Engaging in Postgraduate Education 

Three factors stood out which participants considered as barriers to nurses engaging in 

postgraduate education. These factors include time management, financial commitments, 

and lack of confidence in being able to manage and succeed in postgraduate study. The 
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NZNO Employment Survey (NZNO, 2013) reported the biggest barrier to being able to 

complete requirements for professional development, which includes postgraduate 

education, was, being able to attend education in work time. Secondly was the cost to 

themselves in fees, and third were time commitments. In contrast to the NZNO, my 

research found by far the biggest barrier according to the participants was a lack of time. 

Lack of time, refers to time management, of which the participants perceived as the 

difficulties of being able to manage home, family, work commitments and additionally, 

postgraduate study. Difficulties managing family commitments, travel, and fulltime work 

as well as study was also highlighted in the NZNO Employment Survey (2013a).  

In this current research, the issue of managing time was brought up by both those who had 

completed postgraduate study and those who had not. Both RNs and Nurse Managers 

spoke strongly about lack of time as being a barrier. Time having a negative effect, and 

being a barrier to postgraduate education was also highlighted in the international literature 

(Clerehan et al., 2011; Olsson et al; 2013; Scott et al., 2013). However, in the study by 

Johnson and Copnell (2009) there was very little evidence of issues with time 

management. The complexities of managing time in relation to postgraduate study, is not 

only an issue for NZ nurses but also for nurses internationally. All the participants in this 

research had family and home commitments, a life outside of work, there was a strong 

sense that home and family was their first priority, followed by work and lastly the 

possibility of postgraduate study, but there was always the issue of time and how these 

nurses could possibly factor in postgraduate study.  

Finances were considered to be a barrier by three participants. Participants who identified 

this had, and had not, been engaged in postgraduate education. They spoke of finances 

being a barrier due to the cost of postgraduate papers when they had other personal and 

family financial commitments. Although the possibility of applying for a student loan was 

raised, I gained a sense that this was not an ideal solution for them. Those participants who 

had identified finances as being a barrier did not bring up the subject of applying for 

HWNZ postgraduate nursing funding, yet the benefits are many and include, paying for the 

cost of the paper, clinical release time (payment to the employer for releasing the nurse to 

study days related to the postgraduate paper), travel and accommodation (within certain 

criteria), and Māori and Pacific Peoples Cultural support (MoH, 2011). Compared to this 

research, there was a greater emphasis internationally of lack of finances being a barrier 

(Black & Bonner, 2011; Boore, 1996; Johnson & Copnell, 2002; Scott et al., 2013; Warren 

& Mills, 2009; Watson & Wells, 1987). One reason for this could be that nurses in other 

countries do not have the same type of funding support as that provided to NZ nurses. 
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A lack of confidence, or lack of self-belief, in being able to engage in postgraduate study 

was identified by Nurse Managers and a small number of RNs as a barrier. A small number 

of RNs perceived being of an older age as a reason for lack of confidence or self-belief, as 

it was perceived being older affected believing in yourself to have the ability to manage 

postgraduate study. The participants did not elaborate on what age ‘older age’ was. This 

was not significantly evident in the international literature, however Watson and Wells 

(1987) found there was a link between age and the intent to engage in postgraduate 

education. Nurses aged between 25 to 34 and 30 to 44 were more likely to take it up. This 

is similar to NZ where an employment survey of all nurses conducted by the NZNO in 

2013, found there was an increase in those showing an interest in study between the ages 

of 30 to 34. As the age of the nurse increased, so did their interest in further study. This 

increase was from the age of 55 and carried on to 65 and over. However, compared to 

younger co-workers, some older nurses felt that, due to their age, they had been 

disadvantaged in applying for funding (NZNO, 2015). Given people are working longer, 

age should not be a barrier. 

In summary there were three main barriers to enabling postgraduate education. The biggest 

of these is with management of time. This had also been identified by NZNO and in 

international literature. Lack of finances was also considered a barrier for a small number 

due to the cost of the papers. This suggests the benefits of HWNZ postgraduate funding. 

Lack of confidence and low self-belief due to age was also thought to be a barrier and was 

not significantly evident within the international literature. However there was a difference 

compared to NZNO which found that the interest in study increased with age.  

Strengths and Limitations of Research 

This study fills an important gap in knowledge, as there are very few NZ studies 

researching nursing and the care of the older person. No NZ research was found where 

postgraduate education fits within aged care. One of the strengths of the research is the 

sample. I successfully recruited and gained the perspectives and experiences from three 

groups of nurses working in residential aged care with different experiences of 

postgraduate education and different roles. Although two of the sample had been working 

in aged care for less than a year, this strengthens the findings as both participants had 

permanent jobs, with one enrolled in study. In addition, I was able to recruit participants 

from four different facilities. Although the culture of each workplace was different there 

were some similarities in perceptions and experiences that united the groups.  
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There are a number of limitations to the research. The first limitation was that the focus 

groups were heterogeneous. I was unable to have homogenous focus groups as had been 

planned, due to limited recruitment of participants. Not having homogenous groups meant 

the participants did not have a commonality which limited fuller discussion of their views, 

as I needed to keep others involved in the discussion in order to involve those who had 

different backgrounds. 

The second limitation of this study is that focus groups and participants were only able to 

give a short amount of time for each interview. Even though I arranged to conduct 

interviews at times that would catch morning staff finishing and afternoon commencing 

shift, this was not always successful, with some participants being interviewed while on 

shift. For this reason interviews were shorter as staff were keen to get back to their 

residents. This meant I was unable to get as many thoughts, experiences, and more richer 

in depth information from participants.  

A third limitation of this research was the poor audio recording for the first focus group. I 

was unable to clearly hear what the group had to say about their thoughts and experiences. 

Some of the focus group was able to be transcribed, and I was able to use my field notes 

for data, but at times, I was unable to record the actual words people said. However, I 

consider I still managed to capture the main ideas and messages shared, as I established 

immediately after the focus group that the recording was problematic. Although I had good 

field notes, the main impact from this was that I had fewer direct quotations which I could 

use. The fourth and final limitation was a mistake in the original demographics template 

for accurately capturing the ages of participants. Age ranges were displayed as, 20 to 25 

and 25 to 30 group. This meant, those who may have been aged 25 could have put 

themselves in either of the age groups, resulting in inaccurate age range data. This was 

addressed when reporting the data by displaying the age ranges as 25 to 34 and 35 to 44, 

and also once this issue was identified, the participants then agreed to write down their age. 

Recommendations  

Five recommendations have been drawn from this research. The recommendations are for 

Nurse Managers, nurses, tertiary education providers, nurse coordinators managing HWNZ 

postgraduate funding and lastly for further research.  

A key driver for postgraduate education uptake must also happen at the strategic level of 

the rest home providers. Without postgraduate education being a key priority within health 

care provider strategy the onus of postgraduate education falls on the shoulders of the 
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individual RNs as an addition to their work load. There is a disconnect between 

government strategy for aged care education and what is being delivered by aged care 

providers. While some providers are delivering good support for postgraduate education 

others are not. 

Nurse Managers in this research distributed HNWNZ postgraduate funding information to 

nursing staff through staff meetings, individual performance appraisal meetings and 

putting information up on notice boards. While this is positive, it is vital that Nurse 

Managers go further than that and follow up regularly on those nurses showing interest in 

pursuing postgraduate education. I recommend Nurse Managers support their RNs, 

throughout the RNs postgraduate journey, most importantly through following up on any 

interest shown in postgraduate study, holding regular meetings throughout the year to 

monitor progress, and celebrating any successes. As an example passing an assignment. 

This will not only encourage nurses to pursue postgraduate education but it could go far in 

ensuring, a positive postgraduate education culture in the aged care facility. 

Tertiary education providers play an important role in delivering postgraduate education. 

In this research a small number of participants highlighted the difficulty in accessing 

information about postgraduate papers and pathways and described this as a barrier. 

Although it is acknowledged that tertiary education providers do provide information 

through many different types of media to capture a wide audience, in this case it has not 

been successful. From this research, I recommend education providers continue to foster 

the positive relationships they do have with the aged residential care sector, but also build 

on them through improving and encouraging access for nurses in aged care, with many 

who have English as a second language, to engage in postgraduate education. One way to 

achieve this is to hold more information sessions throughout the year about what 

postgraduate education is, what papers are available and how they relate to aged care. This 

could be achieved through working with DHB HWNZ Coordinators with sessions held at 

DHBs at central aged care facilities.   

A barrier brought up in this research was about some participants not being aware HWNZ 

postgraduate funding existed or not knowing how to access it. Although I send out 

information about HWNZ postgraduate funding and visit aged residential care nurses to 

provide information and answer questions, it appears I have not always been successful in 

reaching some nurses. From this research I recommend DHB HWNZ postgraduate nursing 

funding coordinators to continue to follow up with aged residential care Nurse Managers 

with regard to the distribution of funding information. The postgraduate nursing funding 
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Coordinators should also visit aged residential care facilities regularly and continue to 

build up existing relationships with Nurse Managers as well as the RNs, to enable nurses to 

engage in postgraduate education. 

Both enablers and barriers were brought up in this research by RNs working in aged care. 

Both those who had and had not engaged in postgraduate education spoke of time, lack of 

finances and lack of self belief as barriers. Many participants spoke of time being a barrier 

with regard to fitting in family and home commitments, work, and study. While the issue 

of time can be considered a barrier, with the support from family, friends and the 

workplace, postgraduate study can be achievable. With regard to finances being a barrier, 

HWNZ postgraduate funding is available and goes some way toward helping with the cost 

of postgraduate study. I recommend the following to those nurses in aged care who may be 

interested in postgraduate education to; i) set up good support systems with family, friends 

and with employers; ii) to take up the opportunity of HWNZ postgraduate funding; and iii) 

to remember a one trimester paper is completed in 12 weeks.  

Further research needs to be conducted in the area of the Registered Nurse and 

postgraduate education in aged care and nursing generally. Due to my research having a 

small sample size and being conducted in one region of NZ, it is difficult to be able to say 

my results can be considered a representation of other regions of NZ. Also as there is no 

NZ research on this topic, there is no opportunity for me to compare my results to other NZ 

studies. If this study was repeated, I recommend i) a bigger sample size to get a wider 

group of participants; ii) conducting homogenous focus groups to see if this would make 

any change to the outcome; iii) conducting the study on a wider scale to see if ethnicity 

results from this research were unique to this area on NZ or not, as compared to national 

data from NCNZ, this study showed a larger representation of those identifying as Asian 

and Pacific; and iv) in order to elicit the positive impact of postgraduate education in aged 

care further research needs to be undertaken in those organisations that have embraced 

postgraduate education.  

Conclusion 

This research has shown that postgraduate education has a significant role to play for 

nurses working in aged care through improving and advancing nursing practice. However 

to achieve this, the right supports need to be in place from facility owners, Nurse Managers 

and colleagues. Government policy has been recommending advancing nursing practice in 

the aged care sector through Nurse Specialists and NPs in order to help meet the demand 
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for the nursing workforce since the year 2000. Findings from this study suggest the 

importance and need for support from Nurse Managers as vital to nursing staff interested 

in, and those engaging in, postgraduate study. 

Postgraduate education is key to ensuring increased numbers of NPs in the care of the 

older persons. Future demand for aged care nurses will grow as the population ages. More 

importantly, postgraduate education has the potential to raise the profile of the nurse 

working with older persons. As more nurses working in this setting are supported in their 

engagement in postgraduate education, this can only help in the provision of up-to-date 

care for the older person in the future. 
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Appendices 

Appendix A: Information sheet 

 

Victoria University of Wellington 

Graduate School of Nursing, Midwifery and Health 

 
 

Information Sheet for a Study on the Role of Postgraduate Education for Registered 
Nurses Working in the Aged Care Sector 

 

Date: 26/01/2015 

Researcher: Susan Tansley: Graduate School of Nursing, Midwifery & Health, Victoria 
University of Wellington. 

I am a Masters student in Nursing at the Graduate School of Nursing, Midwifery & Health. 
As part of this degree I am undertaking a research project leading to a thesis. The 
research has been approved by Victoria University of Wellington Human Ethics 
Committee (approval 23/10/2014). I am also employed as the Nurse Coordinator for 
Health Workforce New Zealand Postgraduate Nursing Funding at Hutt Valley and 
Wairarapa District Health Board as well as Nurse Coordinator for the Nursing Entry to 
Practice Programme at Hutt Valley District Health Board. My workplace supports the 
undertaking of this research.  
 
The purpose of my research is to explore the perspectives of Registered Nurses who are 
employed in aged care and their views and experiences of postgraduate education as 
there is a significant gap in research on postgraduate education for nurses working in 
aged care. The methodology I am using is case study with mixed methods and involves a 
planned document review and three separate focus groups for collecting data from 
Registered Nurses and Managers of rest homes. 
 
The three focus groups are: 

1.  Registered Nurses who have not undertaken any postgraduate study 

2. Registered Nurses who have completed any postgraduate study 

3. Managers of rest homes 

I am inviting Registered Nurses working in the aged care sector in the Hutt Valley to 
participate in this study. This will involve attending and participating in one of the above 
focus groups. You will need to sign a consent form to participate. Ground rules will be 
determined at the beginning of each focus group. During the focus group session, I will 
ask questions to the group and the group will then discuss their ideas and thoughts 
around each question. The focus groups will be audio recorded and will last approximately 
90 minutes, light refreshments will be provided. The dates and venues will be advised. 
Demographics and professional characteristics will also be collected from those 
participating. Demographics will cover age and ethnicity. Professional characteristics will 
cover; year and country of registration; length of time working in aged care; area of 
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residential care the nurse is employed in; the nurses postgraduate nursing levels and 
future career plans.  
The information collected will be confidential and the identity of the participants will be 
protected. All material collected will be confidential to the group. The names of the nurses’ 
workplaces or personal identifying information will not be sought. Participants can 
withdraw at any time without giving a reason, or ask that something that is said not be 
reported verbatim in the research. Just let me know at the time. Information provided up to 
the point of withdrawal will remain part of the data for the research. 
   
The only people who will have access to the material collected will be my supervisor, Dr 
Katherine Nelson and I. The material collected will be kept in a locked cupboard and will 
be destroyed two years after the end of the project. Feedback will be available for those 
who participate in the study at the conclusion of the study. It is also anticipated that the 
research will be presented at Victoria University School of Nursing Midwifery and Health 
and a journal article will be written about the research. The research project will be 
submitted for examination to Victoria University of Wellington and deposited within the 
University library where it will be available electronically. 
 
The closing date for the return of the consent form will be 13/02/2015. 
 
If you have any questions or would like further information about the research project 
please do not hesitate to contact me or my supervisor, Dr Katherine Nelson, at Victoria 
University of Wellington. Contact details: 
 

Principal Investigator 

Susan Tansley, Nurse Coordinator Health Workforce New Zealand Postgraduate Nursing 
Funding and Nursing Entry to Practice (NETP) Programme, Practice Development Unit, 
Pilmuir House, Hutt Valley DHB, Private Bag 31 907, Lower Hutt. Ph.: XXXXXXXX. Email: 
XXXXXXXXXXXX 

Supervisor 

Dr Katherine Nelson, Senior Lecturer, Graduate School of Nursing & Midwifery, Victoria 
University of Wellington. Ph.: XXXXXXXXXX Email: XXXXXXXXXXXXX 
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Appendix B: Ground rules 

 

Ground Rules for Focus Groups 

 

1. Give everyone a chance to talk and contribute to the discussion, everyone’s 
thoughts and experiences are important. There are no right or wrong answers. 
 

2. When contributing to the discussion it is helpful to provide positive as well as 
negative comments. All comments will be valued. 
 

3. It is important that you stay focused on the question being asked, please refer to the 
question frequently to help keep you engaged. 
 

4. Throughout the focus group session, the facilitator will attempt to obtain a closure 
on each topic. No one should feel they have important ideas not discussed. 
 

5. All participants are asked to agree to keep what is discussed in the group as 
confidential. What is shared in the room stays in the room. 
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Appendix C: Interview questions for focus groups and interviews 

 

Focus Groups and Interview Questions  

 

1. Where do you think postgraduate education sits in aged care? 
 

2. How would you describe the culture in your place of work around nurses and 
postgraduate study? 
 

3. How does your place of work support nurses who take up postgraduate study? 
 

4. What have you observed of other nurses in your workplace who engage in 
postgraduate education? 
 

5. What do you think would be the benefits, or, you have observed as being of benefit, 
to nurses engaging in postgraduate education? 
 

6. What do you think are the barriers, or, you have observed as being barriers to 
engaging in postgraduate education? 
 

7. What do you think are the reasons why nurses working in aged care engage in 
postgraduate education? 
 

8. What do you think are the potential benefits to the residents of nurses completing 
postgraduate education? 
 

9. What benefits to the residents have you observed from nurses engaging in 
postgraduate education? 

 

Question 10: this question was specifically added for Nurse Managers 

 

10. Describe your own experiences of postgraduate education. 
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Appendix D: Demographics and professional characteristics template 

 

Demographics and Professional Characteristics 

 

Please complete the questions below 

Age 
Please circle the age group that applies to you. 

 
20 – 25 
25 – 30 
35 – 40 
45 – 50 
55 – 60 
65 – 70 
70+ 
 

Ethnicity 
Please circle the ethnicity you identify with.  

NZ European 
NZ Maori 
Cook Island Maori 
Samoan 
Tongan 
Niuean 
Fijian 
Chinese 
Indian 
Other (please state) 
 

Nursing Registration 
Please indicate the year in which you gained Nursing 
registration. 

 

Country of Registration 
Please indicate in which country you gained your nursing 
registration. 

 

Length of Time Working in Aged Care 
Please indicate how many years you have been working in 
aged care. 

 

Area of Aged Care 
Please circle which area of aged care you are employed in. 
 

1. Rest home level 
2. Hospital level 
3. Dementia care level 

 
Level of Postgraduate Education 
Please circle which level of postgraduate education you 
are currently at. 

1. Working towards Postgraduate 
Certificate 

2. Postgraduate Certificate 
3. Working towards Postgraduate 

Diploma 
4. Postgraduate Diploma 
5. Working towards Masters 
6. Masters 
7. No postgraduate education 

qualification 
 

Future Career Plans 
Please indicate what plans you have for your future 
nursing career. 
(Please use back of page if there is not enough room). 
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Appendix E: Ethics approval 
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Appendix F: Consent form 

 

 

Victoria University of Wellington 
Graduate School of Nursing, Midwifery and Health 

Consent form 

Title: The Role of Postgraduate Education for Registered Nurses Working in the 
Aged Care Sector 

Name of Researcher: Susan Tansley 

 

• I confirm that I have read and understand the information sheet dated: 3/11/2014 for the above 
study. I have had the opportunity to consider the information, ask questions and have had these 
answered satisfactory.  

 
• I understand that my participation is voluntary and that I am free to withdraw at any time without 

giving any reason, but that any contribution I have made to the group meetings will remain part of 
the research. 

 
• I understand that any information I provide as part of this study will be kept confidential by the 

principal researcher and supervisor, but that others who are involved in the group meetings will 
know my identity and what I have shared.  

 
• I understand that the published results or presentations will not use my name and that no opinions 

will be attributed to me that will identify me. 
 

• I understand that the field notes and audio recordings of the group meetings will be stored in a 
secure place and destroyed two years after the end of the study. 

 
• I agree to abide by the ground rules that are decided by the group. 
 
• I am aware I will have the opportunity to review notes following each of the group meetings. 

 
• I understand at the end of this study feedback will be sent to me if I would like it. 

 I would like feedback sent to me once the study is completed       Yes □    No □  
I would like a certificate of participation for my portfolio       Yes □    No □ 
 

• I agree to take part in the above study. 

 

Signed: __________________________________________________     Date: _________ 

Name of participant (please print) ________________________________________ 
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Appendix G: Transcriber agreement 
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