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Abstract

This New Zealand based study explored the persqsctif registered nurses working in
aged residential care and their views and expezgenn postgraduate education. There is
very little research in the area of aged care iwMealand and none involving
postgraduate education. This was a qualitativeystisthg mixed method data triangulation
which included a document review, focus groupsiatetviews. The study was conducted
at four aged care facilities in the lower Nortratsll. Focus groups and face to face
interviews were carried out with Nurse Managers §) and Registered Nurses (n =15)
who had (n = 7) and had not (n = 13) engaged itgp@duate education. The study found
development of nursing knowledge was importanirfgeroving quality of older person’s
care, and career prospects and progression weredimereason nurses engage in
postgraduate education. External agencies sudtfededal District Health Board and
tertiary education providers play a role in postigite opportunities and how these
agencies communicate with nurses plays a signfficde in the uptake of postgraduate
education. In addition work place support and peastactors such as choices and timing
affect the uptake of postgraduate education. Aiproihged 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 growiagidly, as it is internationally. By
2061 it is predicted 26% of New Zealand’s populatill be aged 65 or older (Statistics
New Zealand, 2012). This will have a significanpewt on the health sector, in particular
the nursing workforce. As people age their headthds become more complex, leading to
the need for nurses to be trained in advancedipeastich as Nurse Specialists and Nurse
Practitioners (NPs) in care of the older persoairiing in the area of advanced practice
commonly comes from completing postgraduate g@alibns at a university. The

Ministry of Health (MoH) have been addressing tieed through policies, strategies and
working groups since the release of M@w Zealand Health Strategy 2000. The purpose
of this thesis is to investigate the role of postigrate education in the aged care sector,
through exploring the perceptions, views and exgmees of registered nurse’s (RN'’s)

working in aged residential care.

This chapter presents the background to the styphai@ing the reason why this research
took place. It is followed by the research aims abgctives culminating in the research
question, the research design, and finally an eeeroef the thesis. This study is important
for two reasons. First, there is limited New Zedl§NZ) literature about postgraduate
education in the aged care sector, suggesting ihéttee known about the experiences of
NZ RNs with postgraduate education in aged careveier, there is international
literature that is drawn upon. Secondly, thereldesen little progress made in the number
of NPs employed in the area of the older persors hd#ed to complete a Master’s degree,

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

Background
The author of this research has been in the roduo$e Coordinator for Health Workforce

New Zealand (HWNZ) Postgraduate Nursing Funding latcal DHB for six years.
HWNZ is responsible for leading and supportingrtirag) and development of the health
and disability workforce and is a part of the NatibHealth Board (MoH, 2015). The
National Health Board works with the MoH, to funtheprove the safety, quality and
sustainability of health care for the NZ public.€Mollowing is the researcher’s first
person account of her role working in the healtti@ethat culminated in producing this

thesis:



Part of my role involves marketing HWNZ funding DB

employed RNs, as well as those in aged care andapyi health
care. | am also involved in the application andestibn process
for approving funding and provide support and gunda for those
wanting to engage in postgraduate education anthtse already
studying. After three years in the role, | madedbservation, very
few RNs employed in the aged care sector take eipgportunity
of postgraduate funding. Historically, there wowdly be one to

two applications annually.

In 2012 | adopted a multipronged approach to ince#he number
of aged care nurse applications. | visited fivetreemes in the
area with the intention of actively promoting thending
programme. | also offered to assist those interesteith
completing the application form. Three informatieessions were
run at the local hospital, with Tertiary Educati@moviders present
to provide information on courses to the 23 RNsnfraged care
who attended. When funding applications closed ftiwing
month, there were only three applications. Of thibsee, two were
approved as having met the criteria. Itusclearwhy others did
not apply, as nurses in other sectors, such as ggmhealth
regularly apply for funding. This situation sparket interest and
| began to think about why nurses working in residé care were
not taking up these funding opportunities. Wererehbarriers
contributing to this, if so what were they, and howuld these
barriers be addressed to enable those RNs to dpplignding and

become engaged in postgraduate education?

Internationally the population is aging. The Wardalth Organisation (2012) predicts the
world’s population of those 60 years and older (68# grow to two billion by 2050. The
65 years and older (65+) population in NZ, is ajsowing at a rate of just over 50% over
the last 20 years (Statistics NZ, 2012). Most peapler the age of 60 keep well and live
independently in their own home with various levels family and social support
(Statistics NZ, 1998). A small group develop healéeds necessitating a move to live in

an environment where there are various levels aftihgractitioner support. Residential
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care options for the older person in NZ consistraifrement villages and rest homes

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

to continuing care hospital (requiring 24 hour mgssupervised care). There are also
some specialised facilities for people with psytigadisorders or with dementia. For the

older person living in their own home, home suppervices are available as their needs
increase. Throughout the past decade, the numbeoroé support services has grown to
manage the increase in demand for aged care ser(dAged Residential Care Service

Review, 2010).

New Zealand government agencies predict that asptmilation ages, there will be
insufficient community-based support services t@tntkee demand (Thornton, 2010). This
will lead to more demand for residential carbe nursing sector needs to be prepared for
the increased numbers of older persons in the cantynand in residential care settings.
This will require a suitably qualified nursing wdokce. Recent nursing workforce
developments have involved the general nursing feack upskilling into nurse specialists
and NPs who are now being employed in the agedssnt®r. An example of this was in
2012 when there was a shortage of General PratiBoGPs) in the Midcentral region. A
model of care was implemented in which a NP wasleyep to work collaboratively with
aged care staff, acute and specialist servicestlamgrimary healthcare team (HWNZ,
2012). The combination of the future aging popolatithe importance of education and
the author's observation of the limited uptake ohded postgraduate education from

nurses in the aged care sector, were the driverftducting this research.

Research Question and Objectives
The objectives of the research were:

1. Identify the place /role of postgraduate educatradvancing nursing practice in
residential care

2. Ascertain the place/role of postgraduate nursingation for aged care nurses’
careers

3. Investigate and explore aged care nurses’ expeseoicpostgraduate nursing
education through the nurse observing his/heresgieriences and those of other
nurses

4. Identify nurses’ experiences of enablers and bartee completing postgraduate

study

11



5. Find out ways of working with barriers and enabterempower future nurses

through their postgraduate education.

Formulating the Research Question

To formulate the research question a search afnatenal literature was conducted using
the Cumulative Index to Nursing and Allied Healikekature Plus (CINAHL Plus) and
Public/Publisher/Medline (PubMed) from January 2@®®arch 2013. Search term
combinations consisted of; i) aged care, gerogtoJdong term care, geriatric; ii) nurses,
nursing, registered nurse; iii) postgraduate edoicamaster’s education, graduate
education, continuing education, staff developmetattitudes and perceptions; and v)
barriers and enablers were used. Literature frarthited States of America (USA),
Canada, England, Scotland, Spain, South AfricaFanidnd was locatedNo NZ research
was found specifically in the area of RNs workingaged care undertaking postgraduate
study. There was however one article which desdrdmscern about undergraduate
nursing students having minimal interest in workimgged care. Clendon (2011)
recommended Bachelor of Nursing programmes neptbtade more appropriate aged

care content.

Seven themes emerged from the literature searetndieg nurses’ experiences of
postgraduate education in the aged care sectoseTdmnsisted of: i) the need for
continuing education including postgraduate edoaat aged care; ii) the culture of
learning in the aged care facility from manageisself-belief of the RN in being able to
manage academically; iv) the need for further datation between aged care facilities
universities in setting up postgraduate programamgent and support; v) the impact of the
nurses working hours on managing postgraduate sagiyrements; vi) nurses with
English as a second language and the extra suppgused for them to complete; and vii)
the financial situation of the aged care facilitybeing able to support nurses undertaking
postgraduate study. The results of this literase@ch showed there was a gap in NZ
literature around postgraduate education and RNswdhk in residential aged care. The
literature search as well as the themes led toetbearch question; what is the role of

postgraduate education in the aged care sector?

Research Design

A qualitative descriptive approach was used forstiuely. Data were collected from a
document review, focus groups and interviews usemi structured questions. A

document review from 2000 to 2015 was carried owtain a baseline/foundation about
12



historical and current regulation around postgrésleducation for RNs working in aged
care. This was done to inform questions for thei$ogroups and interviews and to
contribute to the research as a whole. The docwsmwertewed were from NZ government
policy relating to the health sector and from pssfenal bodies such as the Nursing
Council of New Zealand (NCNZ) and the New Zealandd¢s Organisation (NZNO). The
documents concerned health workforce developmeahtansisted of policy and strategies
for health of the older persons, nursing workfalegelopment, education for the health

sector and annual reports.

The setting for this study was four aged residéntee facilities in an urban area in the
North Island of New Zealand. Three of the facit@rovided rest home care, all four
facilities provided hospital care, and two facdgispecifically catered for people with
dementia. All the participants were RNs.

Overview of the Thesis

This chapter has introduced the background togkearch, the research question and
objectives of the study. It has provided informatan the relevance of the study, how the
research question was formulated, and then presariteef overview of the research
design and an overview of the thesis. This thaest®mprised of six chapters. Chapter Two
contains a review of NZ literature on postgradwatecation and nursing, from this, gaps
in the literature were identified. The methodoldgythis research is explained in Chapter
Three along with the methods and design consigderatiChapter Four comprises the
findings from the document review. Documents re@dwere about changes in the health
sector, health workforce development and aged €amdings from the interviews and
focus groups are described and reported in Ch&pterthrough providing demographics
and professional characteristics and the five tlsawlach emerged through analysing the
data. Chapter Six presents a discussion of thenfysgdalong with implications from the
research.

13



Chapter 2 Literature Review

Introduction

This chapter presents the findings of a literatexeew on postgraduate education for RNs.
The initial search was undertaken in 2013 and watat 2016. The review involved the
exploration of international and national reseanemursing in general. This chapter
begins with the search strategy and an overviethefindings of the literature. Following
this the six themes identified in the review atedduced. The chapter concludes with an
outline of knowledge gaps or areas of inquiry conicey postgraduate education and

nursing in the aged care sector.

Search Strategy

The literature search was carried out using Cunvaldhdex to Nursing and Allied Health
Literature (CINAHL) Plus, Proquest and Scopus tnitfy international and national
research on postgraduate education and nursing:t&savere limited to: research
articles, peer reviewed articles, abstracts andetiglish language. Search terms such as
nursing, motivation, expectation, enablers, infeeeand barriers were used. There was no
set date restriction on the literature as the aam t@ explore what and how much research
had been carried out overall. The search termgtedumber of articles found are

summarised in Table 1.

Table 1: Summary of search terms

Search Terms No. Articles

Postgraduate or Post Graduate or Post- 570

Graduate or Post Basic
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 anos&racts were briefly read through to
establish that the article focus linked to the aesle topic. From this, the abstracts of 79

articles were read in detail to ascertain suitghitf which 18 were finally selected for in-
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depth review. Reference lists from articles wekeenwed and a further three articles
added. Articles were excluded at the abstract dtagause they did not have the primary

focus about nurses and postgraduate education.

Each of the 18 articles were summarised in a tdlalecontained information concerning;
the author, country the research was undertakem,aréicle was published; journal name;
article title; aims of the research; methodologyl &indings and themes as identified by
the author of the article. As most of the literaturas qualitative, each article was critiqued
using a critical appraisal tool for qualitativeeasch (CASP). The implications were then

summarised into a table (Table 2).

Overview of the Literature

The 18 reviewed studies reported on research frbiolintries including: Australia;
England;Hong Kong; Ireland; JordaMalaysia; New Zealand; Norway; South Africa;
Sweden and United States of America (USA). Thedsghumbers of studies were from
Australia with four, followed by the USA, IrelanBingland and New Zealand with two
each. The remaining countries had one study edtbktullies involved nurses studying in
their own country apart from one study which coteslof nurses from Hong Kong,
studying at a university in Australia (Simsen, tghl & Sellick, 1996). Settings of the
studies varied including: general hospital inpdtemeas such as paediatrics, surgical,
emergency department, theatre, outpatient clinigssing home, and the community. Two
studies had very specific settings which consisfespecialty nurses working in
intellectual disability (Sweeney & Dalton, 2007qdain clinical trials in haematology and
oncology (Scott, White & Roydhouse, 2013). ThetfiNZ based study (McDonald, Willis,
Fourie & Hedgecock, 2009) involved graduate nuvges had completed a Nursing Entry
to Practice Programme (NETP), with a postgraduapgepintegrated into the programme.
The second NZ based study (Barnhill, MKillop & Asall, 2012) concerned the impact of

postgraduate education on RNs working in an acei®. a

Dates spanned from 1987 to 2013, with 12 of thet@8lies published between 2009 and
2013. Generally all studies focused on RNs and thgierience of postgraduate education
through exploring participant motivation, attitudeapport, expectations, benefits, barriers
and challenges to undertaking education.

15



Table 2: Example of summary table used to critiquditerature

Author & | Research | Methodology | Findings & | Critique Implication
Journal Aim Themes
Black, To Design Strong - Low _Geriatrics/a
K.E., & establish Qualitative differences response rate | ged care not
Bonner,A. | different exploratory between of 34 % selected for
(2011) methods of | descriptive support - Med, Surg, | study
employer | design wanted by Ed and theatre| -In NZ what
Employer | based Sample: nurses and selected to would be
based support for | Convenience support participate but | considered as
support for | RNs sample of 270 | offered by not any support for
registered | undertaking| Registered employers. geriatrics/aged studying?
nurses postgraduat Nurses drawn | Supports most| care. What would
undertaking| e distance | from medical, | frequently -Interesting be the most
postgraduat] education | surgical, received: that study liked method
e study via emergency -Course fees | leave, (65%), | of support?
distance To department -Roster roster requesty -What do
education | investigate | (selected to requests (52%) and employers/m
participant’ | provide a range | -Study leave | clinical anagers
Nurse S of nursing Supports placements(54| consider to
Education | perceptions| contexts) and | sought most | %) were be supportive
Today of whether | theatre in a frequently: identified by | for nurses
31(2), 163- | or not the | major hospital | -study buddy | nurses that undertaking
167 existence of in Tasmania -Mentorship | they should be| postgraduate
absence of | Response Rate | Supports most| mandatory education?
Australian | this support| Response rate | frequently rather than - Would
research has any was 34% with | offered were: | Course distance
influence | 28% currently | -Study leave | fees(27%) yet | education be
on the enrolled in -Study groups | 64% identified | preferable?
uptake, distance -Emotional course fees as| -Are there
ease or education and | Supports most| being what many
difficulty of | 54% planning | liked by RNs: | they would postgraduate
undertaking| further study. -Course fees | like as support| distance
and Data Collection | -Study leave | -the study was| education
completing | Self-reported -Roster undertaken at | courses in
the guestionnaire, | requests one hospital in| NZ.
programme| piloted previous| Supports RNs | Tasmania, it
to use. thought should| may have been
28% who had | be mandatory | beneficial to

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.

were:
-Study leave
-Roster
requests &
-Clinical
placement

- 64% initially
tertiary
educated
-83%held a
minimum
bachelor
degree.

undertake the
study at more
than one
hospital to
compare the
culture of the
hospital/emplo
yers around
postgraduate
education.
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The experiences were categorised into: beforenduand post education. Seven studies
consisted of RNs either in the process of, or ljpemmpleted postgraduate study at
universities and institutes. Two of these (Hoffndaklester, 2012; Olsson, Persson, Kaila,
Nilsson & Bostrom, 2012), recruited from inter ps$ional qualifications of which there

was a significant representation of RNs.

A mixture of quantitative and qualitative methodpks and designs were used to conduct
the 18 studies which included: descriptive crossi@eal, case study, ethnographic,
interpretive, and exploratory descriptive. In fetudies (Johnson & Copnell, 2002;
Simsen et al.,1996; Sweeney & Dalton, 2007; Wa&dvells, 1987) the design of the
research was not specifically named. Some studilesal provide a lot of detail about how
the research was conducted; they concentratedhen aspects such as a specific
postgraduate programmes the participants werevedah. All studies had gained ethics
approval. Sample sizes varied depending on theadetbgy ranging from 10 (Clerehan,
McCall, McKenna & Alsharami, 2011) that involvedjaalitative descriptive design and
purposeful sampling technique, to 686 (Simsen.efl@b6) that did not state the research
design or sampling technique. Hoffman and Hest@tZ2undertook a cross sectional,
descriptive design, using a convenience samplicignigue of 372 students resulting in a
15.2% response rate. Of the 18 studies, 12 didpextify what type of sampling technique
was used. Two quantitative studies used random lgagrgnd three qualitative studies

used convenience, snowballing and purposeful sagpli

Questionnaires were used to gather data in therityagd the studies. There was variation
in how the questionnaires were disseminated inoty@ostal, email or on-linA&Imost

half the questionnaires were piloted using smajteups not participating in the main
study. This resulted in minor changes to some guestin four studies (Chiu, 2005;
Clerehan et al., 2011; Watkins, 2011; Zahran, 2@8&8)i-structured interviews were used,
generally taking between 30 and 60 minutes. Ingésvsiwere mostly one-on-one, however,
in two studies (Chiu, 2005; Johnson & Copnell, 2002us group interviews were also
conducted. In all studies demographic descriptivee provided of the sample.
Demographic information varied and in most instanoeluded; age distribution;
ethnicity; gender; marital status; employment egttprevious postgraduate education;
nursing speciality and years registered. Dependimthe study other demographic
characteristics such as language, location of yndduate experience, years in a specific
country, primary wage earner, time allowed off wasork hours and number of
dependents were reported. Data were mostly analssatding to the methods and

methodology used, such as inductive qualitativaertranalysis, the use of statistical
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software packages, transcribing, coding, themirdyategorising. In one study (Zahran,
2012) interviews were transcribed from Arabic tayish.

It was found in most of the studies, participademnitified financial support, to some
degree, as a motivator for undertaking postgradstatdy. It was also commonly identified
that although participants had completed or wepaiato complete a postgraduate
qualification, this was not recognised by employergemuneration or career
advancement. Enablers and barriers to study werdifgbd in all the studies, however
they were not always overtly described, and somdiest contained both enablers and

barriers while others contained one or the other.

Themes in the Literature

Six key themes emerged from the literature and wategorised as occurring before
commencing postgraduate study, during study, alhafing completion of postgraduate
study. Within the themes there were different pwoftfoci, these included personal,
progress, practice, postgraduate programme andciglaThe themes which emerged
from the literature were: i) motivation to study;expectation of study; iii) barriers to
study; iv) support to study; v) challenges to stuahd vi) benefits of study. These themes
were then categorised and subthemes were develSpetnaries of the themes,

categories and subthemes are presented in tablatat the beginning of each of theme.

Registered Nurse’s Motivation Before Commencing Stly

The review identified the two most common motivatfmr RNs before commencing
postgraduate study were ‘personal and professamadlopment’ (Table 3) (Chiu, 2005;
Hoffman & Hester, 2012; Olsson, Persson, Kaila, MAk & Bostrom, 2013; Simsen et al.,
1996; Sweeney & Dalton, 2007; Watkins, 2011; Wat&dNells, 1987; Zahran, 2013).

In reporting the research on motivation, some mebeas highlighted quotations from the
nurses’ responses. The ‘need for a challenge’ dextified as the key motivating factor in
personal development for research conducted inaadgMalaysia and Sweden (Chiu,
2005; Olsson et al., 2013; Watkins, 2011). Thelehgk was described by one nurse as
being due to “not previously achieving at scha®atkins, 2011, p. 33). Another nurse
who had previously completed some postgraduateatiducfound it to be a personal

challenge to complete the rest of the qualifica©isson et al., 2013).
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Table 3: Motivational factors related to RNs beforeengaging in postgraduate study

Theme Category Sub Theme

Motivation Before Personal

to Study commencing * Personal development
postgraduate « Ambition
study * 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
e Structure of course
* Relates to practice
Financial
» Course funded/reimbursement
e Attend study days

In a Jordanian-based study, described ambitioreig @ driving factor in undertaking
postgraduate study, “my ambition is more than dblme degree” (Zahran, 2013, p. 1053).
The 2012 South African based study, using a crestsonal research design to explore and
describe academic transitional experiences of Maslegree students, found one nurse’s
personal motivation was that she would be abledetrimfluential people through
completing postgraduate study (Hoffman & Hester20%imilarly a study conducted in
the USA in 1987 using an Educational Attitude Quoestaire, explored nurse’s attitudes to
postgraduate education and found of the 524 whiicgaated, 86% (n = 450) considered
postgraduate study was a way of meeting new aedeisting people (Watson & Wells,
1987).

A case study conducted in Ireland in 1996 explonetivation and expectations of RNs in
a postgraduate programme using open-ended questions seven point ordinal scale.

The study found the reasons 25 of the 30 partitgpangaged in the advanced programme

19



was due to the structure and content of the courdejidual and professional development
and that the course related to practice (BooreglIhe participants were atudents in

the first two cohorts of the programme.

Employers also have an influence on nurse’s matimab study according to findings in a
case study conducted in Malaysia in 2005 lookingZaturse’s reasons for undertaking
postgraduate study. It was found that where the®am expectation from the nurse
managers to complete a postgraduate qualificatr@nurse was more motivated, enrolled
in and completed a qualification (Chiu, 2005). $amy, research undertaken in the USA

in 2009 found organisational incentives motivatadses, who already had degrees or
diplomas, to return to postgraduate education (&a& Mills, 2009). It was also

identified that being paid to attend study daysl @mbursement for tuition, were among
the top three ranked incentives by participanthéstudy. In contrast, Watson and Wells
(1987) found nurses received no encouragemententive from their employers to
complete a postgraduate qualification. Similariyien (2013) noted nurses reported there
was no recognition from hospital management oringssprofessional bodies for nurses
undertaking or having completed a postgraduateafopaion. Although career
advancement has been highlighted as a motivatoctgrféSweeney & Dalton, 2007,
Watkins, 2011; Zarahn, 2013), it has also beenidered as a barrier due to unclear career
pathway structures (Scott, White & Roydhouse, 2@lIR) the trusted availability of jobs

for nurses with a Master’s degree (Watson & Wél#37).

Motivation to undertake postgraduate educationabse other family members had, was
identified in a qualitative descriptive study conthd in Ireland in 2009 (Tame, 2009).
Percentages of those participants’ motivation wagrmovided. The study explored
perceptions and experiences of 23 perioperativeasurom one NHS Trust. The
participants were all currently engaged in or haehgeted postgraduate study. Similarly,
Watson and Wells (1987) found 41% (n = 215) of384 respondents believed completing
a Masters degree was something their families witkécthem to do. Providing better
patient care was identified as a motivation to gega study by participants in a
gualitative study conducted in Sweden in 2011 (@it al., 2013). The study explored
the expectations of 42 participants from six défgrhealth professions. Twelve of the
participants were nurses. All participants wereobed in an inter-professional Master’'s
degree at one institute. A wish to improve direstignt care rather than improving self-
development was a motivation for some participantbordan (Zahran, 2013). Also a 2007
gualitative study conducted in Ireland, explorihg educational requirements of RNs in

the specialty of intellectual disability, found themary motivation of 17% (n = 36) of the
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210 participants was to provide better serviceshose with an intellectual disability

(Sweeney & Dalton, 2007). Five hundred questiomsaivere distributed to organisations
that provided services to people with an intellattlisability, with a 42% (n = 210) return
rate. Of note the other primary motivator for engggn postgraduate education from this

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

Expectations of Registered Nurses Before Commencir&udy

Expectations before commencing postgraduate stlalylé 4) came not only from nurses
but also from employers (Chiu, 2005; Tame, 2008 &xpectations from nurses varied,
commonly including an increase of knowledge, skpi®fessional development and
personal development (McDonald et al., 2009; Olssbal., 2013; Simsen, et al., 1996;
Watkins 2011).

While research has not identified explicitly empmogxpectation, research does indicate
expectation from nurses engaging in postgraduatyygMcDonald et al., 2009; Zahran,
2012). For example employers expect RNs at theoéttte NETP programme to be
confident and competent practitioners. Other exgigxts were found in nurse specialists
with masters degrees with the expectation thaethesses will be capable of providing
high quality health care and be role models foegtl{Zahran, 2012).

Table 4: Expectation of study

Theme Category Sub Theme
Expectation of | Before Personal
Study commencing * Personal development
postgraduate| Professional
study * 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 motivatdmBritish and German nurses
undertaking postgraduate education found that reafay nurses applying to study was
linked to their academic expectations (Watkins,130The nurses expected to gain some
understanding as to how to improve their practsmiegievidence based practice. In a NZ
gualitative study, McDonald et al. (2009) investegh40 NETP nurses using open and
closed questions found flexibility and an extensaaoound assignments was an expectation
of 18% (n = 7) of the participants due to workimglatudying simultaneously. However,
31% (n = 12) of the participants commented theoaikhbe better communication around
the course requirements at the start of the caagseell as making it clearer how to access

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

Nurses expressed two other types of expectatiomsekey and Dalton (2007) found 61%
(n = 124) of the 203 study participants, had areetqtion they would be given study leave
to attend classes; however they had to use aneana instead. For others, expectations
concerned nursing colleagues, as Zahran (2013)ifieeln some nurses’ colleagues had an
expectation, nurses engaged in postgraduate stadlgWwe better role models and share
their new knowledge to improve practice.

Barriers to Registered Nurses Commencing study

The identification of financial aid was a commomrka within the literature (Table 5) as
to why nurses did and did not undertake postgradstaidy (Black & Bonner, 2011,
Boore, 1996; Johnson & Copnell, 20&ott et al., 2013; Tame, 2009; Warren & Mills,
2009; Watson & Wells, 1987).

A qualitative study using a self-administered questaire to explore the benefits and
barriers of undertaking postgraduate educationdsdRtric nurses, found 90% (n = 352)
of the 391 respondents identified reduced hourd@sslof salary as a barrier, 89% (n =
348) identified course costs as a barrier, and {f9%274) chose no direct remuneration
for qualifications as a barri¢gdohnson & Copnell, 2002). Research undertaken in
Maryland USA, exploring the motivation of RNs tduen to postgraduate study, reported
older age, family and money were key barriers te@siin completing education.
Demographics from the study were compared to natid@mographics of RNs from a
2004 national survey of RNs. The comparison shawed% (n = 161) of the 297 nurses
were in the 45 to 50 year age group, compared &%4 6f nurses in the same age group in
the 2004 national survey (demographic data numtarprovided for 2004 national

survey); revealing a significant difference (Waré&Mills, 2009). These results are not
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accurate however, as the data from the 2004 nasomeey is completed annually by
nurses renewing their licensure and is optionalamiieg, as not all nurses are required to
complete demographics to renew their licensure2@@! national survey demographic

data are not representative or accurate of allesurs

Table 5: Barriers to study

Theme Category Sub Theme
Barriers to Before Personal
Study commencing » Separation from family & friends
postgraduate| Professional
study * 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 financ@aenitments were an issue to
preventing 50% (n = 262) of 524 respondents retigrto further postgraduate study with
high tuition costs also being a key concern. Siryila 2013 study conducted in Australia
exploring the advancing clinical pathway of clifdit@al nurses, highlighted the significant
cost of postgraduate study, lack of time to stutly an unclear career pathway as barriers
needing to be addressed by employers, nursing saams, educators and funding
organisations (Scott et al., 2013). However, TaR@®9) identified that although funding
was an issue, some nurses felt that it would nat barrier for them personally if their
motivation was strong enough. In the same studypttysical environment of the
university was described as a barrier; this wadhmtase in any of the other studies.
Tame (2009) also identified three participants Wwhd engaged in postgraduate study
secretly for two reasons. First, due to manageuscaiteagues negative attitudes toward
postgraduate education, resulting in participageifig they were unable to discuss study
progress in the workplace. Second, because ofaftipants’ perceptions of their ability
to complete a postgraduate qualification, andeftfailed, they did not want anyone to
know. Participants’ perceptions of their acadenhidityg were considered to be a barrier,
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especially from those who had not studied at aersity beforeComments from some of
those nurses were that they “would rather not sthdg be unsuccessful” (p. 259).

There are also barriers to nurses engaging irgpaaiitate study in a country other than
their own. Chiu (2005) found participants from Male undertaking education in
Australia considered the high cost and separatmm their families could stop them from
studying overseas. However, with little opporturidy quality postgraduate education in

Malaysia, a high value was placed on postgraduhieagion overseas.

Support to Registered Nurses Before Commencing Styd

With regard to support to RNs before commencindgraduate study (Table 6), two
common types of support were evident in the liteatThese were, employer support,
which was mostly financial and covered the perietble commencing education and
academic support (Black & Bonner, 2011; Clerehaal.e2011; Hoffman & Hester, 2012,
Sweeney & Dalton, 2007; Tame, 2009). Academic stpmvers the period of time from

commencing through to completion of postgraduatdyst

Table 6: Support to study

Theme Category Sub theme
Support to Before, during | Personal
Study and to * Emotional

completion of « Time management i.e. study/work/life

postgraduate «  Family

study Professional

* Work colleagues
Practice

e 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
e Study leave
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Black and Bonner’s (2011) study investigating Aalstsian employer based support for
RNs completing or who had completed postgraduateattbn through distance education,
found there were differences between employerdla&Ns in what support was wanted
and what was offered. The study sample was recrugeng convenience sampling. A
questionnaire was sent to 270 RNs from a largeitad$p Tasmania resulting in a 34% (n
= 92) response rate. Using an exploratory deseaptesign then identified, 94% (n = 86)
of the RNs thought there should be some suppd¥, @4= 77) felt some support should
be mandatory, and 34% (n = 31) had received nostifpupport the RNs would have
liked were: course fees, study leave, availabdityesources and roster requests,
mentorship, preceptorship and emotional suppo.tdp three forms of support RNs
identified that should be mandatory were: studyéeat 65% (n = 60), roster requests at
52% (n = 48) and clinical placements at 54% (n ¥ B@ving course fees paid for was
also identified as supportive to the RNs in undenga further postgraduate education.
Black and Bonner (2011) recommended that if empkogee advocating postgraduate
study for RNs, then support systems need to bé&acep Similarly, Sweeney and Dalton
(2007) found funding from the employer, and timevedrk, were highlighted as a support;

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

Support to Registered Nurses During and to Completin of Postgraduate Study

A South African study conducted in 2012 lookedcademic transitional experiences of
Masters’ students, which included nurses, at thelfia of Community Health Sciences.
An exploratory, descriptive research design wdsat. Convenience sampling was used
and a questionnaire was emailed to 374 studemse#ponse rate was low at 15.2% (n =
57). Results of the study found there were sevanaport systems in place to assist the
students with their transition into postgraduatecation (Hoffman & Hester, 2012). The
support systems included: an orientation prograntilmayy services, an academic writing
centre and individual academic support, writingatws and mentors. Through conducting
the study it was established, the least used adadeiport system was the academic
writing centre. This had not been utilised as etgukdt was suggested the limited use of
the writing centre was due to “English being thenedanguage of only a third of the
respondents” (p. 6). In contrast, other supporté &$ individual academic support with a

supervisor had been made use of by 91.2% (n =f52udents.

The Australian study by Clerehan et al. (2011plesng 10 Saudi Arabian nurses and
their experiences of undertaking postgraduate studyistralia identified on-going

support was vital in helping nurses transition tigio a different social and learning

25



environment. The research also identified that sttpground balancing study time and
time with family was required. Tame (2009) founggort from many sources such as
family, work colleagues and the university, durpagstgraduate study was considered vital
by nurses participating in the study; however, soft@ose nurses would not approach
their work colleagues for support due to the celtoi the work place toward postgraduate

study.

Challenges for Registered Nurses Undertaking Postgduate Study

Challenges to study experienced while undertakogjgraduate education (Table 7)
included, academic, studying overseas, time manageand balancing work, study and
life (Clerehan et al., 201Iphansen &larding, 2013; McDonald et al., 2009).

Table 7: Challenges to study

Theme Category Sub Theme
Challenges to | During Personal
study postgraduate * Inagood way
study « Personal — lack of self-belief

* Personal development

* Previous under achieving

e Cultural

» Balancing work/study/life
Professional

* Improve knowledge & skills

* Credibility
* Profession/career enhancement
Practice

e Unrelated to work place
Postgraduate Programme
* Academic writing
e 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 challengesudying in another country were
differences between the two countries educatiotesys relationships with lecturers and
family/study balance. In their study, challengethwviamily and study balance were related
to cultural expectations of participants, many diom were married and had children.

Those participants had a cultural belief that theght to spend time with their family
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before study. This was challenging and had an itnpacheir study. One participant
described the impact as being with the family, thirtking and planning study at the same
time, “I am with my body with them, but my soul amind absent really” (p. 218).
McDonald et al. (2009) identified 41% (n = 16) bé&t40 participants described time
management as a challenge, with one participantesgmg “time constraints and the
workload was difficult, found it tough fitting itlan as well as doing shift work” (p. 22),
while Olson et al. (2012) found respondents deedrilaking on postgraduate education
generally as a personal challenge, (no numbersroeptages were provided). Similarly,
Watkins (2011) found participants were either peato@r professional challenge seekers.
The professional challenge seekers related togpsainal and career enhancement,
improving knowledge and skills, credibility and daing up with new developments in
nursing. Personal challenge seekers related top&rdevelopment, previous under
achievement and having the opportunity to engageNtaster’s degree (no numbers or

percentages were provided).

Academic requirements were also identified as ehglhg in a small Norwegian based
study by Johansen and Harding (2013). The stuawgusescriptive design, explored 17
nurses’ experiences and attitudes to academiawyriti postgraduate education. Most of
the nurses identified, they had little experiendi \wostgraduate education, found
academic writing to be challenging and describexd ibeing “difficult, time consuming

and of little relevance to their clinical practiogd. 366). The study also found that students
who had little experience with postgraduate edooainded to focus on the expected
academic style as opposed to the learning or cboritemas argued the lack of writing

skills may be due to the lack of support from theiegian nursing education system. The
study is limited however due to the small numbeparticipants involved. Hoffman and
Hester (2012) argued that some of the researcltiparits’ academic transitional
challenges from their study were related to thdestis’ motivation to undertake
postgraduate study which was influenced by paditig experiences with prior learning

and academic successes.

Benefits of Study During and Following Completion & Postgraduate Education

Benefits of study to RNs during and following coetpdn of postgraduate education were
many and varied throughout the literature (Tabler@g location of where postgraduate
education was being held was identified as moie lwénefit if it was held locally (Johnson
& Copnell, 2002; Simsen et al., 1996; Sweeney &@gl2007).
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Table 8: Benefits of study

Theme Category Sub Theme

Benefits of During and | Personal

study following * Increased self confidence
completion « Doing more with lives
of Professional
postgraduate « Increase employment opportunity
study Practice

» Study & practice at the same time
* Improved practice
» Learning to link theory to practice
e Collaborative practice
Postgraduate Programme
» Gain tertiary qualification
» Continue with postgraduate education
» Postgraduate education appropriate for firg
year of practice although wait 3-4 months
before introducing it (graduates).
e Study locally
Financial
* Nothing noted

—F

A NZ study conducted in 2012 found 53 (92.6%) ofsRtientified an increase in
knowledge and understanding of human biology, theade process, pathophysiology and
patient assessment following completion of postgadéel education. As well as this, 46
(80%) identified an increase in application of Whedge (Barnhill et al., 2012). Johnson
and Copnell (2002) identified being able to linkdhy to practice as a significant benefit
by respondents. Results of their study identifiedddits to the 391 respondents is largely
focused on how the individual nurses would bersefd not on how the clinical
area/service or patients would benefit. Benefithwhe highest percentage included: being
able to link theory to practice 336 (86%); increshsenployment opportunities 277 (71%);
increased self-confidence 250 (64%); and gainitegteary qualification 242 (62%).
Although this study was about benefits and barérsndertaking postgraduate study, its
focus was considerably more on barri€enversely, Boore (1996) highlighted benefits of
a postgraduate programme as being around persimialites; intellectual abilities,
theoretical understanding, research understandmynursing care. Nursing care included:
having a positive effect on practice; introducingavations and more questioning about
care given, demonstrating nurses were also thirddooyt benefits to patients and the

service not only to themselves.
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Zahran (2013) found some colleagues of the paditgpresearched, perceived there was a
positive impact on practice for nurses undertalgagtgraduate study. In contrast, other
colleagues perceived, the purpose of postgraddateagon was for personal advancement
only; was not applicable to practice settings; had no practice value. However,
McDonald et al. (2009) found 61% (n = 24) of NETlRs®es considered it appropriate to
engage in postgraduate education in the first gepractice, and 78% (n = 31) of NETP
nurses in the study identified an improvement irsmg skills. The NETP nurses
described postgraduate study within the NETP progra as a positive experience
encouraging them to pursue education in the futsirailarly Simsen et al. (1996) found
that of the 705 respondents in their study, 50% 852) planned to continue with
postgraduate education in the following two to figars, with married and male nurses
more likely to want to continue with study. In cadt, senior and older nurses remained
undecided or did not wish to continue. A benefimEa(2009) identified during the period
of time participants were students, was that padrs’ perceived they were doing more
with their lives and described this as “accessiRgCemoved participants at least
temporarily, from traditional female roles” (p. 26@ther benefits from the Tame study
included; an increase in confidence and in pra¢tic@viedge leading to a more
collaborativerelationship with medical staff enabling participato challenge and suggest
changes to medical decisions, moving away fromrttage of nurses being handmaidens

to the medical staff.

Knowledge Gaps/Limitations

Three knowledge gaps were identified from thigéitere review. The first gap is the
minimal research that has been produced from Neladd around not only postgraduate
education in nursing but also in aged care. Tleeditire search resulted in two NZ
research articles in the area of postgraduate &éducnd nursing. The two NZ research
articles were both held within one DHB each.Thidicates some limitation and the
research would benefit in being conducted widdYh It also shows a significant gap in
research within New Zealand. The second knowledgeigin the international literature,
where although there is more literature aroundgraduate education and nurse’s
attitudes, barriers, motivation and benefits, thveas minimal research involving nurses
working in aged care. Most participants and respatslinvolved in the 18 studies were
working in other areas of health such as, medstabical, theatre or paediatrics. This also
shows a gap in the research around postgraduatateziufor nurses in aged care. The

third gap in knowledge is around employer expeatafiom nurses engaging in

29



postgraduate education. Much of the literature arasind what nurses expected from
employers, or from engaging in postgraduate stddyvever, there was minimal literature
(one study) specifically identifying what employergoected. Including employer
expectations would have added to the knowledgeisnarea and given a more balanced
picture. These gaps were all considered importaattress in this research. The next

chapter of the thesis presents the methodologyasidn for the research.
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Chapter 3 Methodology and Design
Introduction

The purpose of this research is to examine theafgp®stgraduate education in the aged
care sector. The research includes an explorafidreqerspectives of RNs employed in
aged care and to capture their views and expeesigeostgraduate education. The
chapter commences with a brief overview of the mixeethods methodology used for this
study. The chapter then proceeds to describe #eareh design, including the sample, the
three methods of data collection, document revieays groups and interviews, and
analyses techniques. Rigour strategies are themaused, and finally the process for

ethics and managing ethical issues is presented.

Mixed Method With Data Triangulation

A qualitative approach was used for this resed@elalitative research comes from a post
positivist approach, the purpose of which is tolesgpand explain in depth phenomena by
guiding researchers in understanding phenomenahvaticur naturally through
investigating participant’s values, meanings, eignees, beliefs, and attitudes (Schneider,
et al., 2007). A case study approach was initiadigsidered as the methodology because
of its use in examining individuals, groups, orgational, social, political and related
phenomena (Yin, 2009). A case study can be destabe “collection of detailed,
relatively unstructured information from severaliszes, usually including the reports of
those being studied”, and is often used by theareber to understand “complex
phenomena about which little is known” (Lo Biondeed & Haber, 2002, p. 132). Due to
the challenge of defining the phenomena of the,Gas the related units of analysis, a
decision was made not to continue with case stddwever, what | valued from the case
study approach was the expectation to use differethods and perspectives, which |
considered was important for this study. | therefdnose mixed methods with data

triangulation.

A mixed method approach enables the researchéictiodifferent perspectives from the
data collected, and to give a holistic view of tesearch topic (Williamson, 2005).
Typically a mixed methods methodology is an intégraof quantitative and qualitative
approaches of which, according to Cresswell (20ddl)yers a further comprehensive
understanding of the research under question.sthdy mainly focused on a qualitative
aspect using minimal quantitative data. More obtialigative aspect was been chosen as

this study is of a qualitative nature exploringropns, perceptions and experiences of
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individuals. Mixed method data triangulation isrezd out through “the use of a variety of
data sources” (Schneider et al., 2008, p. 25Ghimstudy, sources were a document
review, focus groups and interviews covering thgemips of nurses; those who have
engaged in postgraduate education; those who f@wvengaged in postgraduate education;
and Nurse Managers. Using data triangulation asearch approach can be undertaken in
three ways (Kimchi, Polivka & Stevenson, 1991). §éare: i) time triangulation — where
data about the same phenomena is collected ovarateimes for example days, weeks
or months; ii) person triangulation — where dateakected from two or three levels of
people, this could be groups or individuals or batid iii) space triangulation — where
data is collected at several sites of the sameqgvhena. In this studgll three types of
triangulation are used. Time triangulation is usedhe document review. Person
triangulation for sample selection, as data wakectd from three different groups of

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

facilities.

Research Design
This section details the methods and procedurekinghis research.

Document Review

A document review was undertaken to gather infoionabout what key stakeholder
groups had written and proposed about postgracuteation, nursing, and aged care.
This information was considered important for irigegting policy direction and

examining trends and influences. Documents weraindd between the years 2000 to
2015. This period captures when strategic documeeais released concerning the growth
of NZ's population, and the changes required ferhlibalth workforce to effectively meet
the needs of the growing population.

The document search involved searching websites tnganisations including the MoH,
Health Workforce Advisory Committee (HWAC), HWNZWZ, NZNO, and the

College of Nurses Aotearoa, as well as a generab@asearch using terms similar to
those used in the literature review. An initialrebeon health workforce and older persons,
from the MoH, Ministry of Social Development, arrdrh the HWAC, resulted in the
selection of 25 policy documents. A further 17 doeats from professional bodies such as
NCNZ and NZNO were added. These documents focusedising education, funding,
NPs, the nursing workforce and annual reports.firtaéngs of this collection of 40

documents located over the 15 year time periogareded in Chapter Four.
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Focus Groups

Focus groups are qualitative in nature (Doody, iBl&/Taggart, 2013a), and have been
used by researchers in health care for the lastieeades to collect information about
participants perceptions, attitudes, knowledgeniops and beliefs (Then, Rankin, & Ali,
2014). The main purpose of a focus group is to lenthie researcher to gain a better
understanding of a topic or issue through obseplisigning and collecting information,
in-depth knowledge and experiences from a groupdier & Casey, 2009; Then et al.,
2014). Powell and Single (1996), advise that pigdiats for focus groups are chosen for
their individual experiences relating to the reskam this research, focus groups were
chosen to explore and find out from RNs about thersonal experiences of postgraduate

education.

The intention was for each group to have beentbweght participants and to be organised
as a homogenous unit. Homogeneity, with regardd¢ad groups, means participants
within a group have something in common which igtérest to the researcher (Krueger
& Casey, 2009). A key point is that homogeneitgrissent in a group’s background, not in
their attitudes (Morgan, 1997). However, due tdopgms encountered with recruitment,

groups were heterogeneous.

Focus groups require a facilitator who has a gowtkrstanding of the purpose of the
research as well as knowledge of the topic of theéys(Krueger, 2009). The key role of
the facilitator is to facilitate the discussion @ty et al., 2013b). There are also
responsibilities the facilitator needs to carry before, during and after the focus group
session to ensure its success. Responsibiliti@sdaffocus group include preparing
prompts and questions for the discussion (Curti®eg&imond, 2007). During the focus
group, it is the facilitating of free flowing anghen discussion that is important (Powell &
Single, 1996). The facilitator needs to communicdarly with the group, have good
listening skills, be able to control any persomaations, be open and not defensive, and
respect participants in the group (Krueger & Ca2699; Powell & Single, 1996).
Krueger and Casey also suggest respect of pantisipgone of the most significant
factors influencing the quality of focus group rksuThe facilitator keeps the group
focused and on track and should ensure every grampber has an opportunity to have
their say. Powell and Single (1996), also advise éhnotetaker or observer is present at
the focus group to capture the interaction and oyos of the group. In this research this

advice was not adopted given the difficulties irmaging groups.
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Morgan (1997) argues “strengths and weaknessexo$ fgroups flow directly from their
two defining features: the reliance on the reseatsiocus and the group’s interaction”
(p. 13). Focus groups also rely on the interaatibparticipants to generate data related to
their opinions and experiences. Although this camIstrength (Kitzinger, 1995), it can
also be a limitation, as group interaction can l@acdonformity within the group, meaning
that some participants can withhold valuable infation (Curtis & Redmond, 2007). A
group process is an opportunity for those who hayeos do not think they have much to
share on the topic (Kitzinger, 1995). A furtheesigth of focus groups is that the
researcher can collate similarities and differencexinions and values expressed by

participants (Freeman, 2006).

A limitation of focus groups is that they are naturalistic because of the facilitator’s
influence on the interactions (Morgan, 1997). Thesy have a negative effect on the
quality of the data. Also a group may be very qar not provide much data. Facilitation
skills include monitoring of the group, such asnigeaware that participants do not trust
each other, or managing dominant or aggressivevimgireof individuals and being
sensitive if participants become upset. Data froou$ groups is challenging to analyse.
The interpretation of comments from the group nimgstarried out, not only within the
context of the groups dynamics, but also the enwrental and social context from which
they took place (Then et al., 2014).

Information sheets containing details about theaesh, what participation would involve,
and details on confidentiality, data storage amsga@mhination were developed for
participants to inform their decisions about pgpating (Appendix A). In addition to the
questions, the focus group schedule containedldeieh as the ground rules (Appendix
B), advice for the group to ask questions, anaioind them that the session would be
audiotaped. The opening question “Tell me what oy most about nursing older
people?” was purposeful. As such this was an eassgtpn that dealt with facts and did
not require a lot of thinking. It was used to enage group members to talk and have
some discussion at the very start so they were fikalg to contribute during the group
session (Krueger & Casey, 2009). The focus grospiees were expected to take between
60-90 minutes each. There were nine questionskttbagach focus group and 10 for the
Nurse Manager group (Appendix C). The questioneVi) the place of postgraduate
education in aged care; ii) benefits to RNs undartppostgraduate education and
outcomes for residents; iii) benefits and barr@rpostgraduate education to the RN; iv)
observations of RNs of those who have undertakstgpaduate education; and v) culture

of and support provided by the residential facilkjurse Managers were also asked to
34



share their experiences of postgraduate educdtios.topic was specifically added to find
out if they had personally attempted, or completey postgraduate education, and how
that influenced their belief in the importance, ch@ad value of postgraduate education for

the RN working in their aged care facility.

Interviews

Interviews involve the researcher asking structusedhi-structured or unstructured
guestions, for the purposes of investigating aa afenterest to the researcher (Roberts &
Taylor, 2002). Semi-structured and unstructuredstioes are commonly used in
qualitative research as they allow for a more fiexexploration of topics that come up
throughout the interview (Roberts & Taylor, 2002gmi-structured interviews were
considered appropriate when it became evidentstived possible to convene a focus
group. This allowed some individuals to share tpenspective on a topic. Interviews are
commonly used in mixed method designs (Mcintosh &$¢, 2015). Whiting (2007)
identifies five phases to the semi-structured in&v. These are; i) building rapport; ii)
apprehension, iii) exploration; iv) co-operative;participation; and vi) concluding. The
information sheet, consent form and schedule, ptesly used for the focus groups, was
modified for the interviews. In the focus groupsl amterviews participants were asked to
complete a simple questionnaire regarding theiragaphic and clinical background
(Appendix D).

Sample

The population chosen for this research is RNs wgrk residential aged care. The
rationale for this was that in order to be eligitdeundertake postgraduate education in
nursing in NZ, nurses are required to have nurssggstration. Three groups of nurses
were recruited: i) those who had engaged in podtgie study; ii) those who had not; and
lii) Nurse Managers. These groups were chosen kedauanted to explore RNs decisions
as to why they did or did not undertake postgraglisaidy; and to explore benefits and
barriers to undertaking, or not undertaking, paslgate study; as well as obtaining Nurse

Manager’s perspectives on the topic.

The only inclusion criteria was that the RNs neeideldave worked in aged care for two or
more years. This was to ensure the RNs would haffieisnt experience in aged care and
time to be engaged in postgraduate study. The sxeicriteria were i) Enrolled nurses
working in aged care, as to be eligible for pogigede education in nursing and for
HWNZ funding nurses must be RNs; and ii) casuasesimworking in aged care, as these
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nurses work across different aged care facilibes, would have difficulty answering some
of the questions.

Purposive sampling was mainly used to recruit pgints. Purposive sampling is when
the researcher recruits people most likely to laeecharacteristics and experience of the
phenomena under investigation (Higginbottom, 20G4nvenience sampling was also
utilised as this enabled recruitment of those “@mently available” in relation to
readiness, time, access and location (Schneidgr, @007, p. 124). In selecting the
sample it was important that people had time teswhar whether to participate, as this

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

To recruit participants, | consulted with Nurse Mgars from five rest homes in the Lower
North Island and asked if they would give permisdiar their facilities to participate in

the research. All five Managers were in agreem@mbtal of 56 packs (containing the
information sheet, consent form and stamped adellesmsvelope) were collated, one for
each RN in the facilities including Nurse Manag@itsese packs were given to each Nurse
Manager to distribute out to their nursing staffregetings, or placing them in staff mail
slots or the staff rooms. The potential particigamere given two weeks to return the
consent forms to me. Over those two weeks | watacted by two RNs willing to

volunteer their time to participate in the reseatchaited another week in case other

potential participants contacted me however | reéno other contact.

| then contacted the Nurse Managers again and araalegements with each of them to go
to the rest home to conduct either focus groupsterviews with their RNs depending on
what the Nurse Manager was able to arrange duaffong numbers. This process took
another two weeks to complete, and due to thecdities of talking with the Nurse
Managers, only four facilities participated in ttesearch. | contacted the two RNs who
had originally responded to my invitation about tWvas happening regarding when |
would be at their facility so they could participat did not know until | arrived at each
individual facility as to how many RNs would be papating.

Data Gathering

The first facility | went to, | had arranged witet Nurse Manager to conduct a
homogenous focus group with those participants wéi@ currently engaged in
postgraduate education. On arrival, there werestRfds waiting for me. Two who were
engaged in postgraduate education and one whoetakdid not think it would be
appropriate to turn the RN who had not engagedynpastgraduate education away. |
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therefore conducted the group with all three RNsent and adapted the questions to
include the RN not engaged in postgraduate stuldg.rdom we were in was a dining
room with no carpet. The lack of carpet on therflm@ant the room had a lot of echo

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

I commenced the group session by introducing mysedfl then completed the research
formalities such as advising how the group would aind revisited the consent process to
ensure everyone was familiar with expectations,tarmbmplete the demographics and
professional characteristics form. As this was gpeiompleted | realised | had made a
mistake on the form concerning age groupings. Ivaaiden 20 to 25, 25 to 30, and 30 to
35 which meant anyone who was exactly 25 or 30dcbalin one of two groups. | asked

participants who were in this predicament to wdibsvn their actual age.

Following completion of the form | went over theognd rules. Participants were asked if
they were in agreement and if they had anythinadih No new rules were added and all
were in agreement. | then commenced asking thepgimipre constructed questions. The
group dynamics were positive and there was a hghtted atmosphere. All three RNs
knew each other. The two who were currently parétthg in postgraduate education,
contributed well and were able to answer all qoesti The RN who had not completed
any postgraduate education was quieter, until tdgvlve end when she became more
vocal increasing her contribution. Following conte of the focus group | provided
some refreshments and thanked everybody for fined. tAs | was about to leave, an RN
who had missed the focus group arrived. She waskesn to participate in the research,
so |l interviewed her at that time. Once away fromfacility | wrote notes about my

thoughts concerning what | had heard and how tbepgand interview went.

| went to the second focus group with less of greetation of it being homogenous. On
arrival at the facility there were four RNs waitifay me. One who was currently engaged
in postgraduate study and three who had never edgagrostgraduate study. The room
used for this focus group was a lot quieter, &sd carpet on the floor and arm chairs to sit
on. | went through the same process as the ficstsfgroup regarding preparation and the
order of questions. During this focus group theezenseveral interruptions from one
participant’s pager going off which resulted in thticipant leaving the room on two
occasions. The participants all knew each othenearé very vocal; they all interacted

well and answered and discussed all the questions.
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| conducted a further 12 interviews. It was unknaach time | went to a facility how
many RNs | would be interviewing so | went prepangth questions to cover all three
possibilities | undertook a similar preparatorygsetas | had done with the focus groups
with the exception that there was no need to revieaground rules. In both focus groups,

the audio recorder was only turned on followingsiaéormalities.

Settings for the interviews varied, if the intewigvas with a Nurse Manager it was
generally held in their office. This did cause santerruption at one interview with
people knocking on the door and the phone rindipgused the audio recorder to maintain
confidentiality during those interruptions. | foutite interruptions impacted on the focus
and flow of the interview. Other settings usedtfa interviews were a vihau room, a
recreation room, a staff meeting room and a stéiffeo Due to 11 of the 13 interviews
being held during work hours, the interviews wdrerter ranging in length from 9 to 32
minutes. Given the limited time some interviewsevershed and participants did not
always engage in deep conversation. | found the@&lhNfanagers to be more engaged in
the interviews, which could possibly be becausg thée not have a patient load to get
back to.

Every interview was different | found some partanps opened up more than others and
would share personal information, which sometimas unrelated to my research.
Difficulties encountered with the interviews werainly the limited time each RN felt
they could give to the interview. Another issuesarwith the demographics and
professional characteristics form, when one pgaict had trouble with the question
asking for the year of their nursing registratibhe participant had immigrated to NZ and
asked if | wanted the date of their initial nurshegistration or when they got their NZ
nursing registration. | clarified it was their it nursing registration, but did ask that they

also put the NZ date down. | subsequently madectaarer.

Analysis

Data analysis was carried out on the documentug\ecus groups and interviews. A
transcriber who had signed a confidentiality agreinfAppendix D) was used for
transcribing one focus group and 11 interviews, langinscribed the other focus group and
two interviews. Data analysis for the documenteeniollowed three steps. First, the
documents were separated into two clusters, govamhpolicy perspectives and
professional body perspectives and put into a hestbtimeline. Second, the content of

each document was reviewed for what it reportedngigg nursing workforce
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development, postgraduate, postgraduate educanew, care, older persons, residential
care and continuing care, postgraduate fundingaidPNurse Specialist. Third, overall

trends in the documents were then analysed over. tim

Data analysis for the focus groups and interviews w@arried out using a descriptive
process, through content extraction, categorisithiaterpreting the data. Sandelowski
(1995) considers analysis starts the moment data Ib@en collected. The process was
conducted in five steps and focused on the cowtiervhat was shared. First | collated the
demographics and professional characteristics these summarised in table format.
Percentages for each group were developed; thigesdsn describing differences amongst
the group; for example, the proportion of peoplesthynicity who had completed

postgraduate education.

Secondly, I listened to the audiotapes of eachde several times, | then read the
transcriptions to become very familiar with and geense of the data. Sandelowski (1995)
considers re reading of transcriptions as beingsaential part of the process for the
researcher to get a “sense of the whole”, to ewatiyttnove on to the next part of the
analytical process (p. 373). Similarly Creswell12padvises researchers about reading
through the data multiple times and reflecting dratvhas been read to get an overall
meaning and idea of what the participant is sayitggl did this | cleaned the transcriptions
by removing words such as “umm” and de identifyiing data to ensure confidentiality of
the facilities, group participants and others wheyewnamed. Thirdly, | transferred the data
from each focus group and interview into table fobuaring this exercise | re-read the
transcripts and listened to what was said.

The fourth step involved categorising what eachstjor meant and then interpreting its
meaning (Table 9). Interpretation of the data imeslthe researcher determining their
assessment of what is being said (Sandelowski,)1298swell (2014) refers to
interpretation of data analysis as “peeling baekl@tyers of an onion” in order to find the
meaning (p. 195). As an overlap between the anshezrame apparent, | made the
decision to cluster questions. The clusters warestjons one and eight which captured
the big picture of aged care in general, questimesand three which captured workplace,
guestions four, five and nine were about benefifsostgraduate education, question six
which captured the barriers to postgraduate stadyqaestion seven the personal factors

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

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

Interview | Content Category Interpretation

Number

RN12D “Well | think the benefits for | Residents can feel Being up to date with

them are, they are assured | confident that the RNs standards of care and
that there are competent engaged in postgraduate| current trends in
engaged | nurses to take care of them. education have advanced nursing is essential to
. New updates to their current and current skills and providing skilled and
in PG ,

trends and standards of car¢’knowledge to care for competent care to
them residents.

Not

The fifth and final step involved further re reagliof the data and finalising my
interpretation. From this five themes emerged.duedoping the interpretation, attention
was given to identify the similarities and diffecexs in what was shared. The triangulation
of the document review with that of the focus graumgl interview data was part of the

discussion.

Rigour

Rigour in qualitative research is necessary asken evident the integrity and credibility
of the research process (McBrien, 2008). Rigourdessn ensured during the course of this
research and has been carried out in two main viangdly, through using triangulation

and secondly through an audit trail. The main tygfgsiangulation are: multidisciplinary,
theory, data, investigator, and methodologicag thudy has used data triangulation,
meaning several sources of data have been usedgiehet al., 2007). In this study data
sources were from the document review, the focasgg and interviews with the RNs and
Nurse Managers. An audit or decision trail referghie record of what and why decisions
were made in the research. The trail is importantémonstrating that the research is
trustworthy (Schneider et al., 2007). In this sttity audit trail consisted of detailing the
steps taken about managing the focus groups aeliedvs and the analysis process
including how the raw data was handled in ordaréate the themes. The findings include
the use of some quotations to demonstrate thelsligdof the terms that emerged.
Sandelowski (1986) states a good audit trail iswtestudy and its findings are auditable
when another researcher can clearly follow the idex trail” used by the investigator in
the study” (p. 33).
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Ethics

For this research, ethics approval was obtained tiree Human Ethics Committee at
Victoria University (Appendix E). Key aspects ofslapplication were consent,
confidentiality and de-identifiability. A signed ieent form was needed by all participants
(Appendix F). All care was taken to ensure demdgjzpand professional characteristics
were grouped so as others could not readily idgpafticipants contribution. This was
important as people who participated in the graegs®ns were familiar with who was
involved. The interviews and focus groups all tpddce at facilities, of which others were
aware that research was taking place. All partidipand residential facilities were de-

identified in the writing of this thesis for exampRN1, RN 2 or Facility A, Facility B.

Following data collection, the transcriber compdietad signed a confidentiality
agreement (Appendix G). The only people to listethe audio recordings and read the
transcription were the transcriber, my thesis super and myself. The transcriber no
longer has the audio recordings and has deletedscopthe transcriptions from her
computer. Once this thesis has been completedy aecbrdings and scanned copies of
written transcriptions will be transferred to a UStiEk for storage for two years and then

destroyed.

Four ethical issues occurred during focus groungsiaterviews. The first issue happened
at the first focus group, where | was expectingyanirses who had engaged in
postgraduate education and a participant who hadampleted any postgraduate
education arrived. As the information sheet noked there were going to be different
types of participants | considered it appropriatetfie person to stay. The participant had
come voluntarily and had stayed back after worattend. | did not seek approval from the

group for this decision.

The second issue involved someone who did not theenclusion criteria arriving for a
focus group. In this group a RN who had not work@dwo or more years arrived: she
came because she was undertaking postgraduate Aggiyn | made a decision to allow
this nurse to stay. This decision was influencechbse others were present when this
nurse arrived, | was conscious of not embarragsemngegarding eligibility, given that she
had made the effort to attend. As this was a fgeaap situation it was not possible to
postpone the group to get ethical clearance taidecher. The other three nurses in the
group were in agreement for her to be involved. d@tics committee has since been

notified.
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The third issue concerned a participant debriefitth me about their work and the facility
due to my role at the DHB. | listened to and ackieolged what they had to say which
brought up some conflicting issues relating to nofgssional role. | acknowledged what
the participant had to say at the time and spenesame reflecting on it once | returned

home. Nothing about this debriefing has been usékis research.

The fourth issue concerned a participant sharimggmal information about themselves
during the interview. This information clearly cadsher some distress. | acknowledged at
the end of the interview and | debriefed with mpewisor. A decision was made to utilise
some of this information in the analysis as theegdgmces of this RN had a direct impact

on her thinking regarding postgraduate educati@ahramsing.

Summary

This chapter has presented the methodology usddiforesearch. It has also outlined the
research design used to implement this resear@ddta collection consisting of a
document review, focus groups and interviews has loescribed followed by how
analysis of the research was carried out. The pesseused to ensure rigour throughout
the research has been explained and ethical sihsatiave been identified and explained.
In the following two chapters the findings are @m@&d, commencing in the next chapter

with a document review.

42



Chapter 4 Document Review
Introduction

This chapter presents findings from the documerieve beginning in 2000 with thidew
Zealand Health StrategvioH, 2000) through to 2015. The document revievs Vimited
to NZ resources and achieved through researchiegfgpinternet sites such as the
Ministry of Health (MoH), Nursing Council of New Ziand (NCNZ), the New Zealand
College of Nurses and the New Zealand Nurses Osgaon (NZNO). Prior to the
interviews, 37 documents between the years 200@@ah8 were obtained and reviewed.
Following data collection, three documents releasé2015 were added to the review as
they were considered important. The year 2000 wiEsted because this was the time
strategic documents were released concerning theefgrowth of NZ’s population and
changes required for the health workforce to eiffety meet the needs of the growing

population.

Following a review of the initial 37 documents,ecsion was made to cluster these into
two groups. The first group consists of policy doeumts generated by the government.
The second group consists of documents by profesisimdies. A literature review
commissioned by Careerforce was also includededrséitond cluster. An historical
approach was used to present each of the two dustepresenting this review, a decision
was made to use an annotated approach to pregettrikents related to each document
regarding what the document said about older psrgba nursing workforce and
postgraduate education. It was considered thisoagprwould work best given the many

different styles of documents. A summary is presgit the end of each group.

Government Policy Perspectives from 2000 to 2015
The first cluster of documents consists of 25 gorneant policy documents (Table 10).

Most documents come from the MoH. The MoH leadstzamloverall responsibility for
the management and development of NZs health aadbitlty systems. The role of the
MoH is to “improve, promote and protect the healtid wellbeing of New Zealanders”
(MoH, 2016, 11). This is done through leading tkalth and disability system; providing
advice to the Government and Minister of Healtlovpding payment services and health
sector information; and purchasing national heafiti disability support services. These
documents had a different emphasis, six were gpaityf focused on the older person, 10
on the health workforce generally, seven on thsingrworkforce and two on the general
health system.

43



Table 10: Historical timeline of Government policydocuments from 2000 — 2015

Year Document Focus

2000 New Zealand Health Strategy General

2001 New Zealand Positive Aging Strategy Oldesbas

2001 The New Zealand Health Workforce: A Stock Tekkssues| Health Workforce
and Capacity 2001

2002 The New Zealand Health Workforce Framing Fautur Health Workforce
Directions: Discussion Document

2002 Health of Older People Strategy, Health Se&ttion to Older Persons
2010 to Support Positive Aging

2002 Health of Older People in New Zealand: Siatist Older Persons
Reference Report

2003 The New Zealand Health Workforce Framing Fautur Health Workforce
Directions: Analysis of Submissions and Draft
Recommendations to the Minister of Health for Healt
Workforce Development (unpublished)

2003 The New Zealand Health Workforce Future Diosst Health Workforce
Recommendations to the Minister of Health

2004 Impact of Population Aging in New Zealandtloe Demand Older Persons
of Health & Disability Support Services & Workfmr
Implications

2004 Aging New Zealand and Health Disability Seegi©®emand| Older Persons
Projections 2010 - 2021

2005 Health Workforce Advisory Committee Stratdgitciples | Health Workforce
for Workforce Development in NZ

2005 Future Workforce 2005-2010 Health Workforce

2005 Strategic Principles for Workforce Developmianiew Health Workforce
Zealand

2006 Health of Older People Information StratedanP Older Persons
Directions to 2010 & Beyond

2006 Health Workforce Development: An Overview. le&Vorkforce

2006 Report of the Safe Staffing/Healthy WorkplaCesnmittee | Health Workforce
of Inquiry

2006 Nursing Workforce Strategy Nursing Workforce

2009 Our Health Workforce Today and the Future thelorkforce

2009 A Nurse Education & Training Board for NZ: A&jport to Nursing Workforce
the Minister of Health

2011 Workforce for the Care of Older People: pHaseport Nursing Workforce

44




2011 Postgraduate Nursing Training Specification rshig Workforce

2013 Evaluation of Nurse Practitioner in Aged Care Nursing Workforce

2014 Service Specification Nursing Entry to Practtogramme | Nursing Workforce

2014 Aged Residential Care Nursing Entry to Pradigaluation | Nursing Workforce

Report

2015 Update of the New Zealand Health StrategyNéhv General
Zealanders Live Well, Stay Well, Get well: Constitta
Draft

The New Zealand Health Strategy

TheNew Zealand Health Strate@iloH, 2000) released by the Minister of Healtlg th
Honourable Annette King, outlindse government’s strategic direction for New Zedlan
health sector. The Strategy included the princjalesls, priority objectives and service
delivery areas for the health sector. The docuraksat identified key quality issues, one of
which was workforce development. In the introductithe document was described as a
“living Strategy” (MoH, 2000, p. 1), as it was exjed to be further developed and built
on over the coming years. An updated health styategresently being consulted on. The
New Zealand Health Strategycluded four objectives relating to aged care thed
workforce. These were: i) “support policies andgseanmes that promote positive aging”;
i) “reduce the impact of dementia”; iii) “redudeet incidence and impact of falls in older

people”; and iv) “ensure accessible and appropsateices for older people” (p. 12).

Future workforce issues were named as needing anlthessed in aged care. The
document reported that as the population agesthheadds will change and there will be a
need for increased training and support for casersinteers and additional community
nursing support. It also identified there wouldameincreased need to provide support and
supervision of health professionals around prestegfion, post-registration and on-going
education training. The government was to estalalisindependent Health Workforce
Advisory Committee (HWAC) to address how needs wdad met, monitor changing
needs, and address workforce needs with the dglofesuitable training and education
(Health Workforce Advisory Committee [HWAC, 2005]).

New Zealand Positive Ageing Strategy

TheNew Zealand Positive Ageing Stratddfinistry of Social Development, 2001) was

designed to strengthen the government’s committogpbsitive aging by providing better
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opportunities for the older person to choose hay thant to be involved and participate

in the community. This was to be achieved throwlgniifying the barriers to older people
participating, and addressing those barriers thraudjiaborating with sector services and
developing actions. The Strategy included 10 bywattiples (Table 11) that were

expected to assist with directing and developingi@s and services.

Table 11: Positive Ageing Principles

Principles Action

Principle One | Empower older people to make choices that enabia to live a
satisfying life and lead a healthy lifestyle.

Principle Two | Provide opportunities for older people to partitég and contribute
to family, whanau and community.

Principle Three | Reflect positive attitudes to older people.

Principle Four | Recognise the diversity of older people and agasg normal part
of the lifecycle.

Principle Five | Affirm the values and strengthen the capabilitieslder Maori and
their whanau.

Principle Six Recognise the diversity and strengthen the capiabif older
Pacific people.

Principle Seven | Appreciate the diversity of cultural identity oidelr 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 ate@swith
confidence in a secure environment and receiveghégces they
need to do so.

Principle Ten Enable older people to take responsibility for thp@rsonal growth
and development through changing circumstances.

Source; Ministry of Social Development (2008gw Zealand Positive Aging Strategyellington: NZ
Government.

The Ministry of Social Development sought feedbankhe 10 principles through
consultation with members of national communityup® including Aged Concern, adri
groups and other ministries, such as the Ministriyaxific Island Affairs. The groups
identified priority areas for government actionofrthis consultation 10 Positive Aging
Goals (Table 12) together with recommended actiggre identified. The key goal for
health was to provide the older person with affbteatimely, equitable and accessible

health services. There was no specific referentiearstrategy towards workforce
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development in the health sector, which would beessary 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 hesditvices for older
Housing K?f(())%eable and appropriate housing options for olgeople
Transport Affordable and accessible transport options foeolaeople

Ageing in Place | Older people feel safe and secure and can agace pl

Cultural A range of culturally appropriate services allowsices for older

Diversity people

Rural Older people living in rural communities are natativantaged when
accessing services

Attitudes People of all ages have a positive attitude toregand older people

Employment Elimination of ageism and the promotion of flexillerk options

Opportunities Increasing opportunities for personal growth anchicnity
participation

Source; Ministry of Social Development (2008gw Zealand Positive Aging Strategyellington: NZ
Government.

The NZ Health Workforce: A Stocktake of Issues andCapacity

TheNZ Health Workforce: A Stocktake of Issues and Ciap2001(Health Workforce
Advisory Committee [HWAC], 2002a) was written foling the establishment of HWAC.
Based on the data up to 2001 and submissions feafthhsector organisations, HWAC
identified six priorities for workforce developmefithese were; i) The workforce
implications of implementation of the Primary Héaltare Strategy; ii) Building Bbri
health workforce capacity; iii) Building Pacific &iéh workforce capacity; iv) Promoting a
healthy hospital workforce environment; v) Buildihgalth and support workforce

capacity for people who experience disability; andeducation to meet workforce needs.

In this Stocktake, HWAC refer to all strategies enthe umbrella of thBlew Zealand
Health Strategyincluding Health of Older People Strateg¥he document identified two
workforce initiatives for the nursing sector, these: i) to develop regulations for nurse
prescribing, including in aged care; and ii) “opsdor developing the health aid

workforce, which will include providing training tipns specialising in particular clinical
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and support setting, and a pathway to move to mdvanced training” (p. 15). The nurse
practitioner (NP) role is described in the docunmentNurse practitioners will be unique
health care providers, making independent and lootiive health care decisions in
partnership with individuals, families and commiegstacross a number of settings” (p.
35). At the time this document was released, reguis 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 Futureebiions(HWAC, 2002b) is a
discussion document that addresses the six pesfidr workforce development identified
in The New Zealand Workforce: A Stocktake of IssuéCapacity(HWAC, 2002a).
Workforce development priorities were covered iptiefollowed by questions for
discussion and consultation. The document doespettifically address workforce
development priorities for aged care. It does hawegfer to the need to address the
workforce implications of the Primary Health CateaBqgy including the benefits of the
NP role. The workforce development priority relgtio “Educating a Responsive Health
Workforce” considers the effect tAertiary Education StrategfMoH, 2002) could have

on this priority.

Health of Older People Strategy: Health Sector Actin to 2010 to Support Positive
Aging

The primary aim of thélealth of Older People Strategy: Health Sector éwxtio 2010 to
Support Positive AgingMoH, 2002a); from here-on-in referred to asltealth of Older
People Strategwas to be responsive to the diverse needs of pklgple through
developing a combined approach to health and disesupport services. Eight objectives
were listed outlining the actions and key stepsiedd¢o implement the Strate{jyjable

13).

One step particularly relevant to this researchtap 2.4, “policy and service planning will
support quality health and disability support pesgmes integrated around the needs of
older people” (p. 71). Achieving this step woulduee development of the workforce,
including the MoH implementing a planned approachkttengthen the health workforce,
in order to meet the needs of the older person.Skrategy referred to the MoH,
specifically stating there was a need for “an etlanasystem that responds effectively to

health sector needs” (p. 23), of which the MoH weradvise the Ministry of Education of
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by mid-2003. This should include implementatioriled NP role, development of
regulations for nurse prescribing; and the inclaidNP in aged care. A framework for
primary health care nursing and possibilities fiavgng the unregulated workforce

(caregivers in rest homes or health care assistaitslBs) were also referred to.

Table 13: Objectives of the Health of Older Peopl&trategy

Objectives Action

Objective One Older people, their families and arrau are able to make informed
choices about options for healthy living, healthecand/or
disability support needs.

Objective Two Policy and service planning will support qualityalth and
disability support programmes integrated arouncdhéreds of older
people.

Objective Three | Funding and service delivery will promote timelyass to quality
integrated health and disability support serviceofder people,
family whanau and carers.

Objective Four | The health and disability support needs of oldaoiMand their
whanau will be met by appropriate integrated healtie ead
disability support services.

Objective Five Population based health initiatives and programwikgromote
health and well-being in older age.

Objective Six Older people will have timely access to primary anthmunity
health services that proactively improve and maintzeir health
and functioning.

Objective Seven | Admission to general hospital services will be gnéged with any
community based care and support that an oldeopeegjuires.

Obijective Eight | Older people with high and complex health and digglsupport
needs will have access to flexible, timely and dowated services
and living option that take account of family andawau carer
needs.

Source: Ministry of Health (2002hlealth of Older People Strategy: Health Sector éwtio 2010 to Support
Positive AgeingWellington: NZ Government.

Health of Older People in New Zealand a StatisticaReference Report

TheHealth of Older People in New Zealand A StatistRaference RepofMoH, 2002b)
was developed to inform the implementation oftfealth of Older People Strategyto
action. The aim was to help the Ministry, serviceviders and DHBs with planning and
delivering services to existing and future olderspas. The document covers NZ's aging

population; the sociodemographics and health st#takler people; provides an overview
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of health and disability support services includamgexamination of the expenditure
relating to utilisation of health and disabilityrgiees and the Accident Compensation

Corporation; and the future need for health ses/foe the older person.

In relation to aged residential care it was idesdithat approximately five percent of
people aged 65 and over are in residential caneubimnout 2000/2001 there was an
estimated 29,100 people in residential care, ofmht2% were aged 65 to 74 and 84%
were aged 75 and over, and had some form of disatait which help was needed on a
daily basis. The document included no statisticgiscussions 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 DirecticRecommendations to the Minister
of Health(HWAC, 2003) consolidates information and recomdations made ifthe

New Zealand Health Workforce Framing Future Diren8(HWAC, 2002b).These
recommendations followed analysis of consultatremfthe 2002 discussion document
including a national summit in 2003, attended ®atling thinkers on health and disability
workforce issues” (HWAC, 2003, p. 1). The documtauntt on the six priorities for
workforce development ithe NZ Health Workforce: A Stocktake of IssuesCaguhcity
(HWAC, 2002) and added a seventh priority regardesgarch and evaluatiorhe

HWAC workforce priority for education “To facilitatthe evolution and further
development of health workforce education” (p. ib8)uded fiverecommendations (Table
14).

Three of the recommendations were to be implemesdexpriority. These were; i) the
review of the Clinical Training Agency funding rolé the review of existing
postgraduate education frameworks; and iii) to nifeeneeds of the health and disability
sector, the MoH, HWAC and DHBs need to work with rertiary Education Committee
on health education courses. It was clearly oullithet the key to success for all these
recommendations was for collaboration between #adtin and education sectors.
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Table 14: Recommendations to meet priority on workérce development
Priority | Recommendation
3.1 The MoH in collaboration with HWAC and DHBs:

3.1.1 Reviews the strategic framework around thé& @hding role in health
workforce training by June 2005.

3.1.2 Reviews the appropriateness of current padtmte education
frameworks and vocational training in order to néetfuture workforce
requirements and health needs of New Zealandelsifigy 2005.

3.1.3 Works with TEC to ensure that health educatimurses meet the neec
of the health and disability sector.

IS

3.2

DHBs and other health service providers ackadgé and support their role
as educators in collaboration with education presscand professional bodi
as provided for in their workforce development gléy June 2005.

D
(%]

3.4

The TEC and tertiary education organisatio8{3), in collaboration with
the health and disability sector, introduce mecasito ensure that:

3.4.1 Collaborative planning, information sharimglaeaching between the
health sector and tertiary education providersrengthened.

3.4.2 Wherever possible, delivery of educationajpgmmes is made flexibl
to improve access.

3.4.3 Health workforce education is responsiveh@nges in required skills
for the diverse range of health practitioners.

3.4.5 Students and graduates are actively recrtotbdtter represent the
diversity of the New Zealand population using brsatiction criteria.

3.5

TEOSs, in consultation with the health and diggtsector, introduce
mechanisms to ensure that:

3.5.1 The teaching capability of staff, both acamesind clinical, is supporte
and strengthened.

3.5.2 Clinical and community placements are beterdinated and aligned
to the New Zealand Health Strategy and the NewatebDisability Strategy

|

Source: Health Workforce Advisory Committee (2003)e New Zealand Health Workforce Future

Directions:

Recommendations to the Minister of ltealellington: NZ Government.

Impact of Population Aging in New Zealand on the Dmand for Health and Disability

Support Services and Workforce Implications

The documentimpact of Population Ageing in New Zealand on tieenand for Health

and Disability Support Services and Workforce legtions(MoH, 2004a) was completed

by Cornwall and Davey, is a background paper pegpéor the Ministry by the New

Zealand |

nstitute for Research and Ageing, andHigath Services Research Centre,

Victoria University of Wellington. The document @sts of a literature review on the

projected

impact of population ageing on health disdbility support services (2011-

2021) from selected countries in the OrganisatayrEiconomic Co-operation and

Development, and the implications on health sgotdicy. Several issues were highlighted

in the literature review including the future lodct will be placed on health and disability
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services due to the ageing population, the imgastidad will have on services, concerns
about the impact about the impact and challengethé&health workforce.

The document identified that other countries aoentasimilar issues to NZ with regard to
recruitment and retention of the aged care worlgoftis is significant with regard to
addressing the challenge of meeting the needsdding population. Two issues
highlighted were the ageing nursing health workéoaiad the unpopularity by workers of
caring for older people in long term care. Recreittrand retention into the aged care
specialty for “medical professionals” and medicaqtitioners was noted (MoH, 2004, p.

80). However, there is no reference to recruitnaemt retention of nurses in aged care.

Ageing New Zealand and Health Disability Services@®.0-2021: Background

Information. International Responses to Ageing Poplation

The Ageing New Zealand and Health and Disability Sexsi2010-2021: Background
Information. International Responses to Ageing Rajons (MoH, 2004b) document
outlines responses and recommendations from irttenad literature on possible
responses to the demand for health and disabdityices from the ageing population.
Countries mainly focused on within this documemt @ustralia, Canada, the USA and the
UK. It was identified that to manage the growingnadad for health services, four
particular areas in health would need to changesé&lareas are; i) the need for more
health practitioners to cope with the increasedlemof older people; ii) the need for
more specialist practitioners in the field of olgeople, to manage conditions related to
aging, such as hip replacements; iii) the neednfore knowledge in the area of the health
of the older person; and v) the need for more sesvio provide support to older persons,
such as assistance with daily living tasks.

The change to meet the demand on health servieewdan increase in the population of
the older person focused on the need for moreiposars, including the nursing sector.
The discussion referred to the need for medicalramging schools to increase the number
of intakes. The possibility of recruiting additiomaurses and doctors from overseas was
also raised. The need for more specialist prangtis, more training of advanced practice
geriatric nurses and NPs employed in rest homesdeasified. Actual training or

education programmes in support of aged care wardiscussed.
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Health Workforce Advisory Committee: Strategic Principles for Workforce

Development in NZ

TheHealth Workforce Advisory Committegtrategic Principles for Workforce
Development in New ZealafldWAC, 2005) contained seven principles baseduwreat
workforce plans, strategies and other documendasimglto the health and disability
workforce. These principles were developed to mteyuidance for future approaches to
workforce development. The principles are; i) Egaibhd appropriateness - communities
should be able to access services appropriatetortbeds and receive fair and reasonable
outcomes from the health and disability workforigeStrategic and sustainable supply -
the health and disability workforce must be strategpnsidering priorities and issues
which they have identified. Numbers of health arsdbility practitioners need to be in
plentiful supply, suitable, sustainable and afftmdao meet the needs of the population;
iii) Healthy workplaces - people working in the hbkand disability sector must work in a
healthy and attractive environment; iv) Collabaratpractice - the health and disability
support workforce are to be supported and encodremg@ork across disciplines and
different settings; v) Effective education - themast be access for the health and disability
support workforce to relevant, appropriate and iooimg education, vi) Stakeholder
involvement - health and disability support workfeidevelopment requires collaborative
processes to work effectively; and vii) Informingdamonitoring - enable health and
disability support workforce development to workliyweffective tools are required to

make use of the information gained from monitomamgl evaluating.

The principles are generic when referring to thaltheand disability workforce, and

HWAC did not specifically comment on sectors sustaged care. In my assessment two
principles in particular concern aged care andgrvaguiate education. These are i) Healthy
workplaces; and ii) Effective education. The guglprinciple of healthy workplaces
encompasses cultural, social, emotional and orgaomal components and is not solely
about health and safety. One aspect of develophegplhy workplace is that it should
improve recruitment and retention of health pramgrs (HWAC, 2005). There is

potential that this guideline could improve reamgint and retention of staff in aged care.

In respect to the principle Effective Educatiore HWAC recommended the need for
strong links between regulatory bodies, educatibndies and employers in the health and
disability workforce to enable the developmentalévant programmes. Funding the
health and disability workforce and ensuring themes sufficient resources to enable

opportunities for training and study is also an am@ant element of this guiding principle.
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This guideline could also strengthen the relevasfqyostgraduate programmes and
funding opportunities for nurses working in ageteca

Future Workforce 2005-2010

The documenFuture Workforce 2005 — 20XDistrict Health Boards NZ [DHBNZ],
2005), is a high level strategic framework and plaweloped by DHBNZ with support
from HWAC and the MoH. Through consultation withnkimrce and service development
specialists, this framework was designed to engruead steer “collaborative workforce
activity” (p. 2) to 2010.

Following a consultation process eight prioritiesl actions were identified, one of which
related to education and training. Actions for {i®rity were around creating and

building relationships with the education sectowturk together on issues such as
recognition of prior learning and access to edocatind competencies. Other actions for
this priority were to develop e-learning systemd aliciting DHB agreement on
competencies such as professional portfolios bewgptnansferable across DHBs and other
disciplines. There was no specific reference tagraduate education nor was there any

reference to older persons.
Health of Older People Information: Strategic Plan:Directions to 2010 and Beyond

TheHealth of Older People Information Strategic Pldirections to 2010 and Beyond
(MoH, 2006a) was developed in consultation witlvieer providers and DHBs to address
gaps identified in the accompanyiHgalth of Older Persons Statistical Reference Repor
(MoH, 2002). The gaps concerned information sesviée the time, information on how
older people used health and disability suppostises was not adequate. To address this
gap the Strategy proposed “developing the infolonahfrastructure, systems and
services required to plan, deliver and monitor theahd disability support programmes for
older people as a population group” (p. 3). Thistegy links with thédealth of Older
People Strateg{MoH, 2006) released in the same year. Stakehoideltsded health
practitioners, service providers and service usgpscific health practitioners are not

referred to in this Strategy.
Health Workforce Development: An Overview

The documentHealth Workforce Development: An OvervigMoH, 2006b) provides an
overview of workforce development since 2000 and waesource for those involved in

health workforce development to help with underdilag existing issues and ways of
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managing workforce development. This report is Bagepriorities identified from the
Future Workforce 2005 — 20;18nd refers to earlier HWAC reports suchlrag New
Zealand Health Workforce: a Stocktake of Issues@ayoiacity 2001 and The New Zealand
Health Workforce: Framing Future Directions 2003.

The first section of the report focuses on “settimg scene” (p. 18) of health services and
the changes they face. Section two examined pdstanent approaches that are useful to
enable the health workforce to meet the future gimgnneeds of the NZ population. The
final section of the report summarises existing praposed “national and workforce
development activity” (p. 33) using an example fritve mental health workforce

development model.
Report of the Safe Staffing/Healthy Workplaces Comiittee of Inquiry

The documenReport of the Safe Staffing/Healthy Workplaces Citteenof Enquiry(Safe
Staffing Healthy Workplaces Unit, 2006) was relebfdlowing a committee of enquiry
held following “national negotiations” for a MulEmployer Collective Agreement
between NZNO and the DHBs (p. 7). This report makesmmendations for safe staffing
and healthy workplaces and addresses issues fradONEembers in relation to safe

staffing and workplaces.

The Safe Staffing/Healthy Workplace Committee régmbion seven elements of
safe/staffing and healthy workplaces. The elemewt®; i) The requirement for nursing
and midwifery; ii) The cultural environment; iii)r€ating and sustaining quality and
safety; iv) Authority and leadership in nursing analwifery; v) Acquiring and using
knowledge and skills; vi) The wider team; and Viije physical environment, technology,
equipment and work design. The fifth element agngiand using knowledge and skills,
reported that internal and external education, wimcludes tertiary education, was vital in
“advancing practice and the overall body of nursang midwifery” (p. 41). Other
significant points in the fifth element were: nigsad midwives need protected time to be
able to gain knowledge and skills and should bg@stpd in this; greater opportunities and
efforts need to be made in the workplace for ggiinowledge and skills; health and
education providers need to collaborate to enstaetipe drives education; and
competencies need to be developed between maragktkeir teams to enable good team

functioning and more flexible ways of working.
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Nursing Workforce Strategy

TheNursing Workforce StratedpHBNZ, 2006) discussion document was completed by
the Nursing and Midwifery Strategy Group, one af #ix groups formed as part of
DHBNZs FuturéWorkforce 2005-2016trategic workforce plan. The Nursing and
Midwifery Strategy Group was composed of membaysfDHBSs with support from
DHBNZs and external advisors. The purpose of that&jy was to bring together an
overview of both previous and current sector wanklee nursing workforce as a
foundation for action, and to report priorities &mtion. A draft discussion document was
initially sent out for feedback to the educationtsg DHBS, non-government
organisations, professional groups and individukthe released document incorporated
changes as a result of the feedback which wassheinto the DHBs’ National Chief

Executives group for final recommendations.

This strategydiscusses current and future nursing workforceeratissues of note in

2006 were: i) the ageing population and the neethtveased care for those 65 years and
over,; ii) the demand that will be placed on primbealth care following the goal, ageing
in place, by the Ministry of Social DevelopmeRssitive Ageing Strategg 2001; iii) the
need to increase the 2004 small number of nursesngoin aged care (13.6%) and in
primary health (6.7%) to meet future demand; i) ¢éthnic makeup of the nursing
workforce needs to be more reflective of the pojpaieand communities; v) the health and
education sectors need a more coordinated appraadhii) the importance for nurses to

have access to continuing training and education.

Of note specifically with regard to post registati postgraduate programmes, nurses
were able to access programmes. However, the asessgnequal across various service
areas and amongst individual nurses. In additiaslibecally focused progammes, nurses
also needed access to programmes in managemelgrdegp, nursing education and
research programmes. There was also demand forinterdisciplinary education and
recognition of prior learning. The expertise of seg needs to be recognised by education
programmes in order to avoid them having to conepdeiother qualification if their area of
practice changes. Finally, the Strategy reportechted for improved alignment of nursing

education priorities to the needs of the population

In discussing the future of the nursing workforte, Strategy noted that it is likely there
will be new and expanded competencies for RNserfuture to enable RNs to meet the
increased complex needs of patients. Competeraresified included: cultural,

relationship management and leadership, expandedsment skills, interdisciplinary
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practice and team work, working in partnership va#tients, and the management of
ethical issues, research and quality. One sigmifipaint made by the Nursing and
Midwifery Strategic Group, with regard to educatemmd the nursing workforce, was in
order to improve development and promotion of redenin the nursing workforce,

postgraduate programmes need to be “more comprigbearsd health service responsive”
(p. 32).

Four recommendations were made for priority actrom the Nursing and Midwifery
Strategy Group. These are; i) To develop the ngnsiorkforce in primary health, rural
and community based services; ii) To support dgaraknt and retention of the nursing
workforce; iii) To increase the ethnic diversitytbe nursing workforce; and iv) To
progress development of a coordinated sector widleimg workforce strategy (DHBNZ,
2006, p. 33). There were no specific recommendsationdeveloping the aged care

nursing workforce.
Future Workforce Our Health Workforce Today and the Future

The documenFuture Workforce Our Health Workforce Today and Fou¢ure(DHBNZ,
2009) is a high level document that extends thikee&uture Workforce2005-2015. This
2009 document adds to what has been achieved 2d@&and listed 10 overarching
priorities (Table 15). The priorities and relateti@ens were identified by sector networks
for the short and long term. Some of the actiors#igally refer to the nursing workforce,
health of older people services and education.d prerity actions (1,4,and 10) are of

interest here.

Priority action one concerns the development of r@es and responding to issues around
health sector demands as well as numbers of hadtidisability practitioners within the
workforce, has the intention to support, develog expand new roles for health
practitioners and includes the operating theatrkfwace, Enrolled Nurses (ENs), NPs and
Nurse Endoscopists. The fourth priority focusegmwing and developing the public
health and primary health care (PHC) workforceudoig RNs in PHC and health of older
people services and NPs. This action considersiteant needs for RNs in PHC and
health of older people as well as better suppoméw graduate nurses going into these

areas.

The 10" priority addresses education for the health asehiiity workforce. This includes
i) forecasts of the number of graduates (medicdlramrsing) expected; ii) continuing to

develop relationships with education providers lgcaegionally and nationally; iii)
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encouraging the continued growth of a learningureltand iv) ensuring postgraduate and
on-going education for health practitioners. Theuwtnent signalled the intention of
strengthening the health and disability sectorsitimgth the Clinical Training Agency
regarding their priorities and strategic plansicréase alignment and provision of funding

of postgraduate education.

Table 15: Action priorities identified by sector neworks

Priority Action
1 Identify and respond to whole sector workforce syjgsues.
2 Value health and disability workforces by fostersupportive work

environments and positive cultures.

3 Support development of clinical leadership workimgartnership for
improved retention, productivity, service qualitydahealth outcomes.

4 Grow and develop the public health, primary heedtte, rural, and
community workforce including NGOs.

5 Grow and develop &bri health and disability workforce.

6 Grow and develop Pacific health and disability worge.

7 Grow and develop a sustainable care and suppokifevoe.

8 Align the workforce, including developing new ralés address population
health needs and service models (of preventioty elntification and
intervention).

9 Build a whole system unified approach to workfodeselopment and
planning (including cross government activity).

10 Ensure health and disability service and workfatemand drives education
content and delivery.

Source: District Health Boards New Zealand, (2069}ure Workforce Our Health Workforce Today and
the Future Wellington: NZ Government.

A Nurse Education and Training Board for New Zealard

A Nurse Training Board in New ZealafidoH, 2009), written by Len Cook for the
Minister of Health, presents findings of an evalaf the need for a Nurse Education
and Training Board to oversee nursing training ethgication in NZ. In response to the
document, the Minister of Health established a Cdtemon Strategic Oversight for
Nursing Education. The review of nursing educatad training was carried out involving
consultation with nurse leaders, educators and®fh@n the health service. The report

made recommendations on the place of nurses inghi¢h service, current education and
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training of nurses, the current and future demamdsurses, and leadership of the nurse
education system. Postgraduate education and ptygtezlucation for clinical nurse
training were also addressed. The report identfiiestgraduate education issues including
that senior nurse employment pathways were naagfie of their postgraduate
gualification, and postgraduate qualifications vebloé better if they were linked to

employment, roles or a financial reward system.

Cook recommended that the Minister of Health njtéwould be considerably beneficial
for nurse education training to develop a high l@axernance system; ii) there is a high
commitment between nursing groups who were corgsoltethe need for an education and
training board; and iii) there is a need for healtbfessionals to collaborate more
effectively in the oversight of the health workferas a whole, in training and in the
advancement of skills for providing treatment ancedo New Zealanders.

Workforce for the Care of Older People: Phase 1 Rept

The Workforce for the Care of Older People: Phase 1drefMoH, 2011a) was carried
out by HWAC who at the time commissioned severalise reviews for the purposes of
informing future workforce development. This reviefwservices for older people
considered; the needs of older people, the waycssrwere currently provided, how
future services could be different, and what needhange for the future, especially in

relation to workforce development.

The review was carried out using model scenarjggevention and restorative care; ii)
leveraging the current workforce; and iii) designgervices to meet the needs of older
people. The review included five recommendatiore first was, there needed to be an
increased focus on prevention and rehabilitatiomise choices for older people with the
likelihood of older persons’ independence being im&sed using short term interventions.
Secondly more work was needed to support formalfodmal caregivers. It was also
recommended that caregivers receive specific trgiand development as well as career
paths. Thirdly it was recommended that clinicalcsplests whose role is in the needs of
older people are recognised as an important resoliese clinical specialists, who
include nurses, were noted to provide advanced leune and skills to other health and
support workers in PHC and the community. The foeecommendation was for acute
care to be better prepared to meet the needs oldkee person in service and facility
design. The final recommendation concerned the ferdthproved integrated care for the
older person.
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Evaluation of the Nurse Practitioner in Aged Care

TheEvaluation of the Nurse Practitioner in Aged CélkéoH, 2013) provides results from
an evaluation of a project on a Nurse Practitio@dder Adult, who worked in aged
residential care facilities in a district of Newaland as part of a project. The project was
sponsored by MidCentral DHB and Central PHO andlvaed three residential care
facilities. The impetus for this project was frone tstrategic initiatives of two residential
care organisations wanting to address the healtihdef people in aged residential care.
These residential facilities simply wanted to chatttge model of care so older persons
would have improved access and quality of caregliirand seamless access to health and
social services, and clinical leadership and flioret support to nurses and health care staff.
The introduction of the NP Older Adult was one vedyddressing those changes. Health
Workforce New Zealand funded an evaluation of tiet po determine the impact the NP
had on the three residential facilities.Findingsrirthe evaluation were positive (Table 16)

and from this, several re commendations were made.

Table 16: Findings from evaluation of Nurse Practioner role in aged residential

care

Increased timely access to primary healthcare cesvi

Decreased fragmentation across primary and secpsdarices through a care
coordination approach.

Decreased presentations to the emergency deparameéméeduced hospital admission:s

\°2J

Reduction in polypharmacy.

Highly collaborative care between Nurse Practitrp@eneral Practitioners and hospital
specialists and aged care staff.

Advanced clinical nursing leadership that increastaff confidence and decreased
anxiety.

Positive impact on the recruitment and retentio@eheral Practitioners, who noted
they were more attracted to working in the sectavking they had the clinical suppor
provided by the Nurse Practitioner role.

Source: Ministry of Health (2013, p. Bualuation of Nurse Practitioner in Aged Caellington, NZ
Government.

Recommendations of note were; i) that the modebot with the NP be on-going; ii)
strategies be developed to share this innovatiathed MoH, HWNZ and Regional
Training Hubs; iii) that prospective models of cyedelivering PHC services to aged

residential care facilities be scoped; and iv) ‘ftnproved workforce knowledge and move
60



towards aged care settings as learning organisatimough NP led practice development,
Is significant and should incorporate the interglibigary team to maximise resources and

ensure sustainability” (p. 8).

Update of the New Zealand Health Strategy: All New ealanders Live Well, Stay
Well, Get Well Consultation Draft

The documentpdate of the New Zealand Health Strategy: All N®alanders Live Well,
Stay Well, Get Well Consultation DréiloH, 2015c) was released for consultation with
analysis and feedback expected in 2015. Analysifeedback from the consultation will

be released mid 2016 (MoH, 2015). This is the fire the strategy has been updated
since the originaNew Zealand Health Strategyas released in 2000. Issues to be
addressed include, the population has continuedecand future needs will require more
care and support; current services for some fasndre not as accessible as they should be
and there is an increase in demand for the soesdsof the most vulnerable. The
consultation strategy is in two parts, future diiats and a roadmap of actions. There is no
specific reference to older persons, nursing waoddaevelopment or further education
within the future themes or actions. Of note thquglaction four of the roadmap which
states “Remove legislative barriers to allow hepltictitioners, such as pharmacists and

nurses, to prescribe under limited circumstances36).
Service Specification Nursing Entry to Practice

Service Specification Nursing Entry to Pract{d4oH, 2014c) describes the requirements
of the Nursing Entry to Practice (NETP) Programihalso provides criteria for Aged
Residential Care (ARC) NETP. NETP is a partiallgded programme by the MoH
specifically for RNs in their first year of praati¢ollowing successful completion of their
Bachelor of Nursing and passing NCNZ state finele Nursing Entry to Specialty
Programme (NESP) is also a partially funded prognarand is specifically for nurses
working in mental health and addiction. This NES&gpamme receives funding from Te
Pou. The purpose of NETP and NESP Programmegi®tade a safe and supportive year
for graduate RNs assisting them through their ttimmsfrom a novice competent nurse to
a more skilled, safe and competent RN, smihcrease recruitment and retention numbers
of RNs. All NESP nurses complete a postgraduat#icate, however each individual

DHB decides on the educational component for NEUiRas. his component can be a
postgraduate paper undertaken through a univarsypolytechnic, or a DHB designed
educational component (MOH, 2014c).
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In 2009, as a way of encouraging graduate nursielsyimes and doctors to work in hard to
staff communities and specialties, HWNZ releasedbluntary Bonding Scheme (MoH,
2014b). Health practitioners who joined this schemeepaid a higher annual salary, which
can go towards repaying their student loan or pouto their take home income for up to

five years. Aged residential care is consideredrd ko staff area.

Aged Residential Care Nurse Entry to Practice (ARQNETP) Evaluation Report

The documenfAged Residential Care Nurse Entry to Practice (ARETP) Evaluation
Report(MoH, 2015a) provides results from a programmetmtmmissioned by the

Office of the Chief Nurse, MoH. The pilot involvaeh Aged Residential Care (ARC)
NETP programme for 15 graduate nurses working iARC facilities. Additional funding
was attached to this programme to increase andwesupport for those nurse graduates.
The evaluation, conducted by Howard-Brown and M&&§i(2014) included seven
recommendations. Recommendations of note were;improve how pilots are developed
and implemented, as there had been a lack ofyclarthe implementation of the Aged
Residential Care pilot; ii) to promote ARC as aeeatroption to improve the recruitment
process for ARC; and iii) to strengthen precepmpimARC. Of importance to this
research was a final consideration from the evaloain whether or not it was cost
beneficial to include a postgraduate paper in tB& R Programme taking into account the
stress experienced by graduate nurses in takimpsigraduate study (MoH, 2014). Since
the evaluation, ARC NETP- programmes have beeadntred for all 20 DHBs.

Between 2013 and 2014 the MoH introduced one dfitehal funding for high need PHC
practices who employed new graduate nurses on Bi@Nbrogramme. The scheme was
known as Very Low Cost Access (VLCA) Practice Sunstiility. This was introduced
because particular practices were known to havghagroportion of people with complex
needs as well as infrastructure and resource is$hesfunding of $2.4 million dollars for
48 graduate nurse positions nationally, was tofpathe graduate nurses salaries for the
12 months of the NETP Programme. The additionadifugnwas only available to those
practices which qualified having a high proportadrhigh needs clients (MoH, 2015). An
evaluation carried out in 2015 showed there westtipe results from the VLCA funding
in all areas of sustainability issues. There wése positive results for the graduate nurses
around employment retention and they were well sted in their learning and practice

throughout the 12 months of the NETP Programme.
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Postgraduate Nursing Training Specification

ThePostgraduate Nursing Training specificatiWioH, 2011b) describes the criteria for
postgraduate nursing funding for New Zealand DHBsstgraduate nursing funding is
allocated to all 20 DHBs for nurses to undertakstgr@duate education. Funding was
originally provided for nurses working in hospitalsed services However, this has since
changed and there are now four funding streamg@sgeographical or clinical area of
work. These include RNs working in hospitals, agace, PHC and rural areas. The
funding pays for course fees and clinical release 50 nurses can be released from their
clinical area to attend study days. It also paysrivel and accommodation, clinical

mentoring, professional supervision and Maori aadifit cultural support.

Summary

Since the release of tiNew Zealand Health Strategy 2000 many policy and workforce
documents have been released from the governmieeseTdocuments have become more
specific over time about nursing workforce develepin Yet, it has taken over 15 years to
put these strategies into action. A strong themeing through the documents is the need
for a more strategic approach to developing théthead disability workforce to further
meet the demands of the current and future agipglption in NZ. For nursing this means
advancing and expanding nursing roles, such aseNgpsgcialists and NPs with
prescribing rights. This is especially relevanPiHC due to one of the priorities in the
Positive Ageing Strategy, “ageing in place”, whreffiers to older persons ageing in their
homes for as long as possible rather than goimgragidential care. There will also be
more pressure and demands placed on nurses carialglér persons in aged residential

care as people live longer.

Another theme running through many of the documisntisat the education and health
sector need to be collaborative and work togethéetmore effective in meeting the
workforce’s needs. Education and training is imaeriand needed for the health
workforce as a whole including nursing. This encasges undergraduate and
postgraduate education. This is important for mgrsas nurses will need to be trained and
educated to provide more advanced care, expandrthes, and to increase the number of
NPs in PHC and aged residential care. This endddbement review on the group of 22

clustered documents on government policy perspextiv
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Professional Body Perspectives 2000 to 2015

The second group of 17 clustered documents frogetprofessional bodies - NCNZ, the
College of Nurses Aotearoa New Zealand, and NZN@@. documents, which vary in
focus, are set out in a historical timeline (Tabfg. Eight documents were on the nursing

workforce, four on nursing education and two conedrNPs. There was one annual

report, one document on aged care, and one congeannembership group.

Table 17: Historical timeline of professional bodydocuments 2000 - 2015

Year Document Focus

2000 New Zealand Registered Nurses, Midwives andlied | Nursing Workforce
Nurses Workforce Statistics

2006 National Gerontology: Section of New Zealanodés Aged Care
Organisation Strategic Plan 2006-2011

2008 Education Survey Report: Implications for Hcac(New | Nursing Education
Zealand Nurses Organisation)

2010 The Future Nursing Workforce: Supply Projaeti@010-| Nursing Workforce
2035

2010 Clarifying Nursing Education Funding Issues urdihg Education

2010 Education Programme Standards for the Regtsteurse| Registered Nurse /
Scope of Practice Education

2011 Employment Survey (New Zealand Nurses Orgtaaiga| Nursing Workforce

2012 The New Zealand Nursing Workforce 2012-2013 rshtig Workforce

2012 Competencies for the Nurse Practitioner Sobpe Nurse Practitioner
Practice

2013 Employment Survey (New Zealand Nurses Orgtoiga | Nursing Workforce

2013 The Future Nursing Workforce: Supply Promudi 2010-| Nursing Workforce
2035 (Nursing Council New Zealand)

2013 College of Nurses Aotearoa Strategic Plan 20% Nursing Group

2013 Education Policy Framework (New Zealand Nurses | Nursing Education
Organisation)

2013 Consultation on the Scope of Practice & Qigaliions Nurse Practitioner
Prescribed for Nurse Practitioners

2014 Annual Report (Nursing Council of New Zealand) Annual Report

2015 The New Zealand Nursing Workforce: A profile of Nursing Workforce
Nurse Practitioners, Registered Nurses and Enrolled
Nurses 2014 — 2015

2015 Employment Survey (New Zealand Nurses Orgéinis) | Nursing Workforce
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New Zealand Registered Nurses and Midwives Workfoee Statistics

TheNew Zealand Registered Nurses, Midwives and Emfdlierses Workforce Statistics
(NCNZ, 2000) covers the period 1998 — 1999. Thegse of this report was to inform the
health sector and aid policy development concerthieguture of the nursing and
midwifery workforce. Data collected on RNs and Mides are difficult to separate, due to

the way data from Annual Practicing Certificateseveollected.

Nursing and midwifery workforce data at this tinensisted of a total of 31,869 RNs and
Midwives. There were 843 RNs/Midwives per 100,00puydations. At this time in NZ,
pressures impacting on the nursing workforce inetugeople living longer and their
health needs becoming more complex as they agacerase in mental illness, increase in
diabetes and some cancers and infectious disgases. pressures on the nursing
workforce included: an increased demand for mo#ervhurses and an increase in
demand for the unregulated workforce. In 1999 sdesgnated nurses had been given
extended prescribing rights through the MedicineseAdment Act 1999. This was

initially limited to two scopes of practise, ageate and child/family health. The number of
RNs employed in continuing care was 3,718, whetlgasumber of RNs employed in rest
homes was 2,153.

In 1998 the average age of the RN/Midwife was 424#&s. There were higher numbers of
those aged 35 years or under employed in a hogpitalnursing agencies, whereas those
aged 50 years or over were more inclined to be eyeplin rest homes or in hospital
community services. Of the 2153 RNs employed ihliemes, 317 (14.7%) were aged 50
to 54 years, and 302 (14.2%) were aged 55 to 5&yea

Ethnicities of all RNs Nurses/Midwives in 1998 wemmposed of: Europearaieha
25,786 (80.9%), Mori 955 (3%), Pacific people 618 (1.9%), and otBeropean 2903 (9.1
%). Those with other ethnicity not accounted fortlom list were 1375 (4.3%) and those
not reported 232 (0.7%). The number of nurses imatiigg to NZ increased from 290 in
1994 to 1400 in 1998. In 1998, ethnicities of RNgp&yed in rest homes were: NZ
European 1,706 (79.2%), NZ Maori 56 (2.6%), otherdpean 150 (6.9%), Pacific 22
(1%), and other 158 (7.3%) with not stated at 13%§). In 1998, statistics on the RNs
/Midwifes country of registration was referred ®o@untry of graduation with: NZ 26,778

and overseas 5,091.

Although a postgraduate educational framework, ginds and competencies had been

developed by NCNZ in 1999 to assess, approve amgtonaursing practise programmes
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(from beginning practitioner to advanced nursingctice), there was no data provided in
the report on the numbers of RNs with a postgrazlgaalification.

National Gerontology Section of New Zealand NurseSrganisation Strategic Plan
2006-2011

TheNational Gerontology Section of the New ZealandsiesiiOrganisation 2006-2011,
(National Gerontology Section NZNO, 2006) providked goals and aspirations of the
National Gerontology Section, a strategic plan@&2X and a business and action plan
from 2005 to 2007. Throughout this document comtigieducation and professional
development for members of the National Gerontolsggtion are addressed. One aim of
the Section is to “Encourage, promote and provigedevelopment of educational
programmes / seminars for gerontology nurses avgktmterested in the care of older
people” (p. 5). Although the above aim does notspéf the education is postgraduate, it
is clear within the strategic plan that tertiaryeation is included, as the plan refers to
developing relationships with tertiary education\pders as a way of promoting

gerontology as being a significant and worthwhilesmg specialty.

New Zealand Nurses Organisation Education Survey R®ert: Implications for
Practice 2008

TheNew Zealand Nurses Organisation Education SurvgoRéBrinkman, Wilson-Salt

& Walker, 2008) published findings of a survey urtdken to explore issues surrounding
attaining professional development hours for RNs\&intain their competencies, and to
then be in a position to put improved systems at@l Of the 1650 surveys sent to a
random sample of registered and enrolled nurseswane NZNO members, 720 (43.6%)
responded. Completion of the survey was voluntad/r@spondents were not identifiable.
Of the 720 respondents, 47 (6.5%) had a postgraduatification. The main findings
from the survey were: i) percentages of professidaaelopment for workplace options
were more popular than nursing tertiary educatigtioas, for example approximately
94% chose in-service education, and 20% chose topistgraduate certificate, ii) 54% of
the respondents described having conflict with tand other commitments, iii) 18.6% of
respondents reported a need for work life balaaed,iv) taking time off work, the cost of

fees, travelling distance and time were descrilseobstacles to professional development.

Findings also showed a proportion of responderigsreel to being insufficiently prepared
for specific areas of their role as a RN duringrthbee and post nursing education. Other

areas identified were conflict resolution, inforinattechnology, managing challenging
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behaviour, and coping with rostered and rotatinf alork. How health political processes
and systems functioned were also identified byréispondents as not being adequately
covered in their pre-registration nursing educatitime survey also found interest in
professional development increased by age of regas with approximately 42% in the
50-54 age group with plans for future study, thiréased to approximately 48% in the 55-
59 age group. Of those in the 60-64 age groupcxppately 52% had plans for study,

with the 65 and over age group at approximately §6%pared to the 25-29 age group at
approximately 37%.

The Future Nursing Workforce: Supply Projections 2A.0-2035

The Future Nursing Workforce: Supply Projectiond @2035(NCNZ, 2013) presented
nursing workforce projections based on informatabout the 2010 nursing workforce to
inform and provide tools for nursing workforce dgan makers. The NCNZ
commissioned Business and Economic Research Linatedrry out the projections, using
economic modelling. They developed four possiblediif ‘'scenarios to demonstrate how
decisions made about workforce supply could infagetine future nursing workforce. The
focus of the scenarios (Table 18) are: i) poputagjmwth; ii) the ageing population; iii) to
increase international nurses; and iv) to decrdssaumber of NZ nursing graduates. In
relation to the aged care workforce, apart frormage one and two, there is no specific
reference to aged care. However, from readingdbelts of scenario three and four, it is
likely possible that there would be an effect ordigare. For example in scenario three in
which the number of international nurses are irsdait is likely there would be a rise in

international nurses employed into aged care.

The outcome of the modelled scenarios show the fugestrategy with well-defined
priorities in order to grow and enable the nursimgkforce 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 oged care Registered Nurse
workforce

Scenario Actual Scenario Possible Effect in Aged Care

Population Grow the supply of nurses to meet The greatest demand for ENs

Growth population growth working in rest home residential
care would between 2025 and
2030

Ageing Increase number of graduate nurses tp Registered Nurses (RN)

population meet population health needs. Betwegr2010 = 3,090 RN (approx.)

2015 and 2020 increasing numbers by 2035 = 8,000 RN

2.5 % per annum, then, to 3% per annukRighest increase in RNs being
between 2020 and 2025. With a furtheremployed into aged care will be
3.5 % per annum between 2025 and | between 2020 and 2025.

2030 and again between 2030 and 2035.

Increase The number of graduate nurses overa|l There is no specific mention of

international stays the same. the possible effects on aged care

nurses In 2020, number of graduate nurses i RN workforce under the results of
1,580. this scenario.

There is a labour constraint by 2020 due
to the growing population. This
constraint is met by growing numbers pf
internationally qualified nurses from:
2010 = 25% RN workforce
2035 = 33% RN workforce

Decrease 2014 — 2019 enrolments in Bachelor of There is no specific mention of
number of New | Nursing programmes remain unchanggthe effect on RN and EN aged
Zealand nurse | 2020 — 2029 enrolments in NZ schools care workforce under this
graduates of nursing decline by 0.25% per annumscenario.

2030 — 2035 continue to decline.
Number of nurses graduating declines
by 0.5% per annum on average.

Source: Nursing Council of New Zealand (20I3)e future nursing workforce: Supply projection261.0-
2035 Wellington, NZ.

Clarifying Nursing Education Funding Issues

Clarifying Nursing Education Funding Issu@$ZNO, 2010), by Anne Brinkman, provides
a background on funded nursing education from 162910. It captures how post
registration nursing education had been establishddunded over the 17 year period by
the Clinical Training Agency, then Health Workfofldew Zealand. The aims of the
document were to improve collaboration betweeningrgractice and education through
providing an historical viewpoint, information dmet current setting, and recommending

guiding principles.

The changes in nursing funding over time for paglgate education were in areas such as
rural and primary health, mental health, the inicicbn of the NETP programmes, and

supporting the development of postgraduate paperartls Masters and NPs. There were
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no specific references in this document about ageel other than to outline what was
expected to be gained through aged care nursedeimgpa postgraduate certificate in
1996 t01997. Nurses in aged care completing a paubigte certificate at that time were
expected to develop their knowledge in areas ssrtexision making, team leadership,
collegial support, professional judgement, reseaketnd management and innovative
practice.

The amount of funding provided by the Clinical Tiag Agency had increased over time,
although the majority of funding was allocated tedicine. As an example, in 2007/2008,
of the total Clinical Training Agency budget, fundiallocated to nursing was $11,100,498
(9.86%) whereas for medicine (vocational and nocational). The allocation was
$78,243,109 (69.5%).

To provide some direction for successful futuresmg education, the NZNO proposed a
framework of seven guiding principles. The prineplvere that educational funding needs
to be: i) appropriate, and founded on the healdda®f the population (national, regional
and local) and on what nurses need to learn tolerniad provision of confident and
competent nursing care; ii) acceptable, and culfjuappropriate so nurses can provide
culturally acceptable care. As well as being caliyrappropriate, nurses need to develop
political competence so they can be better advedateaheir patients; iii) affordable, to
make best use of limited education and health fupdnd needs to be managed more
efficiently on a national basis; iv) accessiblethwess rigidity and better resources to
enable nurses to have easier access; v) relevdriteaiible so education is appropriate to
the changing health needs of the population; \ppsuted, so as nurses can be released
from the workplace to enable increased learningpdppities; and vii) evaluated, to

determine if learning outcomes have been achieved.
Education Programme Standards for the Registered Nigse Scope of Practice

TheEducation Programme Standards for the Registeredé8cope of PractigdNCNZ,
2010) outlines educational programme standardh®RN scope of practice. These are
the seven standards by which tertiary educationigeos, who run undergraduate nursing
programmes must follow to ensure nursing studemtsptete a NCNZ approved

programme to gain their registration (NCNZ, 20XDntent of the curriculum is covered

in Standard Two and maintains that the curriculuasinbe based on national health
priorities. This suggests that if the standardsaaliegpted, and aged care becomes more of a
national health priority, then it will hold moregsiificance within the nursing curriculum.

Standard Two also covers clinical experience anishtaias clinical experience be held in
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a variety of settings, one of which includes agesidential care. Although only
undergraduate education is covered in this docyn@dergraduate education is a
prerequisite to postgraduate education. Undergtadeducation also relates to nursing

workforce development and aged care.
New Zealand Nurses Organisation Education Policy Ermework

TheNew Zealand Nurses Organisation Education Policgri@workNZNO, 2011)
outlines NZNO's policies, rationales and recomméioda on nursing education. The
seven principles, outlined by Brinkman in the doeatClarifying Nursing Funding Issues
(NZNO, 2010), are utilised in this document. Théigyocovers post-registration as well as
postgraduate nursing education. The NZNO made rewrded actions (Table 19) for

postgraduate education from this policy.

Table 19: NZNO recommended actions for postgraduateducation

Recommended Actions

New Zealand * Inits policy documents, media statements and atloek,
Nurses promotes the importance of ensuring postgraduateagicn
Organisation for nurses.

* Atrticulates support for clear workforce data cdilec and
analysis by the MoH and the provision of approgriat
accessible and equitable funding for postgradudiieation.

Education * Work with clinical providers to facilitate robustgearch

Providers into NETP and NESP outcomes, in particular inclusb
postgraduate courses during the programme.

* Promote sound, supported career planning for/wetli n
graduates and other nurses.

Clinical Providers * Work in collaboration with the NCNZ and clinicalqwiders
to ensure NETP education provision meets the nadugste
students and consumers.

* Promote sound , supported career planning for/mgtl
graduates and other nurses

Ministry of » Continues to provide funding for postgraduate mgsi
Health education and work toward ensuring this provisen i
equitable.

* Provide funding for identified postgraduate studres
specialties where there is no education progranmnew
Zealand

* Provide funding for appropriate interdisciplinary
postgraduate programmes.

Source: New Zealand Nurses Organisation (2011¢. New Zealand Nurses Organisation Policy Framé&wor
(p-19).Wellington, NZ.

Of note in the section on postgraduate educatienNZNO affirm they do not support
postgraduate education as being a requiremenedlBETP programme for RNs and
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recommends clinical providers research the outcarhBdETP and NESP with regard to
the postgraduate education component. The NZNOastgpihe MoH postgraduate
education nursing funding for developing nursetake up roles in advanced and specialist
clinical nursing positions, in leadership, managetmeesearch and education. It also
supports funding from the MoH for postgraduate paogmes not provided in NZ for

nurses in specialty areas such as infection control

Overall the NZNO supports postgraduate educatiahfamding from the MoH. However,
of note, the section on postgraduate study doeadaress specific areas of nursing such
as older persons. Although, in the section on culai content, the NZNO does affirm their
belief in curricula needing to be focused on there with “growing emphasis on primary
health care, age related care and long-term conditmanagement in the community” (p.
14).

New Zealand Nurses Organisation Employment Survey@.3

TheNew Zealand Nurses Organisation Employment Sur@gg @ZNO, 2013) reports

on specific and broad themes, and areas of relevian¢hose involved in planning for the
nursing workforce. This includes managers, poli@kers and the NZNO. Using a web-
based survey, this was the third biannual sucheyumdertaken by the NZNO; the
previous surveys were conducted in 2009 and 2@l4addition to the questions used in the
previous two surveys, new questions were addedecnimg health and safety, changes in
employment law and care capacity management. Frandom sample, a total of 4571
survey requests were emailed resulting in a 142%0j3eturn rate, the respondents
included RNs, ENs, NPs and midwives. Of the 144@aases, 110 (8%) nurses identified
they were employed in continuing care/residentaécThere is no breakdown separating
the number of RNs and the number of ENs. Questisksed about nursing workforce
development generally on the following subjectsegpondent profiles; ii) pay and
employment agreements; iii) working patterns; igrioad and staffing; v) job change
and career progression; vi) organisational chamger@structuring; vii) continuing
professional development; viii) health and occupal health and safety; and ix) morale.
The results which made particular reference to agee, were on working patterns and

workload and staffing,

Results from questions on workload and staffingwsdd less than 50% of respondents
thought they were sufficiently staffed to meet @ats’ needs, with those working in aged
care more likely to report to their employer thegre were insufficient nursing staff on
shift to provide safe care. From the survey redoltged care, 26 respondents identified
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this would happen several times a week, with 14éntepy every shift. Results from
guestions on working patterns compared percentagasurs worked by those employed
by a DHB and those employed in aged care. Of rloéenumbers of respondents working
more than 38 hours a week in aged care, was signtfy higher than those working in a
DHB by approximately 10 percent. However, the nundféOHB staff working 25 to 32
hours a week was higher by one to two shifts a wee&pproximately seven percent. It
was also identified that the number of nurses wuykn aged care over the age of 65 had

increased, but it was not stated in the report hmwh of an increase this was.

Overall, results from questions on continuing pssfenal development revealed over half
of the regulated nursing workforce were well quetifand had a postgraduate
qualification. The biggest barriers to respondeotspleting professional development
were problems attending courses during work tinpgr@ximately 34%), the cost of fees
(approximately 32%), and commitments (approxima®&%o). These results were not
broken down into areas of employment. One of tkemanendations to come from the
results covered workload, stress, and the lacklmtpatisfaction. It was recommended
support and leave for professional developmengrsabffing levels, and improved shift

rostering be guaranteed.
The New Zealand Nursing Workforce 2012-2013

TheNew Zealand Nursing Workforce 2012 -2@N&ENZ, 2013) is a biennial report on the
profile of the NZ, nursing workforce. The Nursing@cil had released similar reports, in
2000, 2002, 2010 and 2011. The purpose of thisrteyas to provide current and reliable

data for development of policy, planning and resleabData for the report comes from the
information NPs, RNs and ENs provide annually whearewing their annual practicing

certificates.

The report showed that at the end of March 201&thvere a total of 47,751 nurses
practicing in NZ. Of those, 45,313 were providirigedt services to the public, with 46%
of the workforce aged 50 years or over, indicathmgnursing workforce is aging. Ethnic
groups showed nurses identifying as NZ Europeare wer highest at 67%, NZadri at
seven percent and Pacific Peoples at three peiieste were 107 practising NPs, and
44,782 practising RNs. The NPs workforce had areame of 12, from 89 in 2011. Of the
107 NPs, there were 100 female and 7 male. MostvdfPlsed in DHB acute settings (38),
the next highest were in PHC/community settingg {8lfowed by DHB community
setting (29). Only two NPs worked in rest homefiestial care.
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The RN workforce consisted of 44,782, an incredg6 nurses since the 2011 report. A
total of 18,630 RNs were employed in acute settatg3HBs, with 4,516 employed in
community settings at DHBs and 3,500 employed lneoareas of DHBs. A total of 6,323
RNs are employed in PHC/community settings andti@%est home/ residential care.
The ethnic breakdown for rest home/residential samved 2,224 identified as NZ
European, 458 as other European, 228 as Ndriyisix as Cook Island Bbri, and 178
identified as Pacific Peoples (includes Samoang&anNiuean, Fijian, Tokelauan and
other Pacific). The highest number of nurses atiien NZ European, where those who

identified as Filipino at 742.

It was reported 44% of the RN workforce had a peshgate qualification. In reporting
statistics for RN and postgraduate education, dueichent refers to postgraduate
qualifications only by practice setting, as opposedmployment setting, such as rest
home/residential care. For this reason, it is hametermine the actual numbers of RNs
working in rest home/residential care as they weeeged into continuing care elderly.
The number of RNs working in continuing care/elgavith a postgraduate qualification is
reported as 26.2% (which is low in comparison teeopractice settings), PHC (41.9%),
practice settings in DHBs such as surgical ar®©g,2heatre (33.8%), medical (30.4%),
assessment and rehabilitation (36.2%), districsingr(41.4%), obstetrics/maternity
(52.4%), and mental health (47.5%).

Competencies for the Nurse Practitioner Scope of Bctice

The Competencies for the Nurse Practitioner Scope attee,(NCNZ, 2012) outlines

the NP’s scope of practice, required qualificatjaf@mmains of competence, competencies
and indicators. A scope of practice for NPs was fastablished by NCNZ in 2003
(DHBNZ, 2006), and at the time this document wésased, there was the option of the
NP role with or without prescribing rights. The 20document was in response to HWAC
(2001) and included two recommendations for wordéanitiatives for nursing. The first
was to develop regulations for NPs to prescribeuoting in aged care. The document
covered the qualifications and competencies fasdtiexpert Nurses who work within a

specific area of practice incorporating advanceakadge and skills” (p. 2).
The College of Nurses Aotearoa Strategic Plan 202816

The College of Nurses Aotearoa Strategic Plan 22085 (College of Nurses Aotearoa,
2013) is a three year plan and direction to membktise College of Nurses Aotearoa. The

purpose of the College is to provide a medium fasas to enable them to critically
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review educational, professional and research msatééating to nurses and to the
attainment of reasonable outcomes for health coesuirithe document contains three
strategic directions: i) to align nursing workfordevelopment with community need; ii)
influence policy/health leadership; and iii) deyek sustainable future. There are key

objectives for each of the three strategies.

In relation to the strategy on workforce developtntrere are five objectives. None of
which refer specifically to aged care. These objestdo refer to the support and
workforce development of PHC nursing, NP developin&upporting Maori nurses,
identifying future leaders within the College of tkaroa membership and externally; and

removing barriers to maximise the use of the ngrsiorkforce.
Literature Review for the New Zealand Qualificatiors Review

ThelLiterature Review for the New Zealand QualificadReview: Aged Care, Disability,
Health and Social Servicgmper was commissioned by Careerforce in 2013.eCfaree

are an industry training organisation for the Healid community support sector in NZ.
They work nationally with employers to develop giigdtions recognised by the New
Zealand Qualifications Authority (Careerforce, 2D156 2013 the New Zealand
Qualifications Authority carried out a review ofajifications aiming to lessen the number
of level 1 to level 6 qualifications due to changethe health, disability, aged support and
social services sector and to ensure those qualdits would be more applicable to
workers and employers in the future. The purpogbé®fiocument was to expand on
previously identified topics and themes, one ofchittoncerned the gaps in qualifications

and pathways.

Although the focus of this paper is on the unretgalavorkforce, it is worth noting from

the section in the document on aged care, NZ'sgagapulation has a predicted increase
in demand within the aged care workforce of 50985&0 between 2015 and 2026 (these
figures include caregivers, nurses, medical stadftherapists). Interestingly, attention was
also drawn to two key factors. The first was thechfor future managers of aged care
facilities to have better skills and knowledge. Beeond factor was the need for career
pathways to be developed within the aged care warkf This suggests caregivers will
have more responsibility and there will need t@bencrease in caregivers completing

qualifications.
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Consultation on the Scope of Practice and Qualificeons Prescribed for Nurse
Practitioners: Analysis of Submissions

The Consultation on the Scope of Practice and Qualiftees prescribed for Nurse
Practitioners analysis of SubmissioffSICNZ in 2014) released the findings of 30
submissions on an earlier consultation documemtaiimcerning NPs. The submissions
released were from government, professional, egtucand nine individual nurses. There
were no identified submissions from older peoplwises or aged residential care.
However, some members of the Primary Health Reter&roup within one DHB were
from aged residential care and it could be infethed the individual submission may have
been from nurses working in aged residential daie significant to note there was only
engagement from two tertiary education providevewgithere are seven providers
delivering NP postgraduate education. The majafitthose who submitted a response
were in support of all the NCNZ'’s proposals. Howevewer (16 out of 28) agreed with

non prescribing NPs having to complete the preswgiprocess within two years.
Nursing Council New Zealand Annual Report 2014

TheNursing Council of New Zealand Annual Report 2(M€NZ in 2014) reports on
activities over 2013 and 2014. Of note was inforaraprovided in the report about the
growing number of NP registrations since its introiibn in 2002, of which there were 138
NPs with 129 practiscing at the time of the repdhie report does not specifically provide
information about numbers of NP’s practising indigare. The document also reports on
the consultation of the NPs scope of practice wiiak done to align with changes made
to the Medicines Amendment Act 2013. This will likave an impact in the future on
tertiary education providers in regard to numbénsusses enrolling into prescribing

practicum papers and the possibility of adjustinggpammes 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 ¢uPractitioners, Registered Nurses
and Enrolled Nurses 2014 — 208CNZ, 2015) is the sixth report the Nursing Colinci
have published outlining NZ's nursing workforce.€lteport presents statistics and
information on NPs, RNs and ENs. The total nurswagkforce at this time was 50,356 or
10,508 per 100,000 New Zealanders. Forty threeepéxaf nurses were 50 years. The
largest ethnic group is NZ European 67%, with NZoki, Indian and Filipino each at
seven percent and Pacific three percent.

75



Of the NP workforce, there were 142 practising cared to 107 since the 2013 report, in
showing an increase of 33 percent. This equatdgée BPs per 100,000 New Zealanders.
In comparison to all nurses, the mean age of NB&.B years, whereas for all nurses it is
45 years. There were six NPs working in aged damgloyment settings and ethnicities
show, of the six NPs working in rest home/residdntine is NZ European, three are other
European, one is Asian ethnicity and one identdigsther.

The RN workforce is made up of 47,488 nurses,gsh@vs an increase of 2,706 RNs from
the last report in 2013.The numbers of RNs equai®4 per 10,000 New Zealanders.
Employment settings of RNs showed there were 4(88®%6) working in rest home
/residential care. Ethnicities of those RNs workimgest home/residential care, showed
the largest group were NZlkeha (2,123), followed by Filipino (906), Indianl{, other
European (430), NZ &bri (234), Pacific (175) (Pacific included Samo@ongan, Nieuan,
Tokoloan, Fijian, other Pacific) and Cook Islandavt (7). Of note, 40% of Filipino RNs

were employed in Acute settings in DHBs and (4194est home residential care.

The highest numbers with a post registration gigalifon were those practicing in the
surgical setting with 5,542 (31%) followed by thedhical setting at 4,724 (33.6%) and
continuing care at 4,412 (26.3%). Practice settirggs with the lowest post registration
qualification numbers were youth health 203 (48f)ily planning / sexual health 208
(56.3%), and intellectually disabled 214 (45.8%).

New Zealand Nurses Organisation Employment Survey@5

New Zealand Nurses Organisation Employment Sur@&g@ZNO, 2015) reports results
of the biennial survey collected from NZNO membeesa web based application. The
survey guestions cover topics such as employmsuéss demographic details, and
perceptions of working life. The same questionseneyed as those in the 2013 survey
with more in depth questions around employmentdhange, health and safety, and care
capacity demand management. Of 5000 invitationettcipate in the survey, 1175
(23.5%) responses were returned, a decrease oparoent since 2013 (NZNO, 2015). Of
the 1175, 86 (7.3%) were from continuing care/éyd@s categorised by field of practice),
a decrease of 0.7% since 2013. Of note is thatraang care/elderly was the fourth
highest in respondent numbers compared to primeaitin 142 (12%), medical, 99 (8.4%)
and surgical 90 (7.6%).
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Survey results regarding education, qualificatiand continued professional development
showed 41% of nurses working in continuing care@dwere not given paid release time
for professional development, and 55% had no faesfpr professional development,
compared to 29% of RNs working in private surglwasgpitals. Overall, the most common
type of preferred professional development, waslairto 2013 with in-service education
(84.8%), short courses (55.6%) and seminars (4P@stgraduate education as a
preference featured as; postgraduate certific&®%4), postgraduate diploma (7.2%), and
masters (4.3%). As actual percentages were notgadyn 2013, and due to the nine
percent decrease in respondents, it is difficuttdmpare 2015 preferred types of
professional development with 2013 results. As oeclin 2013, there remain some older
nurses who feel disadvantaged with funding appbaoatdue to their age, with no other
information specifically provided to explain thisalso appears, of those nurses who have

received funding, release time to attend study tiagsbeen decreased by their employer.

The most common barriers to professional developrvere difficulties attending in work
time (52%), followed by cost to self in fees (44)2%ther time commitments (39.1%) and
difficulties taking time off work in own time to t@ind (35.9%). Results around frequency
of unsafe care in continuing care/elderly showedrihmbers of those who reported unsafe
care every shift was approximately 22%, comparddH® inpatient at nine percent.
According to the results, the morale of nursesdeadined slightly since the 2013 survey,

due to the financial climate, higher patient acuigstructuring, and heavier workloads.

Summary

Just over half (9) of the documents by professitwdlies in this second cluster, support
the need for NPs in the nursing workforce as welihareasing numbers of NPs. Overall
the numbers of nurses working in aged care renasaver compared to other settings, and
education and training was considered importantfemursing workforce. Some
documents did not refer to aged care at all, wdtiter nursing settings were prolific by

comparison.

Conclusion

It is well known the NZ population is aging andradowith it so is the health and disability
workforce. Government policy and professional bddguments reviewed in this chapter
all search for, suggest, propose and recommenerbedtys of approaching the growing
demand on the future health and disability workéoi8tarting with thiéNew Zealand

Health Strategyn 2000, the then Minister of Health, raised tlsuesthat future workforce
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issues would need to be addressed and specifreddlgred to the older person in aged
residential care. The need for training and supfoorthe health workforce was also
indicated with the proposed establishment of theA@/No address how these needs would

be met.

Both government policy and professional body docuineaised the issue that, as people
age their health needs become more complex, anmifsng, this means there will be a
need for nurses to increase their knowledge inrdadprovide more advanced care. It was
identified that this would be even more necessaHC due to the ageing in place
priority from theNew Zealand Positive Aging Strategjyeased in 2001. Documents
reviewed identify that as older persons are livmtheir own homes for longer, this will
increase pressure and demand on PHC services altd b&re workers resulting in the

need for an increase in the nursing workforce amdes with advanced practice.

While progress has been made in the area of addanasing practice, there has been
limited developments in aged care. Nurse Pracgti®mvere first addressed in Government
policy in 2002, and it was raised that older pessand PHC would benefit from having
NPs to provide advanced care, leadership and knuig®leAt that time it was optional for
NPs to complete prescribing, it is now compulsanyNPs to register with a prescribing

qualification.

A common theme throughout both clusters of documbkas been for the education and
health sector to increase collaboration. This isrtsure undergraduate and postgraduate
nursing education programmes are appropriate @h#alth workforce. It was also raised
that funding structures for workforce education #&mathing need to be reviewed. This did
happen as the Clinical Training Agency’s fundingisture and processes were reviewed

in 2010, resulting in the Clinical Training Agensydisestablishment and the establishment
of HWNZ. Despite the change, the medical workfarostinue to receive the majority of

funding for postgraduate education and training.

Government policy and professional body documesdsliarly refer to the need for
increasing the workforce in aged care. This begitis theHealth of New Zealand
Strategy (2000) and tHepact of Aging in New Zealand on the Demand foaltheand
Disability Support Services and Workforce Implioag(2004). Both of these documents
report the unpopularity of caring for older peopiéong term care and the issues faced
with recruitment and retention. Over time thesaesshave not changed. Of the total
nursing workforce in 2000, 2,153 (6.8%) nurses veengloyed into rest homes compared

to 2015 where the total was, 5,287 (10.5%) showisgall increase of 3.7%. This
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highlights that over 15 years little progress hasrbmade in regards to increasing
recruitment and retention of nurses in aged catte Iprogress has also been made with
the number of NPs employed in rest home/residecdiad. Currently only six NPs are
employed nationally even though it has been reseghihroughout the document review
of the need to increase NP numbers in the fieloldér persons in residential care. The
following chapter describes findings from the fogusups and interviews with nurses and

nurse managers concerning postgraduate education.
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Chapter 5 Registered Nurses and Nurse Managers Aged
Care Perspectives on Postgraduate Education

Introduction

Chapter five presents findings from the 20 RNs whdicipated in the two focus groups,
and the 13 one-on-one interviews. Participants daome four different aged care

facilities. Following the introduction the demoghiqs and professional characteristics of
the 20 participants are presented. This is follomwe€indings from the focus groups and
interviews. Similarities and differences in views @ngagement of postgraduate education
for nurses working in aged care are presented gfrtnoking at the different perspectives
of the participants. To maintain confidentialitetfacilities are referred to as Facility A,
Facility B, Facility C and Facility D. The RNs ameferred to as RN1 to 15 with the nurse
manager participants as NML1 to 5. The participargsdentified by number and facility,

for example, RN1from Facility A is referred to allRA.

The original aim to carry out three homogenous $ogoups with participants from all
facilities in each group did not eventuate. Duaranitial very low response rate and the
time factor to complete this research, data cablectvas changed to hold separate
homogenous focus groups at each facility. Howemeithe two occasions homogenous
focus groups were arranged, when | arrived atadh#itly, nurses who had and who had not
completed postgraduate education also arrivechiafdcus group. Given earlier issues
with participation, and after considering the eghissues, | conducted the focus groups
with all present. My reflections on the impact aving these groups as heterogeneous are
provided in Chapter six. Table 20 summarises whergarticipants for the focus groups
and interviews came from in relation to faciliteasd postgraduate education. The length of
time for the two focus groups was similar with flist group at Facility A lasting 47

minutes and the group at Facility C lasting 42 rtesu

Although the aim was to interview participants befor after work, this was difficult to
arrange. As a consequence 11 of the 13 interviesve warried out during working hours
resulting in some of the interviews being of a séolength than the others. It also meant
that others working in the aged care facility paedly knew who participated in the
research. The brevity of the interview is discusse@hapter six. The interviews at each
facility were either in the Nurse Managers’ offisenior nurses’ office, whanau room or a
training room. On occasions there were some mimerruptions with staff knocking on

the door needing equipment, or in the case of dtleedNurse Managers, the phone
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ringing and needing to be answered. The audio daugpmas paused during these times.
The interviews varied in time with the shortestigenine minutes and the longest at 32
minutes, the average was 16 minutes.

Table 20: Summary of participants by facility, datacollection format and engagement

in postgraduate education

Title Facility Data Collection | Postgraduate Experience

RN 1 A Focus group Working toward postgraduateitjoation
RN 2 A Focus group Working toward postgraduate ifoation
RN 3 A Focus group No postgraduate gualification

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 quedifion
NM 2 B Interview Completed postgraduate qualifioati
NM 3 B Interview Completed postgraduate qualifioati
RN 7 B Interview No postgraduate qualification

RN 8 B Interview No postgraduate qualification

RN 9 C Focus Group Working toward postgraduateifijcetion
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 qualifioati

The Participants

All 20 participants provided demographic and prsi@sal characteristics (Table 21).
Nineteen (95%) participants were female and se88%] had engaged in postgraduate
education. Of the seven participants who had erjegpostgraduate education, two had
received funding, three had done their postgradedteation before funding was
available, one had studied overseas and one hWadisgéd. The two participants who had
received postgraduate funding spoke positively alioAlthough the numbers are small,
there were some differences in those who had adichdtacompleted postgraduate
education. Neither of the two nurses aged 65 or bad completed postgraduate
education, and only one of the eight Asian nursesundertaken postgraduate education.
The main areas the nurses who had done postgraetiatation worked were rest home
and hospital (n=3). Ethnicities varied with 65%pafticipants from overseas. The biggest
group were Asian at eight (40%).
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Table 21. Demographic and professional characterigts of participants

Variable Value Postgrad | No Postgrad Total
education education
n=7 n=13 n=20
Gender Female 7 (100%) 12 (92%)| 19 (95%)
Male 1 (8%) 1 (5%)
Age 25-34 1 (14%) 5 (38%) 6 (30%)
35-44 2 (29%) 2 (15%) 4 (20%)
45-54 2 (29%) 1 (8%) 3 (15%)
55-64 2 (29%) 3 (23%) 5 (25%)
>65 0 (0%) 2 (15%) 2 (10%)
Ethnicity New Zealand European 1 (14%) 4 (31%) 5 (25%)
New Zealand Mori 1 (14%) 1 (8%) 2 (10%)
Pacific* 2 (29%) 1 (8%) 3 (15%)
Asian * 1 (14%) 7 (54%) 8 (40%)
Other* 2 (29%) 0 (0%) 2 (10%)
Year of first | <1979 1 (14%) 3 (23%) 4 (20%)
nursing 1980 — 1989 2 (29%) 1 (8%) 3 (15%)
registration 1990 - 1999 1 (14%) 2 (15%) 3 (15%)
2000 - 2009 2 (29%) 5 (38%) 7 (35%)
2010 - 2014 1 (14%) 2 (15%) 3 (15%)
Years <4 years 1 (14%) 5 (38%) 6 (30%)
working in 5 years — 14 years 3(43%) 3 (23%) 6 (30%)
aged care 15 years — 24 years 3 (43%) 2 (15%) 5 (25%)
> 25 years 0 (0%) 3 (23%) 3 (15%)
Area of aged | Rest home, hospital and dementia 2 (29%) 4 (31%) 6 (30%)
care Rest home and hospital 3 (43%) 6 (46%) 9 (45%)
Rest home and dementia 0 (0%) 2 (15%) 2 (10%)
Hospital only 1 (14%) 1 (8%) 2 (10%)
Dementia only 1 (14%) 0 (0%) 1 (5%)

*As per Health Workforce funding, Pacific includibe two participants who identified as Fijian India

The years of nursing experience of the participamse first registration ranged from one
to 40 years. The years the participants had woirkedged care ranged from one year
through to more than 25 years. The participants ndtbworked in aged care for
approximately one year were included in interviend one had engaged in postgraduate
study. Three who had worked in aged care over 2%yead engaged in no postgraduate
study. The participants who had mainly engagedstgraduate education were those in
the five to eight year group, and in the 15 to 28ngroup. Whilst three out of four of the
participating facilities catered for rest home, hited and dementia care, 9 (45%) of the
participants worked in the rest home and hospredsonly. One participant worked
specifically in the area of dementia only and aapthorked in the hospital only, with six
(30%) working in all three areas. Two (10%) papaeits worked in the area of rest home
and dementia care but neither had engaged in astgraouate education.
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Overview of Postgraduate Education and the Aged CarSector

All participants shared their views about the platpostgraduate education in aged care

and also about aged care itself, irrespective atindr they had engaged in any

postgraduate education. Five themes emerged frerarthlysis. These were: i) Nursing

knowledge is important for improving quality of eldpersons care; ii) Postgraduate

education’s place in career prospects and progmess) Systems and influences in

relation to the role of external agencies in prowgdpostgraduate opportunity; iv)

Workplace influences the uptake of postgraduateatthn; and v) Personal factors

influence choices and timing of the uptake of pasigate education. Table 22 provides a

summary of the participants’ current level of poatlyate education, future plans for

postgraduate education, as well as their careers.

Table 22: Level of postgraduate education and futue career plans of participants

Level of postgraduate
education

Future study plans

Career plans where stated

No postgraduate educatior
gualification
n=13

1 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 the
would be retiring and had
no other future career plan

One participant was
interested in pursuing a
career in nursing
management.

Y

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 tg
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 ofeeand improved practice was referred
to by 13 (65%) participants. This was something évalved from RNs in aged care
engaging in postgraduate education. Participafttthizt with more advanced nursing
knowledge and keeping up to date with current sandursing, residents would receive
better, skilled and competent care. NM5D considereding knowledge was not only a

benefit to residents but also to the resident’silfam

For the residents the care is going to be a lotengp to date, also for
residents families, knowing that it's not just atreome that someone goes
to at the end of their days. That they are goingdbreally good care, really
good care plans, different cares are going to lukém at, it's research
evidence based it's not just that we have alwayedothis way.

RN8B who had not completed any postgraduate edurgatiought although nursing
knowledge gained from postgraduate education wiasbke, it did not necessarily have to
be of a postgraduate nature to be an advantagsittents;Any education will always be

beneficial to residents”.

Sharing gained nursing knowledge with others invibekplace by those who had engaged
in postgraduate education, was considered of valieproving residents’ care. NM2B
spoke of one RN who had engaged in postgraduatagdn“She was really good at
supporting all the other staff, she blossomed wdienstarted doing her postgraduate
training because she was bringing it all back takvand seeing where she could use it”
RN3A also spoke of RNs engaged in postgraduateagidncsharing knowledge through
questioning other nurses in their practice. Thimeent was echoed by NM2B who had
observed questioning of practicenoticed what shgthe RN engaged in postgraduate
educationjas doing in guiding the other RNs so that she @belgiving them ideas,
have you thought about? Have you done thiS®3B also spoke enthusiastically about
the influence of nurses engaged in postgraduatea¢idn and sharing nursing knowledge
“I've always seen therfnurses engaged in postgraduate educagjomy 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, deliverirgtoaresidents at Facility B. Similarly

both RN5A and RN13D spoke of residents potentiabeiving“optimum care” from
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RNs engaged in postgraduate education and RN6Bsdmdut how postgraduate

education wouldimprove standards of care”.

Improvement in nursing practice was both observetiret observed by participants.
Participants who had observed improvement spokieose RNs who had engaged in
postgraduate education as havimgdepth knowledgé “thinking outside the squareand
having a'different perspective’ NM3B commented on improvement of practice through
thinking outside the squafEérom what | have observed, it changes their miedts think
beyond, oh, this is my resident, this is all | haveo, theythe RNs engaged in
postgraduate studglart to look at ways to improve the person’silifevhatever way they
can”. Similarly, RN8B had observed a change in thinkingcontrast, NM4C commented
she had not noticed any direct advantage to theeamts, but more of a benefit to the RN
in the area of decision making and managing meditsit

NM2B thought more overseas nurses needed to imgh&repractice through
postgraduate education, as many complete the CempeAssessment Programme (CAP)
course (Overseas nurses must successfully congplefd? course in order to nurse in N2Z)
and do not see the need for any further educaiarse Managers also considered there
was a need for more NPs not only for the benefiesidents but also for the nursing staff.
Nurse Managers spoke of NPs working alongside agmtoning some RNs already

engaged in postgraduate study.

Postgraduate Education: Career prospects and progssions

Over half (55%) of participants brought up care@spects or progression of career in
both a positive and a negative way in relationrigaging in postgraduate education.
Positives were the importance postgraduate edurchtie on career pathways, and
negatives focused on RNs not staying in aged aate completing postgraduate
education. RN8B believed postgraduate educatidre ta natural progressiéh's a follow
on from what you do prior to coming [istarting work in aged care as a graduate nurse].
Similarly, RN9C from Focus Group Two believed thastgraduate education built on and
improved knowledge already previously leaththink it's just enhancing the knowledge
that you already have and then gaining more knogéetirough more studiesBeing
aware of the right time to undertake postgradudteation was raised by NM3B as
something she felt was related to career paths. Fdnticipant thought that once a nurse

knows what career path to take, that is the tineg thill engage in postgraduate education.
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Career progression was a definite advantage idehtsy NM4C for RNs engaged in
postgraduate educatioffhey [RNs] will be better at their job because they will be
applying what they’re learning, better opportungti@ill open doors for them and it will
boost their confidence as wellNM1A spoke of postgraduate education as being a
requirement now if nurses want to progress aloograer pathway.To further their
career, | think the expectation now is that youdhpestgrad to go further’Similarly
NM2B brought up career progression as well as keppp with current trends in nursing.
Both Nurse Managers from Facility B spoke of thaim experiences with engaging in
postgraduate education and how it helped them pssgwith their careers. NM2B voiced,
“It helped me in giving me confidence to move arig NM3B spoke of completing
postgraduate education so she could be successdtibining a particular role.

The association between postgraduate educationaaedr advancement into management
positions was also raised as a perception from RNARI specifically commented on by
NMA4C “It’s like there is this connotation that if youka postgraduate studies, you are
aiming for promotion, you want to step up on yoareer. So | think this is the culture, in

my perspective, in here”.

Both ends of the age spectrum were discussedatiaelto career pathways by different
RNs from different facilities. One RN who had notpleted any postgraduate education,
felt strongly that although postgraduate educasamportant, it ismore appropriate for
younger nurses wanting to advance their careegyed aare, rather than for older nurses.
However, an RN from a different facility who has mompleted any postgraduate
education thought that aged care nursing was pe@éo be for nurses at the end of their

career.

Gaining a postgraduate qualification and then legaged care was an issue brought up by
participants from focus group two, as well as by ®Ns and a Nurse Manager from
different facilities. RN5B voicetthey [RNs) do postgrad and the next thing they're

gone”. RN11Cfrom focus group two thought RNs in aged care gaistgraduate
qualifications*To move on”.RN9C from focus group two shar8éidvant to further my
education | don’t know how long | will be here, rhay will be here for two years, for

three years”.NM5D thought the reason RNs leave following gajnpostgraduate
qualifications was;Because they want to go further up the ladder #rely probably don’t
want to be particularly staying in one residentiatility for the rest of their days”.

Similarly RN7B thought that RNs who engaged in gesduate education moved

elsewhere as they were not getting job satisfadotbowing completing educatiofilrhe
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reason is, so they can seek employment elsewbdre,lonest, | don’t think jaged care]
offers enough”.

System Influences: The role of external agencies providing postgraduate

opportunities

Opportunities to engage in postgraduate study eardeaccess to information and
funding, finances and perceived relevance of wtest available in postgraduate education.
Information processes about knowledge surroundiagvailability of HWNZ
postgraduate nursing funding from the local DHB vagstified as being a barrier by three
(15%) of the 20 participants. Although informatiaimout HWNZ postgraduate nursing
funding is distributed to all aged care facilitthgring annual funding rounds by the local
DHB (Chapter Two), interviews revealed that how RiXs informed about it varies by
facility. Two participants shared that nursing stedm their facilities, were lacking in
knowledge about the availability of and processesrad postgraduate nursing funding.
RN6B commented nurséwere aware of postgrad studies but not awarehef funding

and all about it”. Similarly NM5D currently had one RN self-fundinggigraduate
education and voiced don't think the staff were aware of the supptirey could get from

the DHB with regards to their papers”.

Finding information about postgraduate pathwayspagkrs was not always easy. RN6B
experiencedl‘was going on the internet and it takes a longet@md then in the end you
are thinking no, I can’t find anfgnformation about postgraduate nursihgpimilarly,
RN7B found ‘How much filters through to thejreferring to nursing staffijo know what is
there[postgraduate paperahd what'’s valuable or what will make a difference¢hem, |
don’t think they understandThoughts on the relevance of postgraduate papeedation
to aged care was mixed. RN11C from Focus Group theuoght ‘It [postgraduate study]
would be good for specific areas like a dementiig, it for general hospital level, the
scope is way too broatlvhereas both RN3A and NM3B were positive aboutréhevance
of postgraduate papers, NM3B notédlot of our nurses tend to go for the Palliatieare
papers, | think that might be an easy transitionthem to realize, actually studying’s

good”.

Workplace Factors: Influences on the uptake of pograduate education

During the interviews and focus groups, particigasgoke of factors that affect the uptake
of postgraduate education in the workplace. Fadtmtaded support from the facility,
Nurse Manager and colleagues, promotion of postgt&deducation, heavy workloads and
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more positively, how postgraduate education hadtezgsin nurses engaged in education
are more motivated in the workplace. Support intbekplace to undertake postgraduate
education varied across the facilities. Participapoke of both positive and negative
supportive influences relating to their workplacentng from i) the organisation who own
the facility; ii) people in senior roles such asrbiManagers and Clinical Coordinators;

and iii) nursing colleagues.

NM5C spoke of how positive support from the orgatian had been since the
organisation had a better understanding of thefliemp®stgraduate education has for the
nursing staff, residents and the facility. This o involvedgiving extra study{study
leave]recognising what they are doirfithe nursing staffand then recognising our nurses
in general, we have different awards each montiwioat people achieveWhereas three
other Nurse Managers spoke of their organisatidmaasig limited support for education
for nurses. Although the Nurse Managers were patsosupportive, they noted there
were financial constraints, NM2B voicéldhave to pinch and scrimp to pay Peter to pay
Paul to get people off on training, but | certaimiypuld allow them time off, and that may
have to be annual leaveFacility organisational financial constraints waiso
experienced by all participants in Focus Group RtvBacility C where one participant
expressedThe facility as a company provide us with a léircentive, extra time to do

studies, it is very difficult even for them to pesyto go to training”.

Of the participants who were Nurse Managers, gdpsued postgraduate education at
their facility in varying degrees. NMAL1 shared amtlastically 1 support them fully, | give
them time, | check how their assignments are gdioglebrate when they do well”.
Whereasthose in Focus Group Two considered there werabigrievels of support from
their Nurse Manager, with some strongly voicingtgeeduate education was
highly‘encouraged” and others expressing it was justentioned”. Six of the 13
participants who were interviewed, one of whom baihpleted postgraduate education,
spoke very positively about support from their Nukéanagers. RN5A fountihey [Nurse
Manager and Clinical Leadewill give you time, if you were doing assignmelivg
noticed that they will re adjust the roster to hgt 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 nursése workplace not engaged in
postgraduate education being supportive of thosewsdre. RN4A spok&\e are very
supportive of each otherdnd elaboratetshe [the RN undertaking studyjan just give

her load[workload] to someonganother RNjwho is available and someone can just cover
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for her.Similarly RN3A voiced'lf it is too much for thenjthose doing postgraduate
studieslto work we can take off some work and then somemmeover so we cgmot

able to distinguish wordsjelpthem”.

The way in which postgraduate education has beamgted in the workplace differs
between each facility, in most cases it was dissigy Nurse Managers at staff meetings
with five out of eight RNs interviewed speaking yeositively about it. RN5A voiced *
missed out on the first year, the senior nurse noédwhen the next ofreferring to the
annual local DHB HWNZ postgraduate nursing fundimgnd]was coming up, so she’s all
for it, she also offered her supporiThe opposite was felt by Focus Group Two members
from facility C. This group felt similarly to RN11at“a Nurse Manager can encourage
as much as they can but it depends on the nursasyifare really interestedThe nurses
themselves sometimes actively promoted postgraciiatly to otherdNM5D reportedl
have found the staff are really quite excited alomihg postgrad study now to what they
were when | first arrived.This comment is in contrast to NM4D&dm putting out flyers

all the time when the funding is out, but no ong t@me and said to me that they want
postgraduate studies’Although postgraduate education was not alwagspted and
encouraged, RN8B voicethey [the Nurse Manager and those nurses with a seolie} r

do push education, they push for you to do thistaatlbut you just don’t have the time.

Four interviewed participants as well as thosedous Group Two highlighted the issue of
studying and having a heavy workload at work. Ointhe participants voicetf you were
not as tired and exhausted from your day job theinpgossibly would think if you had a
little time maybe | do have time to do pappostgraduate papergut if your workload is
as big as what we are going through, then you wotiklen bother” Countering this
perspective, another focus group participant shtdraidstudy’boosts your self esteem and
motivation”. On the other hand, NM5D considered that nurseaget)in postgraduate
education were more recognised and their knowlbédge was valued think they are
acknowledged more for what they do and what theywknom their knowledge base”.
RN7B commented on how more motivated staff were whre engaged in study,

“educated staff are stimulated and the job becomese interesting, less tedious.

Personal Factors: Choices and timing regarding upaking of postgraduate education

Time was highlighted by 14 (70%) of participantsaaslement relating to the uptake of
study by both those who had engaged in postgraduaateation and those who had not.

Some participants spoke of finding the right time&dmmence postgraduate education.
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When some participants spoke of time they alsospdht with regard to managing
family, work and study;l think, time, especially when you are doing d tirhe job, you
have stress from your work, you have a short torgotyour assignment, having to focus
on your job as well, so it's too much and alsoafiyhave a family at homgRN4).

Likewise NM3 spoke strongly of time being an obkat think barriers are children,
personal life, having to work paying bills, andh&y are going to do postgraduate papers
it's extra on top of a 40 hour week, let alone figrhfe”.

The seven participants who had or who still weneenily engaged in postgraduate study,
found juggling work, family and study to be stregsfnd time consuming. They managed
this in a variety of ways. From taking a year ofirk; to being organised and consciously
making time, being supported by the workplace,ugtobeing given paid study leave to
attend study days, to being able to swap shiftsbaml given extra time off such as days
off in lieu. This did vary by each facility. RN4Ahe had not engaged in postgraduate
education, observed that the RNs in her facilitgpad undertaken postgraduate
education, were under a lot of pressure, howekey, were motivated to complete their
studies, they are very into it, they are very focuse@he participant who is engaged in
study spoke very strongly about countering stiggia eeason some nurses working in
aged care choose to engage in postgraduate stutiinK it's the stigma, if you meet the
other nurses out there, they put down aged casy, kind of look down upon you, like you
don’t know anything’(RN6). Being able to say you are engaged in podtgi@ study gets

different reactions.

Self-belief in being able to manage and achievégpaduate study was a factor brought up
by participants. NM1A spoke of nurses having a latc&onfidence to engage in
postgraduate educatiofi.think a lot of them don’t think they can dooit, have the ability
and don’t have the confidenceSimilarly NM2B thought that age was a considerafmm
some nurses in deciding to engage in postgraddaizagon”l think of the age of people

in aged care[The RNs]most of them would be in their mid-forties to higlwed starting

to do postgraduate then, | think you question yathility” . It was also expressed that
sometimes nurses were fearful of engaging in padtgate education. In contrast and
speaking very positively from a personal experiddbD expressed,it's quite exciting

to know that your brain still works and you are nadt wife and a mother and a nurse that

goes to work every day, that you are actually qcikeer”.
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Summary
This chapter has presented an overview of therfgslfrom two focus groups and 13

interviews of which participants provided both ngaand positive comments. There
were differing perceptions and views between RNselbas RNs and Nurse Managers.
The findings which highlighted the importance aal# rof personal, professional,

organisational and systems factors will be disaligs¢he following chapter.
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Chapter 6 Discussion and Conclusion

Introduction

This study was designed to explore the role ofgrasiuate education in aged care. It was
achieved through a review of policy and organiseti@locuments, conducting focus
groups and interviews, with RNs and nurse mandgems residential care facilities in an
urban region of NZ. Objectives of this researcHuded: i) to identify the role of
postgraduate education for advancing nursing m@aati aged residential care; ii) to
ascertain the role of postgraduate nursing edut&tioaged care nurses’ careers; iii) to
identify enablers and barriers to completing paslgate study; iv) to discover ways of
working with those enablers and barriers to empduteire nurses through their
postgraduate education; and v) to investigate aptbee aged care nurses’ experiences of
postgraduate nursing education through the nursereing his/her self-experiences and
those of other nurses. This chapter presents amddiscusses the three key findings of
this study. These findings are: i) enablers to @sliengaging in postgraduate education; ii)
barriers to nurses engaging in postgraduate edungatnd iii) the significance of
postgraduate education for aged care. StrengthBraitations of the research are then
reflected on, followed by recommendations and ingtions for aged care managers, RNs

working in aged care, DHB funding coordinators dimglly the conclusion.

Overview of Findings

The need for a qualified nursing workforce thatudes NPs was identified as early as
2000. The document review identified that havirgkidled aged care workforce was
necessary for meeting the future needs of the ggppglation in NZ. Participants in the
focus groups and interviews could see the berafilschange postgraduate education
made in improving the level of nursing practice &imurses working in aged care. Nurse

Managers in particular noted the importance of @eedl for more NPs in aged care.

The sample of 20 participants from the four fa@thad characteristics similar to those
identified by the NCNZ's (2014) description of Risrking in aged care (Table 23). The
main difference is in regards to ethnicity. Therrevonly 25% of NZ European in this
study compared with 40% in the NCNZ national daitas difference is partly due to the
large number of internationally qualified nurseswmn to go to aged care. This study also
had almost twice the proportion ofabri and more than three times the percentage for

Pacific peoples than the Nursing Council reporesds.
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Table 23: NCNZ Percentage of RN’s age and rest hornesidential care setting
compared to participants in this study

Study Data NCNZ Data
Age <25 0 1.6%
25-34 30% 29.6%
35-44 20% 16.4%
45-54 15% 19.6%
55-64 25% 24.1%
65 > 10% 8.4%
Ethnicity NZ European 25% 47.5%
NZ Maori 10% 5.2%
Pacific peoples | 15% 3.5%
Asian 40% 38.6%
Other 10% 3.9%
Year gained nursing registration | <1979 20% 14.6%
1980-1989 15% 18.9%
1990-1999 10% 22.4%
2000-2009 35% 28.4%
2010-2015 20% 15.5%

Source: NCNZ (2015)The NZ Nursing Workforce: A Profile of Nurse Praotiers, Registered Nurses and
Enrolled Nurses 2014-20Mellington: Author.

Data from this study is largely consistent with tiadional data concerning when nurses
first gained their registration. However, of natehe difference ir1979, 1990 to 1999 and
2010 to 201%ategory where percentages in this study are higher

The sample had considerable working experiencgea aesidential care, this ranged from
less than 12 months to more than 25 years. Cudagatfrom NZNO (2015) although not
covering age and years of nursing experience, aldat data indicating 30% of the
general nursing workforce had more than 30 yearsimy experience, as well as this,
37.5% of the general nursing workforce have renthimgh same employer for more than
10 years. In this study, two participants did neetthe inclusion criteria as they had been
nursing less than two years (Chapter three). Ofwiog one was engaged in postgraduate

education.

Thirty five percent of study participants had coetptl or were in the process of
completing postgraduate education, this is alm0%b higher than the national average of
26%. This difference may be attributed to nurses tdive undertaken postgraduate study
being more interested in being involved in resea@ftthe seven participants who have
engaged in postgraduate study, six were betwegrea&s and 64 years with one between
25 and 34 years. Of those older than 65 years, hadengaged in postgraduate education.
Of the seven participants who had engaged in padtigite education, six had worked in

aged care between five and 24 years. Of the 1&pamts who had not completed any
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postgraduate study, five had worked in residemiigd care less than four years. This
indicates that nurses may review the need for padtmte education when they have had

four to five years nursing in aged care.

Participant’s ethnicities in this study, comparechtimbers of those who had completed or
were in the process of completing postgraduateatttut; showed the highest percentage
are shared between Pacific and Asian with bottf®aie2cent. NZ European, NZadri and
Asian ethnicities are all at 14 percent. Currenddisom NCNZ does not provide
percentages or numbers of those RNs with a postgtadjualification by practice setting

and ethnicity to be able to compare data fromghigly with current NCNZ data.

Significance of Postgraduate Education for Aged Car

Postgraduate education plays a significant rokdvanced nursing practice within the
aged care sector. Participants in this researdkespioout RNs who had completed
postgraduate study as providing an increased @wre, having in depth knowledge,
being up to date with nursing knowledge and habietjer assessment skills. Nurse
Managers came across as being proud of their RiNe\aments, seeing a difference in
how the individual's practice changed, their coafide grew and also in how this
manifested to other nurses at the facility ultimater the better of the residents.

New Zealand government policy documents, and doatsrfeom professional bodies such
as the NZNO and NCNZ, considered education anditrgito be significant for the NZ
health workforce. In 2000, the Minister of Healthsixthe catalyst for reviewing health
workforce development with the release of Newv Zealand Health Strateggetween

2000 and 2015, government policy documents on ln@adtkforce development have been
recommending the need for advancing nursing peaétam nurse specialist through to
NPs in all areas of nursing, especially in primaeglth care and aged care (DHBNZ,
2006, 2009; HWAC 2002a, 2002b; MoH, 2000, 2001,2@D04a.). Despite this,
interviews from the nurses involved in this reshandicate that the policy and strategic
goals are not being met.

In 2004, the MoH released a background paper angliresponses from international
literature regarding the impact of the future dechan health services from the rising
aging population, and how this could be manageainRhis, it was identified that one area
in health that needed to change was to increasautimder of specialist practitioners to
manage conditions related to aging. Specialisttpi@uwers included advanced practice
geriatric nurses and NPs mostly employed in restdso(MoH, 2004). This research
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revealed only one nurse identifying specialist psas as an option for the future. One
nurse also identified their Masters level desirthwhe others just wishing to engage in

standard postgraduate education, or no education.

In summary, postgraduate education is significanafed care as the population ages and
will continue to do so placing a higher demandtmntiealth sector. To manage this now
and in the future there is a need for advancedmgiactice in the care of the older
person. Government policy and professional nurbojes have been recommending this
since 2000 when thidew Zealand Health Strategyas released. Participants could see the
difference postgraduate education made to themyactice of those who had

completed a postgraduate qualification, and Nuraeaders could also see the benefit of

having NPs providing advanced nursing practiceanng for the older person.

Enablers to Engaging in Postgraduate Education

The findings show that support was the key endblgparticipants to engage in
postgraduate education. Support was varied andlwalys straightforward. It was noted

by participants in both a positive and negative aag therefore is both an enabler and a
barrier. Support was provided by facility ownersrse managers and work colleagues, and
was frequently commented on as a ‘necessity’ byp#récipants. The role of providing
various types of support is in keeping with inteio@al research which commonly refers

to nurses not only needing employer support but atdemic support (Black & Bonner,
2011; Clerehan et al., 2011; Hoffman & Hester, 2(@&eeney & Dalton, 2007; Tame
2009).

Facility owners have an obligation to support etiocafor all nursing staff, as RNs are
required to complete 60 hours of professional dgvekent over three years in order to
retain their annual practicing certificate (NCND13). A 30 point course at a NZ
university would achieve this, as such a coursxjmected to take 300 hours. Education for
the nurses in this research, includes attendirsgmice education in the residential care
facility they work in, at the local DHB, and postguate education at universities and

polytechnics.

Support for nurses to engage in postgraduate ddadabm residential care owners by
providing some form of remuneration for gainingasfgraduate qualification, was also
considered to be important for nurses. The paditip argued it would be
acknowledgement of the work RNs had put in to sty that they would feel more
valued as employees. Johnson and Copnell (200&jifiee that not being provided with
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any remuneration for gaining postgraduate qualifbcs was considered a barrier by 70%
of nurse respondents in their study. However, rmurs@ Malaysian based study by Chiu
(2005), found although there was a lack of monetanyuneration, professional and
personal growth was considered more important tegsu A system of financial reward
linked to postgraduate qualifications was considénethe review of nursing education
commissioned by the Minister of Health (MoH, 20a®)wever this has not been initiated
in any of the facilities involved in this study.

The issue of time was raised as a significant @arfiheReport of the Safe
Staffing/Healthy Workplaces Committee of Enq($gfe Staffing Healthy Workplaces
Unit, 2006) recommended nurses need ‘protected fongaining clinical knowledge and
skills in the workplace. The education to achidwese gains could be delivered internally
or externally to the workplace and includes postgate education. Similarly, the NZNO
(2010) consider planned release time from the wadeyas necessary to enable nurses to
benefit from learning opportunities. However, thx@eriences of the majority of nurses in
this research who had completed postgraduate ednceatas that planned protected time
for gaining knowledge and skills was not often pded. The RN’s shared that they often
had to attend study days during days off or takeiahleave and strongly believed that it
should not be the case. Participants who were NUes®eagers, did say they were able to
give their RNs engaged in postgraduate educati@hgpady leave some of the time,
however it was not consistent due to acuity inviloekplace. There appeared to be a mix
within each facility of releasing their RNs to aitiestudy days during days off, taking
annual leave to attend study days as well as gedtitual paid study leave. Some of the
facilities were better at providing paid study ledkian others. This finding is supported by
Black and Bonner (2011) who found that release flaydistance education postgraduate
study is not supported by employers. Sweeney anld T2007) further identified, that
although nurses expected support from their empdoiyebeing given study leave, they
were instead required to use annual leave. Furtdmegoff should not be a barrier as
HWNZ postgraduate nursing funding does provideicdiirelease to employers and
reimburses the cost per hour for the time the nigrsgleased (MoH, 2011). This should
enable RNs to attend study days without havingsedays off or annual leave. This is the

case for all nursing postgraduate papers.

Support from Nurse Managers was crucial in enallRNgs engagement in postgraduate
education. Participants identified that it providetouragement and motivation. Similarly
Tame (2009) found that the culture of postgradedteation was very much driven by the

Manager, with nearly all participants seeing thenktger as the ‘gate keeper’. This was
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also very much in keeping with Nurse Managers ftbenaged care facilities engaged in
this research, as it appeared from what the Nurseagers shared, and what the RNs
stated, the more input from the Nurse Manager avigding support, the higher the number
of RNs engaged in postgraduate education. Nursealytas were provided support in a
variety of ways. The extent to how this occurreffeded across the facilities. Support from
Nurse Managers included the distribution of postgede information at staff meetings,
discussing postgraduate education with nursespraiggals, following up with those who
had shown an interest, making roster changes,gngtieu days and annual leave days to
allow time to work on assignments and prepare fanes, and generally showing an

interest in progress and offering encouragemengarahnce.

There were some differences between how RNs anseNvanagers perceived how
support was being provided. In one facility the feN there was no real encouragement to
pursue postgraduate education whereas the Nursagdaspoke of the opposite.

Nurse Managers spoke enthusiastically and posjtadebut the support they provided, and
were pleased to see the growth in their RNs. Inresh Zahran (2013) found some Nurse
Managers, although supportive, could not see alffgrence in the practice of the nurses
who engaged in or had a Masters Level qualificatioverall, there were few studies in the
literature about Nurse Managers and the type gbauphey provide to RNs engaged in
postgraduate education. In contrast, there arerdauof studies which refer to employer

based support.

Many of the participants shared they had noticedathy nurses engaging in postgraduate
study had changed and how this had impacted om pthises’ practice as well. This
finding, that other nurses noted the benefits afglpostgraduate study for both patients
and for themselves, is significant. Those studyiuege respected and valued for their new
knowledge, and viewed as leaders. In some casgsvire viewed as role models and
mentors by those nurses who were just beginning da postgraduate journey.

Support for engagement in postgraduate educatieralga found to come from work
colleagues. Nurse Managers and RNs spoke of coksagwapping shifts with nurses
engaged in postgraduate study so they could atfesd. When participants were being
interviewed about this, it became very clear thgip®rting each other was unquestionable.
There was a great sense of collegiality betweesetliRiNs engaged in postgraduate study
and those who were not. However, Tame (2009) fabhaapposite, where nurses engaged

in postgraduate education spoke of work colleagisasot being supportive.
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Easing the financial burden of postgraduate sthdyuigh gaining Health Workforce New
Zealand (HWNZ) funding enables nurses to pursuéggpaduate education and is
additionally a support mechanism. However, a smathber reported that, the way
information about the funding is distributed wassidered to be a barrier. In some cases
participants spoke of facilities receiving informagit about HWNZ postgraduate nursing
funding from the local DHB, but once the informati®ached the facility, it was not

overtly accessible. In one case a participant lzekinowledge it even existed.

The Nurse Managers varied in the way they disteumformation about postgraduate
nursing funding.This ranged from leaving informatia staff rooms, putting information
on notice boards and discussing it with staff dystaff meetings. In my position in a
DHB as the Co-ordinator of HWNZ postgraduate fugdinwas personally surprised to
learn that the information | sent to the Nurse Mgara did not reach all the nursing staff. |
am now more aware of the marketing and distributibpostgraduate information. People
in roles such as myself need to spend time woraloggside andostering relationships
with aged care facilities to ensure informatiornctess the facility management and the
nursing staff. Achieving this includes; promoti@amd recruitment of nurses to take up the
opportunity of HWNZ funding, liaising with employgrand supporting nurses in
accessing information and resources to enable tbeangage in and continue with their
chosen postgraduate pathway (MoH, 2011). The ressipiity does not lie solely with the
DHB but also with the respective Nurse ManagerssMg staff need to be well informed
and supported from the DHB HWNZ Coordinator. Intgional literature revealed little
regarding how information about postgraduate sisdijsseminated to nursing staff by

funding agencies, employers or Nurse Managers.

Ease of access to locating information about padigate pathways and papers, including
flexibility within these, are further enablers teetengagement in postgraduate education.
A small number of RNs also considered lack of infation to be barriers. It was found

that RNs needed guidance in order to get a clesderstanding of what is available and
the appropriate papers to take. The issue of filyilvithin postgraduate pathways and
papers became evident. While the literature didspetifically reveal any evidence
outlining the ease of access to information conogrpostgraduate pathways, Johnson and
Copnell (2002) did find minimal evidence indicatitiggre was an absence of flexibility

within postgraduate programmes.

Although the focus of this study was not to explibre type of papers the participants
would like to engage in, HWAC (2005) noted of theeed to focus on integration of
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knowledge to practice. In proposing strategieshtmalth workforce development, HWAC
recommended the need for robust links between éidnehbodies, regulatory bodies, and
employers in the health and disability workforceet@mble the development of relevant
programmes. Although the absence of flexibitigr sewas not raised as an issue by the
participants, two (10%) RNs did identify the lowmiber of postgraduate papers offered by
tertiary education providers that were relevardged care.

The implementation of the NP role into aged care ®@ommended in thdealth of

Older Persons StrategiMoH, 2002). The fact that none of the RNs whoenstudying
currently or who were not engaged in any postgrdsiady, brought up the subject of
NP, may reflect that nurses other than those inag@ment do not have a good
understanding of the work of the NP. They did muyraciate that they were potentially on
an NP pathway themselves. However, NPs workingenctare of the older persons have
been shown to be a valuable resource for residemtsiursing staff within NZ as revealed
in the evaluation findings of a pilot involving @Nvorking across primary health and
three older persons facilities (MoH, 2013). A fatipositive outcome from the evaluation
was the amount of formal and informal educationNiRewas able to provide to the nursing
staff. This was beneficial as nursing staff becamvare that they could further their

careers.

In summary, support featured strongly from particits as an enabler to engaging in
postgraduate education. This identified suppornhfavners of facilities, Nurse Managers
and colleagues as the main providers. This washadgdighted in international research.
Funding for postgraduate education was also coresicee support and a barrier as
information did not always reach all participarigre support and guidance in deciding
on postgraduate pathways was indicated by a smaiber of participants, this was also
alluded to by the HWAC in its recommendations fiooisger links between educational
bodies and employers in the health and disabildykiorce. Support and the benefit of
having NPs working in the care of the older pensas identified as being valuable by
Nurse Managers in providing mentoring to nursiragfsihis 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 congidexs barriers to nurses engaging in
postgraduate education. These factors include rii@@agement, financial commitments,

and lack of confidence in being able to managesaledeed in postgraduate study. The
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NZNO Employment Survey (NZNO, 2013) reported thggeist barrier to being able to
complete requirements for professional developmehich includes postgraduate
education, was, being able to attend educationoirk Wwme. Secondly was the cost to
themselves in fees, and third were time commitmentsontrast to the NZNO, my
research found by far the biggest barrier accortbrtge participants was a lack of time.
Lack of time, refers to time management, of whiwoh participants perceived as the
difficulties of being able to manage home, familygrk commitments and additionally,
postgraduate study. Difficulties managing familyrooitments, travel, and fulltime work

as well as study was also highlighted in the NZN@pbyment Survey (2013a).

In this current research, the issue of managing tiras brought up by both those who had
completed postgraduate study and those who hadatit.RNs and Nurse Managers
spoke strongly about lack of time as being a barfiene having a negative effect, and
being a barrier to postgraduate education washadgdighted in the international literature
(Clerehan et al., 2011; Olsson et al; 2013; Sc¢at.e2013). However, in the study by
Johnson and Copnell (2009) there was very littidence of issues with time
management. The complexities of managing timelatios to postgraduate study, is not
only an issue for NZ nurses but also for nursesrivdtionally. All the participants in this
research had family and home commitments, a lifside of work, there was a strong
sense that home and family was their first prigfitylowed by work and lastly the
possibility of postgraduate study, but there wagsgk the issue of time and how these

nurses could possibly factor in postgraduate study.

Finances were considered to be a barrier by thageipants. Participants who identified
this had, and had not, been engaged in postgraddatation. They spoke of finances
being a barrier due to the cost of postgraduatengaphen they had other personal and
family financial commitments. Although the possityilof applying for a student loan was
raised, | gained a sense that this was not an sdation for them. Those participants who
had identified finances as being a barrier didowotg up the subject of applying for
HWNZ postgraduate nursing funding, yet the benefiesmany and include, paying for the
cost of the paper, clinical release time (paymerhé employer for releasing the nurse to
study days related to the postgraduate paperklteand accommodation (within certain
criteria), and Mori and Pacific Peoples Cultural support (MoH, 20Tompared to this
research, there was a greater emphasis internbyiondack of finances being a barrier
(Black & Bonner, 2011; Boore, 1996; Johnson & Cdh2002; Scott et al., 2013; Warren
& Mills, 2009; Watson & Wells, 1987). One reason tiois could be that nurses in other

countries do not have the same type of funding sd@s that provided to NZ nurses.
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A lack of confidence, or lack of self-belief, inibg able to engage in postgraduate study
was identified by Nurse Managers and a small nurabBNs as a barrier. A small number
of RNs perceived being of an older age as a refmsdack of confidence or self-belief, as
it was perceived being older affected believinganrself to have the ability to manage
postgraduate study. The participants did not ektieasn what age ‘older age’ was. This
was not significantly evident in the internatiohtdrature, however Watson and Wells
(1987) found there was a link between age andiieat to engage in postgraduate
education. Nurses aged between 25 to 34 and 30 wede more likely to take it up. This
is similar to NZ where an employment survey ofralfses conducted by the NZNO in
2013, found there was an increase in those shoavingterest in study between the ages
of 30 to 34. As the age of the nurse increasedjdtheir interest in further study. This
increase was from the age of 55 and carried o® @n@ over. However, compared to
younger co-workers, some older nurses felt tha,tduheir age, they had been
disadvantaged in applying for funding (NZNO, 201Gjven people are working longer,
age should not be a batrrier.

In summary there were three main barriers to englgostgraduate education. The biggest
of these is with management of time. This had h&sen identified by NZNO and in
international literature. Lack of finances was atsasidered a barrier for a small number
due to the cost of the papers. This suggests thefibeof HWNZ postgraduate funding.
Lack of confidence and low self-belief due to ages\walso thought to be a barrier and was
not significantly evident within the internatiorigérature. However there was a difference

compared to NZNO which found that the interesttudyg increased with age.

Strengths and Limitations of Research

This study fills an important gap in knowledgetlasre are very few NZ studies
researching nursing and the care of the older pefdéo NZ research was found where
postgraduate education fits within aged care. Gnkeostrengths of the research is the
sample. | successfully recruited and gained thegastives and experiences from three
groups of nurses working in residential aged catk different experiences of
postgraduate education and different roles. Altinowgp of the sample had been working
in aged care for less than a year, this strengttienndings as both participants had
permanent jobs, with one enrolled in study. In &ddj | was able to recruit participants
from four different facilities. Although the culteiof each workplace was different there
were some similarities in perceptions and expedsnibat united the groups.
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There are a number of limitations to the researbk. first limitation was that the focus
groups were heterogeneous. | was unable to havedemous focus groups as had been
planned, due to limited recruitment of participamst having homogenous groups meant
the participants did not have a commonality whiatited fuller discussion of their views,
as | needed to keep others involved in the disongsiorder to involve those who had
different backgrounds.

The second limitation of this study is that focusups and participants were only able to
give a short amount of time for each interview. iEtl@ough | arranged to conduct
interviews at times that would catch morning stafishing and afternoon commencing
shift, this was not always successful, with somig@pants being interviewed while on
shift. For this reason interviews were shortertaff eiere keen to get back to their
residents. This meant | was unable to get as nmteoyghts, experiences, and more richer

in depth information from participants.

A third limitation of this research was the poodmurecording for the first focus group. |
was unable to clearly hear what the group hady@abaut their thoughts and experiences.
Some of the focus group was able to be transcridnadi] was able to use my field notes
for data, but at times, | was unable to recordaitteal words people said. However, |
consider | still managed to capture the main ideabmessages shared, as | established
immediately after the focus group that the recaydiras problematic. Although | had good
field notes, the main impact from this was thaadl iewer direct quotations which | could
use. The fourth and final limitation was a mistakéhe original demographics template
for accurately capturing the ages of participaAtge ranges were displayed as, 20 to 25
and 25 to 30 group. This meant, those who may bhaee aged 25 could have put
themselves in either of the age groups, resultingaccurate age range data. This was
addressed when reporting the data by displayinggileeranges as 25 to 34 and 35 to 44,
and also once this issue was identified, the ppants then agreed to write down their age.

Recommendations

Five recommendations have been drawn from thissreeseThe recommendations are for
Nurse Managers, nurses, tertiary education prosjdrirse coordinators managing HWNZ
postgraduate funding and lastly for further researc

A key driver for postgraduate education uptake ralsi happen at the strategic level of
the rest home providers. Without postgraduate daucheing a key priority within health
care provider strategy the onus of postgraduateatitun falls on the shoulders of the
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individual RNs as an addition to their work loadhefe is a disconnect between
government strategy for aged care education and iwh&ing delivered by aged care
providers. While some providers are delivering geopport for postgraduate education

others are not.

Nurse Managers in this research distributed HNWN&graduate funding information to
nursing staff through staff meetings, individuaifpemance appraisal meetings and
putting information up on notice boards. While tisipositive, it is vital that Nurse
Managers go further than that and follow up redylan those nurses showing interest in
pursuing postgraduate education. | recommend NYes&gers support their RNs,
throughout the RNs postgraduate journey, most itapdy through following up on any
interest shown in postgraduate study, holding @aguleetings throughout the year to
monitor progress, and celebrating any successean&gample passing an assignment.
This will not only encourage nurses to pursue pashigate education but it could go far in

ensuring, a positive postgraduate education cuitutiee aged care facility.

Tertiary education providers play an important rialelelivering postgraduate education.
In this research a small number of participantélighted the difficulty in accessing
information about postgraduate papers and pathamagslescribed this as a barrier.
Although it is acknowledged that tertiary educatpraviders do provide information
through many different types of media to captuvade audience, in this case it has not
been successful. From this research, | recommemchédn providers continue to foster
the positive relationships they do have with thedcagesidential care sector, but also build
on them through improving and encouraging accessuises in aged care, with many
who have English as a second language, to enggmesigraduate education. One way to
achieve this is to hold more information sessidmeughout the year about what
postgraduate education is, what papers are avaidadd how they relate to aged care. This
could be achieved through working with DHB HWNZ C@diaators with sessions held at

DHBs at central aged care facilities.

A barrier brought up in this research was aboutesparticipants not being aware HWNZ
postgraduate funding existed or not knowing howadecess it. Although | send out
information about HWNZ postgraduate funding andt\aged residential care nurses to
provide information and answer questions, it appéaave not always been successful in
reaching some nurses. From this research | recochieid8 HWNZ postgraduate nursing
funding coordinators to continue to follow up wibed residential care Nurse Managers

with regard to the distribution of funding infornat. The postgraduate nursing funding
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Coordinators should also visit aged residentiag ¢acilities regularly and continue to
build up existing relationships with Nurse Managassvell as the RNs, to enable nurses to

engage in postgraduate education.

Both enablers and barriers were brought up inrdgsarch by RNs working in aged care.
Both those who had and had not engaged in postgi@a@aucation spoke of time, lack of
finances and lack of self belief as barriers. Mpasticipants spoke of time being a barrier
with regard to fitting in family and home commitmgwork, and study. While the issue

of time can be considered a barrier, with the suppom family, friends and the

workplace, postgraduate study can be achievablth gard to finances being a batrrier,
HWNZ postgraduate funding is available and goesesamany toward helping with the cost
of postgraduate study. | recommend the followinthtzse nurses in aged care who may be
interested in postgraduate education to; i) segagul support systems with family, friends
and with employers; ii) to take up the opporturifyHWNZ postgraduate funding; and iii)

to remember a one trimester paper is complete@ wwekeks.

Further research needs to be conducted in theotba Registered Nurse and
postgraduate education in aged care and nursirgrggn Due to my research having a
small sample size and being conducted in one regfidiz, it is difficult to be able to say
my results can be considered a representatiorhef oégions of NZ. Also as there is no
NZ research on this topic, there is no opportufityme to compare my results to other NZ
studies. If this study was repeated, | recommemdcbigger sample size to get a wider
group of participants; ii) conducting homogenousuogroups to see if this would make
any change to the outcome; iii) conducting the wtua a wider scale to see if ethnicity
results from this research were unique to this arellZ or not, as compared to national
data from NCNZ, this study showed a larger reprisgiem of those identifying as Asian
and Pacific; and iv) in order to elicit the posgtiimpact of postgraduate education in aged
care further research needs to be undertaken & thiganisations that have embraced

postgraduate education.

Conclusion

This research has shown that postgraduate edudeoa significant role to play for
nurses working in aged care through improving athdaacing nursing practice. However
to achieve this, the right supports need to bdangyfrom facility owners, Nurse Managers
and colleagues. Government policy has been recotimgadvancing nursing practice in

the aged care sector through Nurse SpecialistiN&®sdn order to help meet the demand
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for the nursing workforce since the year 2000. Figs from this study suggest the
importance and need for support from Nurse Managesstal to nursing staff interested

in, and those engaging in, postgraduate study.

Postgraduate education is key to ensuring increagedbers of NPs in the care of the
older persons. Future demand for aged care nuiifiegow as the population ages. More
importantly, postgraduate education has the patetatiraise the profile of the nurse
working with older persons. As more nurses workinthis setting are supported in their
engagement in postgraduate education, this canhaebyin the provision of up-to-date

care for the older person in the future.
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Appendices

Appendix A: Information sheet

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

—E-SVICTORIA

UNIVERSITY OF WELLINGTON

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.

| am a Masters student in Nursing at the Graduate School of Nursing, Midwifery & Health.
As part of this degree | 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). | 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 | 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

| 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, | 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 eadibcussion, everyone’s
thoughts and experiences are important. Therearght or wrong answers.

2. When contributing to the discussion it is helpfuprovide positive as well as
negative comments. All comments will be valued.

3. Itis important that you stay focused on the queshieing asked, please refer to the
question frequently to help keep you engaged.

4. Throughout the focus group session, the facilitatdrattempt to obtain a closure
on each topic. No one should feel they have impbiteas not discussed.

5. All participants are asked to agree to keep whdissussed in the group as
confidential. What is shared in the room staysh@&room.
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Appendix C: Interview questions for focus groups ad interviews

Focus Groups and Interview Questions

1. Where do you think postgraduate education sitgedaare?

2. How would you describe the culture in your placevofk around nurses and
postgraduate study?

3. How does your place of work support nurses who tgkpostgraduate study?

4. What have you observed of other nurses in your plade who engage in
postgraduate education?

5. What do you think would be the benefits, or, youehabserved as being of benefit,
to nurses engaging in postgraduate education?

6. What do you think are the barriers, or, you haveeobed as being barriers to
engaging in postgraduate education?

7. What do you think are the reasons why nurses wgrkiraged care engage in
postgraduate education?

8. What do you think are the potential benefits torgs®dents of nurses completing
postgraduate education?

9. What benefits to the residents have you obsenad frurses engaging in
postgraduate education?

Question 10:this question was specifically added for Nurse Mgama

10. Describe your own experiences of postgraduate ¢idaca
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Appendix D: Demographics and professional charactéstics 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 Ngrsin
registration.

Country of Registration
Please indicate in which country you gained yousimg
registration.

Length of Time Working in Aged Care
Please indicate how many years you have been wpikil
aged care.

Area of Aged Care
Please circle which area of aged care you are gmglm.

Rest home level
Hospital level
Dementia care level

wn e

Level of Postgraduate Education
Please circle which level of postgraduate educatmn
are currently at.

1. Working towards Postgraduate

Certificate
Postgraduate Certificate

wn

Diploma

Postgraduate Diploma
Working towards Masters
Masters

No ok

gualification

Working towards Postgraduate

No postgraduate education

Future Career Plans

Please indicate what plans you have for your future
nursing career.

(Please use back of page if there is not enougim).oo
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Appendix E: Ethics approval

TE WHARE WANANGA 0 TE OPOKD O TE 1KA A MAUL
ﬂ@s UNIVERSITY OF WELLINGTON

Fhone  0-2-263 5670
Fax 04463 5209

MEMORANDUM Pkl Al ki s

TO Susan Tansley

COPY TO Kathy Melson

FROM Dr Allison Kirkman, Convener, Human Ethics Committee

DATE 23 October 2014

PAGES 1

SUBJECT Ethics Approval: 21242
The Role of Postgraduate Education for Registered Nurses
Working in the Aged Care Sector

Thank you for your application for ethical approval, which has now been considered by
the Standing Committes of the Human Ethics Commitiee.

Your application has been approved from the above date and this approval continues
until 27 September 2015. If your data collection is not completed by this date you should
apply to the Human Ethics Committee for an extension to this approval.

Best wishes with the research.

Aflison Kirkman
Human Ethica Committes
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Appendix F: Consent form

TE WHARE WANANGA O TE UPOKO O TE IKA A MAUI

B VICTORIA

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

» | confirm that | have read and understand the information sheet dated: 3/11/2014 for the above
study. | have had the opportunity to consider the information, ask questions and have had these
answered satisfactory.

< | understand that my participation is voluntary and that | am free to withdraw at any time without
giving any reason, but that any contribution | have made to the group meetings will remain part of
the research.

« | understand that any information | 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 | have shared.

« | 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.

« | 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.

« | agree to abide by the ground rules that are decided by the group.
« | am aware | will have the opportunity to review notes following each of the group meetings.
« lunderstand at the end of this study feedback will be sent to me if | would like it.

I would like feedback sent to me once the study is completed Yeso Noao

I would like a certificate of participation for my portfolio Yeso Noo

« | agree to take part in the above study.

Signed: Date:

Name of participant (please print)
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Appendix G: Transcriber agreement

VICTORIA UNIVERSITY OF WELLINGTON

T Whare Wanranga
T " g

Confidentiality Agreement for Transcriber

te [Tr T

The Role of Postgraduate Education for Registered Nurses Working in the Aged Care
Sector

Researcher: Susan Tansley: Graduate School of Nursing, Midwifery & Health, Victoria University of
Wellington

| have read the information sheet outlining this study. | have discussed with the researcher the

nature of the research and have had any questions that | have had answered to my satisfaction.
My role as the research transcriber has been outlined to me by the researcher.

At all times the research information (recordings and transcripts] will be inaccessible to other
persons. The researchers have assured me that they will debrief me following transcribing to
address any issues that transcribing bring up for me.

Maost importantly, | understand and agree to store the recordings securely while in my care and
keep the information | hear and type in the course of transcribing confidential to the researcher
and myself.

Transcriber's Full Name: % ‘Mi}i"—\ ';'A hﬁlg‘% ﬁ&x_&,%
Transcriber's Signature: o - f M
LJ /

Date: el m“h oS
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