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This study was sort to examine the nursing education management and post qualification competency based outcome in public hospitals in Mufulira district. The objectives of the study were to examine post qualification training programs or initiatives that are aimed at enhancing achievement of competency based outcome, examine the monitoring system that is used to ensure achievement of adherence to post qualification competencies and establish factors influencing the application of nursing competencies. The study was anchored on Blooms Taxonomy Theory that argues that learning occurs after exposure to specific stimuli. It elicits competence development, observed by changes in behaviour in the learners Changes in behaviour that is performing of a skill entails that planned education had occurred and competency developed. The study used a descriptive design where both quantitative and qualitative methods were used. Through the use of questionnaires, the researcher asked quantitatively specific narrow questions to collect quantifiable data from participants that enabled the researcher to conduct the inquiry in an unbiased and objective manner. On the other hand the researcher relied on qualitative methods through participants’ views; open, broad and general questions through interviews which made the researcher have deeper understanding of the issues under investigations. A total of 100 respondents were sampled, 3 above calculation representative sample size. The target populations of the study were nursing services supervisors, nurses and midwives at public hospitals in Mufulira. The study used a stratified random sampling. Different data collection methods such as interviews with recordings, questionnaires and field observation were used. The study established that there were two types of programs which are induction and orientation with orientation being the main source for acquisition of competencies. The initiatives were task observation and peer support. The study examined the monitoring system in place and revealed that while standard procedures are in place; measuring tools for post qualification training are absent. The supervisors must encourage forms of training for post qualification such as record keeping, supervisor training on trainer of trainers basing on competency based outcome, mentoring, development of measuring tools and feedback sessions are implemented. The study did not find evidence of supervisors demonstrating critical tasks or indeed observing tasks being performed by nurses which meant no supervisor feedback to the nurse with the view to improve could be verified. It further established that nurses are dimmed competent upon college or university qualification and is assumed that their competency will keep improving over the years without any monitoring system in place. The study established that the work environment is impacting negatively on the implementation of post qualification competencies. The study recommended that programs such as induction and orientation are used for their intended purposes to orient new staff to the ward while induction is used for introducing new staff to the critical tasks in the ward. Supervisors must make time and allow for peer evaluation and support which is one of the best forms of learning. Supervisors must also make time for observing nurses performing critical tasks and procedures. Supervisors should ensure available monitoring systems such as demonstration of critical tasks and procedures, provision of guidance with the view to improve, documented feedback system, record keeping and standard measuring tools are being used to develop nurse competency. Supervisors must ensure factors that promote post qualification competency such as promotions, training recommendations, awards and rewards are performance based. 
[bookmark: _Toc152614347]ACKNOWLEDGEMENT
This research is dedicated to my late father Alfat Lovemore Zulu and my late mother Regina Sola Chambanenge who did their best in providing a solid foundation for my education despite the various economic challenges they faced and did not see me through this far due to the cold hand of death. I also dedicate this work to my beloved husband David Kalunga who inspired me to pursue the academic route despite starting from the tail end of my professional career (Enrolled Nursing). Danny, Bongani and Bwalya thank you for being there for me so supportively. Mwape, Sola and Kalunga this is for your sacrifice each time I left you to go for studies when you needed me most, i owe it to you my children.
I would also like to extend my sincere gratitude to my supervisor Dr. Mbozi E. whose professional guidance, motivation and support made this research possible. I am grateful to Mrs. Chishimba Mumba, Mrs Kaluba Lilian Bwanali for the support they rendered in giving me time off work for studies. Dr. Masaiti (Program Coordinator) and the entire Institute of Distance Education (IDE-UNZA) staff for their professional conduct that encouraged me through and through my program. I am indebted to all the participants in my study whose names I have withheld for ethical reasons for their valuable contributions.
I would also like to express my gratitude to Dr. Chimfwembe-Medical Superintendent Ronald Ross General Hospital and the District Medical Officer Dr. Banda who authorized the study and introduced the researcher to the rest and also thanks Mrs. Mulala Nursing Officer Standards (DHO) for also encouraging me when the odds were against me.









[bookmark: _Toc451256584][bookmark: _Toc457481376][bookmark: _Toc471461499][bookmark: _Toc471463742][bookmark: _Toc530738748]

TABLE OF CONTENTS
COPYRIGHT DECLARATION	i
DECLARATION	ii
CERTIFICATE OF APPROVAL	iii
DEDICATION	iv
ABSTRACT	v
ACKNOWLEDGEMENT	vi
LIST OF TABLES	x
LIST OF FIGURES	xi
LIST OF ACRONYMS USED	xii
CHAPTER ONE	1
INTRODUCTION	1
1.0: Overview	1
1.1: Background	1
1.2: Statement of the problem	7
1.3: Significance of the study	8
1.4: Purpose of the study	8
1.5: Research Objectives	8
1.5.1: General Objectives	8
1.5.2: Specific Objectives	9
1.6: Research Questions	9
1.7: Scope of the study	9
1.8: Theoretical Framework	9
1.9: Conceptual Framework	10
1.10: Definition of Terms	12
CHAPTER TWO	17
LITERATURE REVIEW	17
2.0: Overview	17
2.1: Quality Nursing Care	17
2.2: Legal Aspect	18
2.3: Nursing Education Management	20
2.4: Curriculum	23
2.5: Post Qualification Training	26
2.6: Competence based	27
2.7: Conclusion	35
CHAPTER THREE	37
RESEARCH METHODOLOGY	37
3.0: Overview	37
3.1 Research Design	37
3.2 Study Population	38
3.3 Study Sample	38
3.3.1: Sample Size	38
3.3.2: Target Population	38
3.3.3: Sample Selection	38
3.3.4: Inclusion Criteria	39
3.3.5: Exclusion Criteria	39
3.4: Sampling techniques	39
3.5 Data Collection Methods	40
3.5.1 Questionnaires	40
3.5.2 Interviews	40
3.5.3 Field Observation	41
3.6 Data collection procedure and Time	41
3.7   Data Analysis Instruments and Procedure	42
3.8: Validity	42
3.9: Reliability	42
3.10: Data Analysis and Presentation of Findings	43
3.11: Dissemination of Findings	43
3:12: Ethical Consideration	43
3.13: Pilot Study	43
3.14 Summary of the Chapter	44
CHAPTER FOUR	45
DATA ANALYSIS AND PRESENTATION OF FINDINGS	45
4.0:  Overview	45
4.1 Data analysis and presentations	45
4.1.1: Programs and initiatives aimed at achieving competency	45
4:1.2: Monitoring Systems used to ensure achievement of adherence to post qualification competencies as cited by all nurse respondents (n = 100)	49
4.1.3 Measuring Tools used in the Monitoring to ensure achievement of adherence to post qualification competencies as cited by all nurse respondents (n = 100)	52
4.1.4: Factors influencing the application of Nursing Competencies	53
4.2: Summary of the Chapter	55
5.0: Overview	56
5.1: Programmes and initiatives	56
5.2: Monitoring Systems	57
5.3: Factors Influencing the Application of Nursing Competencies	59
5.4 Summary of the Chapter	61
6.0. Summary	62
6.1 Conclusion	63
6.2 Recommendations	64
6.3 Limitation of the study	65
6.4. Suggestions for Possible Future Research	65
References	66
APPENDICES:	70
APENDIX I: QUESTIONNAIRE FOR WARD SUPERVISORS	70
APPENDIX II:  QUESTIONNAIRE FOR NURSES	72
APPENDIX III: INTERVIEW SCHEDULE	74
APPENDIX IV: RESEARCH AUTHORISATION	75




[bookmark: _Toc152614348][bookmark: _Toc531004404]LIST OF TABLES
Table: 4.1 Programs and Initiatives aimed at improving competency by all nurse respondents…………………………………………………………………………………...46
Table: 4.2 Programs and Initiatives aimed at improving competency as cited by nurses ……………………………………………………………………..…………………….........47
Table: 4.3 Programs and Initiatives aimed at improving competency as cited by nurse supervisors…………………………………………………………………………………….48
Table: 4.4 Factors influencing the application of Nursing Competencies as cited by nurse respondents…………………………………………………………………………………....53
Table: 4.5 Factors Influencing the application of Nursing competencies as cited by nurse supervisors……………………………………………………………………………….……54










[bookmark: _Toc152614349]LIST OF FIGURES
Figure 1.1: Conceptual Framework	11
Figure 3:1: Embedded design	37
Figure 4.1: Forms of Monitoring	49
Figure 4.2: Monitoring System for Nurses	50
Figure 4.3: Monitoring system for Nurse Supervisors	51
Figure 4.4: Measuring Tools	52

















[bookmark: _Toc531004402][bookmark: _Toc152614350]LIST OF ACRONYMS USED
7NDP			Seventh National Development Plan
AIDS 			Acquired Immuno Deficiency
ANA  			American Nurses Association
APAS            		Annual Performance Appraisal System
BHCP 			Basic Health Care Package
COPA			Competency Outcome and Performance Assessment
CPD			Continuous Professional Development
DHO      		District Health Officer
DRGS			Directorate of Research and Graduate Studies
EBI			Evidence Based Information
GNC			General Nursing Council 
HIV 			Human Immune Virus
IDE			Institute of Distance Education
JAR			Joint Annual Reviews
MDG			Millennium Development Goals  
MoE	            	Ministry of Education
MOF			Ministry of Finance
MoGE			Ministry of General Education
MOH 			Ministry of Health
MoHE			Ministry of Higher Education
NGO 			Non Governmental Organization
OSCE			Objective Structured Clinical Examination
PA			Performance Assessment
PEO			Provincial Education Officer
PMO 			Provincial Medical Officer
PMP    		Performance Management Package
PSMD  		Public Service Management Division
PSMD			Public Service Management Division
PTA			Parents-Teachers Association
SDG			Sustainable Development Goals
SDT			Social Discipline Theory
SNDP			Sixth National Development Plan
SPSS       		Statistical Package for Social Sciences
STI  			Sexually Transmitted Infection
TB  			Tuberculosis
UN	            	United Nations
UNESCO		United Nations Education Scientific and Culture Education
UNZA             	University of Zambia
UNZAEC      		University of Zambia Education Committee
WHO			World Health Organization
WSNA  		Washington State Nurses Association
	





   

[bookmark: _Toc152614351]CHAPTER ONE
[bookmark: _Toc152614352]INTRODUCTION
[bookmark: _Toc152614353]1.0: Overview
This research intended to inquire into the existence of Post Nursing Qualification Competence based training, curriculum in use and determine the adequacy of the existing management of post qualification training. The chapter looked at the background of the study, statement of the problem, theoretical and conceptual frameworks and also discussed the objectives and study questions as well as definition of terms.
[bookmark: _Toc152614354]1.1: Background	
Nursing Education Management world over has seen growth of nursing profession from Enrolled nursing to Registered nursing to Under graduate and various Master degree programs. Nursing Education Management is necessary because technological contexts and nursing environments continually change. In a WHO paper (2016) it is admitted that: “The education of health workers, including nurses, is constantly evolving. The appropriate preparation of nurse educators is critical to the development of knowledge, skills and attitudes, of nurses” and implore on the other hand that “The education system alone cannot bring about the required changes in the schools of nursing and training colleges”. By that it encourages Ministry of health (through Directorate-Standards), regulatory bodies, health professionals and communities (as recipients of the education outcomes) to be involved and support the education of nurses. When the community thinks the other stakeholders are not playing their role in ensuring nurses are performing to expected standard, then they take matters into their own hands.
The education of health workers, including nurses, is constantly changing (WHO, 2016).The trend is the same for Zambia. MoH (2011) indicated that:  “As of 2011, there were 22 pre-service, 7 post-basic and 16 post-graduate training programs available within the country”. It therefore means Zambia is off loading intakes to join rank and file of the profession year after year. MoH (2011) confirmed that “During the 2005-2010 period, the Ministry of Health and its Cooperating Partners had implemented several initiatives that had successfully increased the annual number of graduates from health-related training programmes from 1,101 in 2005 to 2,311 in 2010 (a 110% increase). These figures included graduates from public, mission, and private training institutions in line with the Education Act of 2011 of the Zambian laws. The above figures have since increased bearing in mind the large difference between actual and the needs of the sector. It was predicted that an increment of graduates from these programmes was expected to continue increasing in view of the large gap which still remained between the available number of health workers and the needs of the sector (MoH, 2011). WHO (2013) highlighted that between the period 2007 to 2011, Zambia, through the General Nursing Council,  on average graduated 106 midwives and 835 nurses per year.

The General Nursing Council of Zambia (GNC) a creation of an Act of Parliament under Nurses and Midwives Act No. 55 of 1970(Appealed 1997) of the laws of Zambia is responsible for quality of nurses and midwives being graduated (GNC, 2002). The GNC is a statutory body responsible for regulating nursing and midwifery education, training and practice in Zambia, acknowledged the importance of Evidence Based Information (EBI) and had decided to introduce Continuous Professional Development (CPD) for nurses and midwives in Zambia with a view to ensuring that they had the necessary competencies to provide quality health care to clients and communities. Continuous professional development of health professionals (particularly nurses) is a key element of the quality and efficiency of a health care system (GNC, 2002).
Induction of newly employed nurses, orientation of redeployed nurses, task observation and recommendation for short courses where among the activities that ensured continued improvement.
Improvements in global health can only be realized through the development of a workforce that has been educated to promote health and to care for those with disease. Increased attention was being placed on competency-based education as a means for optimizing the preparation of health professionals (Epstein, 2007).However, GNC in collaboration with cooperating parts, conducted a situation analysis in 1999 on (47) health training institutions. The needs assessment looked at among other things nursing post qualification training and wanted to also establish if they could provide in-service training without having to create new structures but rely on existing ones, where the ward supervisor play the role of trainer, mentor, coach and motivator (GNC, 2002).
Globally, nurse competence and its assessment are topical issues in current nursing education and practice in contributing to safety quality of nursing care. Assessments are an important mean for educators, managers and nurses to gain information about nurses’ professional strengths and weakness and consequently educational and developmental needs (Hasson and Arnetz, 2008).In terms of competence requirements, advancements in health technology, changes in population socio-demographics and economic issues affecting resource allocation were but a few examples of factors that had a significant influence on health care including nursing and that had brought along new demands for future nursing care (NCSBN, 1998). As a result, a need for new competencies had emerged exerting pressure on nurse educators to adapt the curricula to the changes of modern health care and on nurse managers to see that practicing nurses had competencies which met the demands of the health care practice (Schroter, 2008). Moreover, the current nursing curricula in Europe are based on the competence-based approach defined by European Union Directive, European Commission, and International Council of Nurses (NCSBN, 1998).
Competence based training was training that focused on the outcome rather than the knowledge check. This was a focus on skills transfer to learners and how learners applied the skills learnt and evaluation that narrowed down to a declaration of competence or not competent (NCSBN, 1998). Competence based training pitted against the learner himself or herself as opposed to normative training focused on knowledge gained and normally pitted the learner against fellow learners. However, even though this competency-based approach to education has been evident in nursing for the past 30 years, little consensus exists regarding the definition and application of competence in nursing (Trivett, 1975; Ewens, 1979; Mentkowski, et.al.,1982.). However, the number of definitions and descriptions of the term “competence” is countless, which makes it impossible to define all of the variations here and only a select few that reflect the aspects most often related to nursing and the health care education environment. Fumiano, (2007) says: “Competence and competency though might sound similar are not necessarily synonymous. Competence referred to a potential ability and/or a capability to function in a given situation.” Competency focuses on one’s actual performance in a situation. This meant that competence was required before one can be expected to achieve competency. Thus, competence made one capable of fulfilling his/her job responsibilities. Competency was determined by comparing current work functioning with established performance standards developed in the work environment according to a specific role and setting (Fumiano, 2007). By achieving competence and competency, one could expand his/her range of nursing skills and provided patients with confident care as earlier alluded to.

The college training model being implemented was a combination of normative referenced and criterion based which were both examinable through formative and summative assessments. Lenburg (1999) developed a Competency Outcomes and Performance Assessment (COPA) Model, based on extensive work with the New York Regents College Nursing Program (1973-91) and multiple other educational, service and organizational entities and conducting research related to them. It was a holistic but focused model that required the integration of practice-based outcomes, interactive learning methods, and performance assessment of competencies ( Lenburg ,1999). However, like all traditional education, college training tended to focus on what and how learners were taught and less so on whether or not they would use their learning to solve problems, perform procedures, communicate effectively, or made good clinical decisions. By emphasizing the results of education rather than its processes, Competency Based Education provided a significant, even dramatic shift in what educators and policymakers looked for in judging the effectiveness of educational programs(Ten and Scheele, 2007).). For graduates of these colleges, outcomes at the level of “knows” and “knows how” was sufficient, but for nurses in the workplace, educational goals were more typically at the levels of “shows” and “does” as was a must.  In CBE, the critical issue was that the learner reached the specified level of performance in a competency, how he or she got to that point (the educational process) was secondary (Ten and Scheele, 2007). Objective Structured Clinical Examination (OSCE) as a performance-based assessment method was a well-established student assessment tool which helped the educator see that the learner had demonstrated his competency or not. Its popularity in the assessment of clinical competence was well documented and prominent in situations where reliability and content validity where fundamental (Mukwato, et al, 2013).
However, this training was basic in nature as time of study and simulations could not allow a depiction of all real life situations and therefore only set the foundation for practice with the expectation of continual improvement within the work place (Mukwato, et al, 2013).Upon employment and deployment, nurses joined the profession practice path, which over the years earned them respect, confidence and trust or lack of it from the communities they served as they encountered situations in the work place that offered them an opportunity to perfect the art of cognitive and psychomotor (Mukwato, et al, 2013). Nursing training colleges and universities had well established organizational structures that managed the task of professional adjustment and basic training.
WHO (2016) identified Nurse’s education, experience, professional development, independence, personal characteristics, motivation, and work satisfaction as a way of evaluation to the quality of nursing care. Education was an important starting point for change and therefore its management was important and the utility of these competencies determined their ability to bring about the desired changes (WHO, 2016). The educator and learners’ adoption and appropriate use of technology helped to expedite such changes. There was no doubt that much effort had gone into the preparation of the Nurse Educator Core Competencies and only management of it would create the desired result. International organizations such as World Health Organization are determined to ensure its success.  WHO (2016) affirms: “It is the aim of the World Health Organization that they facilitate nurse educators to attain increased proficiency in assisting student nurses to acquire all the knowledge, skills and attitudes necessary to practice nursing effectively in the 21st century.”
While it was true that education system alone could not bring about the required changes in Post qualification Nursing Education Management, the Ministry of Health, Regulatory body and Health Professionals had to be involved and support the education of nurses. The General Nursing Council of Zambia (GNC), a statutory body responsible for regulating nursing and midwifery education, training and practice in Zambia acknowledged the importance of Evidence Based Information (EBI) and had decided to introduce Continuous Professional Development (CPD) for nurses and midwives in Zambia which comprised of programs and initiatives ( induction, orientation, task observation and peer support) with a view to ensuring that they had the necessary competencies to provide quality health care to clients and communities (GNC, 2002). Compass Point Nonprofit Services (2012) agreed that Continuous professional development of nurses was a key element of the quality and efficiency of a health care system through exhibition of competencies in their performance of tasks 
In agreement, Ten and Scheele (2007) say “Improvements in global health can only be realized through the development of a workforce that has been educated to promote health and to care for those with disease. Increased attention is being placed on competency-based education as a means for optimizing the preparation of health professionals”.
The Ministry of Health in collaboration with the General Nursing Council had initiated a number of strategies to monitor workplace performance and ensure nurses improve upon skills learnt at college. MOH (2015) affirmed when it said: “The MoH had implemented several processes for monitoring and assessing the performance of its workforce, including bi-annual Performance Assessments (PAs), bi-annual Technical Supportive Supervisions, and annual Joint Annual Reviews (JARs). Further, the PSMD had developed relevant guidelines, procedures and codes to guide managers in encouraging good performance and handling offences within the public service. The Disciplinary Code, or ‘Red Book’, had identified eight major categories of offences. All categories dealt with offences that directly or indirectly affected the performance of the workforce. However, there was no system for rewarding good performance, such as a performance-based reward and remuneration system.” It further referred to other systems being implemented in order to ensure high quality service when it related: “In an effort to improve the performance management system, the Public Service had developed the Performance Management Package (PMP), which represented a move away from annual individual confidential assessments. In collaboration with the PSMD, the MoH had commenced the roll-out of a training programme on PMP, including a training of trainers programme for PMO, senior staff on the use of the PMP tools. Although performance management systems (PMP, PA, Technical Supportive Supervision) where in place for monitoring and assessing performance, there was need to strengthen enforcement of the regulations and standards as well as action on issues raised during assessments”.

Establishing the existence of post nursing qualification competence based training, curriculum being followed and then determining the adequacy of the existing management of the same post qualification training further established the root cause of the conflict between the nursing fraternity and the general public. If the above was not established, the challenges the nursing fraternity was experiencing might continue, thereby the diminishing good image of the profession by the general public would also continue even with the best medical care interventions government intended to come up with for example Basic Health Care Package (BHCP) that contains Child Health Care and Nutrition, Integrated Reproductive Health, HIV/AIDS, TB and STIs, Malaria, Epidemics (such as Cholera), Hygiene-Sanitation and safer water, Human Resources , Essential drugs medical supplies, Infrastructure and Equipment and Systems strengthening with an overall effect of failing to attain the aspirations in the Nation Vision 2030 (WHO,2016).
Findings of the study were used to dispel assertions of nurses’ poor attitudes towards patients, nurses’ failure to perform duties according to procedure and lack of supervisory skills among nursing managers that had resulted into patients quarrelling with nurses or even beating them. This study on the other hand, endeavored to establish structures, curriculum and management of post nursing qualification that supposedly would promote competency.
[bookmark: _Toc152614355]1.2: Statement of the problem
The research intended to inquire into the existence of post nursing qualification competency based training, curriculum in use and determine the adequacy of the existing management of post qualification training. WHO (2016) identifies Nurse’s education, experience, professional development, independence, personal characteristics, motivation, and work satisfaction as a way of evaluating the quality of nursing care. Post qualification nursing education management and ccontinuous professional development of nurses/midwives are key elements of the quality and efficiency of a health care system (Compass Point Nonprofit Services, 2012). Post qualification nursing education management would only be successful when handled by well prepared and trained supervisors and educators. WHO (2016) in agreement says:  “The appropriate preparation of nurse educators is critical to the development of knowledge, skills and attitudes of nurses”. A competent nurse educator was to have the knowledge, skills and attitudes to adopt new approaches in planning, organizing, implementing and evaluating nurse education programs. She had to understand the curriculum that was expected to bring out those competencies which had been prepared based on the acknowledgment that nursing education and practice were changing. Entrants to the nursing profession had to practice, lead and adapt to new evidence, increasingly diverse populations and changing needs (WHO, 2016). The GNC introduced Continuous Professional Development (CPD) for nurses and midwives in Zambia with a view to ensure that they have the necessary competencies to provide quality health care to patients, clients and communities (GNC, 2014). In Zambia, public outcry on the compromised quality of nursing care being provided still continues resurfacing despite the introduction of CPD. It is important to investigate how CPD is being carried out and assess the post qualification competency
[bookmark: _Toc152614356]1.3: Significance of the study 
This study determined the existence of post nursing qualification Competency based training structures and found out the qualification of persons managing the system and also determined the efficiency of the system. Findings of the research were therefore, of great importance to the government, policy makers, administrators, regulators (GNC) and other stake holders in promoting quality nursing care. The document was published online, disseminated to the Ministry of Health, General Nursing Council of Zambia and all relevant government departments including the public hospitals in Mufulira.
[bookmark: _Toc152614357]1.4: Purpose of the study 
The purpose of the study was to examine the post qualification training programs or initiatives aimed at achieving competency based outcome, examined monitoring systems used to achieve adherence to post qualification competencies, established factors influencing the application of nursing competencies and explored the strategies that could enhance the nursing education management.
[bookmark: _Toc152614358]1.5: Research Objectives
[bookmark: _Toc152614359]1.5.1: General Objectives
The general objective of the study is to establish the existence of post nursing qualification training.


[bookmark: _Toc152614360]1.5.2: Specific Objectives
1. To examine post qualification training programs or initiatives that are aimed at 		enhancing achievement of competency based outcome.
2. To examine the monitoring system that is used to ensure achievement of 		adherence to post qualification competencies.
3. To establish factors influencing the application of nursing competencies.
[bookmark: _Toc152614361]1.6: Research Questions
1. What are the Post Qualification Training programs or initiatives aimed at 	achieving competency based outcome? 
2. To what extent in the public hospitals in Mufulira District are the monitoring 	systems used ensuring achievements of adherence to post qualification 	competencies?
3. What factors influence the application of nursing competencies?
[bookmark: _Toc152614362]1.7: Scope of the study 
This study targeted public health hospitals in Mufulira District. The target was based on the fact that these public health hospitals provided health care services to the public and community, with nurses and midwives being major players in caring for the patients and other clients such as expectant mothers, post-natal mothers among others. It was in this regard, that the study focused on assessing the nursing education management and the post qualification competency based outcome.
[bookmark: _Toc152614363]1.8: Theoretical Framework
The study was anchored on Blooms Taxonomy Theory that argues that learning occurs after exposure to specific stimuli. It elicits competence development, observed by changes in behaviour in the learners (Draper, 2013). Changes in behaviour (performing of a skill) entails that planned education had occurred and competency developed. This theory suggests that lack of training in post qualification nursing tasks and procedures limits nurse’s practice and as such it is useful in determining the extent to which nurses would agree with the use of domains. The theory also reflects on nurses’ level of critical thinking and clinical judgment during patient care.
[bookmark: _Toc152614364]1.9: Conceptual Framework
A conceptual framework is a model of presentation where a researcher represents the relationship between variables in the study and shows the relationship diagrammatically, (Orodho, 2009). A conceptual framework contributes to a research because it identifies research variables, and clarifies relationships among variables. It is also valuable in the sense that it sets the stage for presentation of research questions that drive the study. In this case, a conceptual framework assists a researcher to develop awareness and understanding of the situation under scrutiny. When clearly articulated a conceptual framework has potential usefulness as a tool to assist a researcher make meaning of subsequent findings. It forms part of the agenda for negotiation to be scrutinized and tested, reviewed and reformed as a result of investigation. The conceptual framework for this study is as illustrated below:












Figure1. 1: Conceptual Framework
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[bookmark: _Toc152614365]1.10: Definition of Terms
Nursing Education Management
A WHO paper (2016) states: “The education of health workers, including nurses, is constantly evolving. The appropriate preparation of nurse educators is critical to the development of knowledge, skills and attitudes, of nurses. The education system alone cannot bring about the required changes in the schools of nursing and training colleges”. It encourages Ministries of health (through Directorate-Standards), regulatory bodies, health professionals and communities (as recipients of the education outcomes) to be involved and support the education of nurses. A competent nurse educator should have the knowledge, skills and attitudes to adopt new approaches in planning, organizing, implementing and evaluating nurse education programs.
Because competence and competency complement one another and both need management. The General Nursing Council the regulator of the nursing profession in collaboration with other international stakeholders ensures management of nursing training both in college and the hospital is managed.
Curriculum
Curriculum is all that is taught to a learner in an institution of learning. The activities that a curriculum covers are: academics, life skills, and competence skills. These come under formal and hidden curricula (WHO, 2016).The General Nursing Council (GNC) a statutory body responsible for professional nursing standards and behaviour, in consultation with other local professional bodies such as Professional Health Association and International regulators such as World Health Organization approves the nursing education curriculum. WHO (2016) confirms that: “The World Health Organization has developed these Nurse Educator Core Competencies to enable educators to effectively contribute to the attainment of high quality education, and the production of effective, efficient and skilled nurses who are able to respond to the health needs of the populations they serve. This will enable the attainment of objective one and two of the Global strategy on human resources for health: Workforce 2030 and is also a priority in the updated Global strategic directions on nursing and midwifery 2016-2020.”

The curriculum expected to bring out these competencies has been prepared based on the acknowledgment that nursing education and practice are changing. Entrants to the nursing profession must practice, lead and adapt to new evidence, increasingly diverse populations and changing needs (WHO, 2016). Education is an important starting point for change. The utility of the proposed competencies will determine their ability to bring about the desired changes. Appropriate use of technology can help to expedite such changes. Much effort has gone into the preparation of the Nurse Educator Core Competencies. It is the aim of the World Health Organization that they will facilitate nurse educators to attain increased proficiency in assisting student nurses to acquire all the knowledge, skills and attitudes necessary to practice nursing effectively in the 21st century (WHO, 2016). 

Post qualification Training
Post qualification training is training that follows profession qualification to ensure improvement of knowledge and skills acquired during formal institutional training. This training concerns itself with competence (which refers to a potential ability and/or a capability to function in a given situation) more than competency (which focuses on one’s actual performance in a situation) while the post qualification training concerns with the later. Pre service training ensures basics are given in order to acquire competence which is required before one can expect to achieve competency only obtained through post qualification training. Scroter (2008) confirms when he says: “competence makes one capable of fulfilling his/her job responsibilities. Competency is determined by comparing current work functioning with established performance standards developed in the work environment according to a specific role and setting”. However by achieving competence and competency, one can expand his/her range of nursing skills and provide patients with confident care.
This is a concept based on continuous improvement of qualified individuals. There are various forms employed in order to achieve this improvement, among the methods are peer mechanism (colleague/s observation colleague), supervisor observation and recommendations, standards audits and self-evaluation (CompassPoint Nonprofit Services (2012).).


Competence based 
Competence based training is training that focuses on the outcome rather than the knowledge check. This is a focus on skills transfer to learners and how learners apply the skills learnt and evaluation that narrows down to a declaration of competence or not competent. Competence based training pits against the learner himself as opposed to normative training that focuses on knowledge gained and will normally pit the learner against fellow learners (GNC, 2002). However, even though this competency-based approach to education has been evident in nursing for the past 30 years, little consensus exists regarding the definition and application of competence in nursing (Trivett, 1975; Ewens, 1979; Mentkowski, et.al., 1982.). Competence and competency though might sound similar they are not necessarily synonymous. Competence refers to a potential ability and/or a capability to function in a given situation. Competency focuses on one’s actual performance in a situation. This means that competence is required before one can expect to achieve competency. Thus, competence makes one capable of fulfilling his/her job responsibilities (quote). Competency is determined by comparing current work functioning with established performance standards developed in the work environment according to a specific role and setting. By achieving competence and competency, one can expand his/her range of nursing skills and provide patients with confident care as earlier alluded to (Cronenwett, et al, 2002).

Epstein and Hundert (2006) defined competency in health care as: “Competency is the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and the community being served.” In Health care literature, the term competency is often used to describe the knowledge to be able perform at a particular task. According to Norman (1985) competency is more than knowledge. It includes the understanding of knowledge, clinical, technical, and communication skills, and the ability to problem solving through the use of clinical judgment. Competence is the ability to perform a specific task, action or function successfully. Competencies are used to create unique standards within disciplines and specialties. This encompasses educators, learners, and practitioners. According to Verma (2006), “competencies in education create an environment that fosters empowerment, accountability, and performance evaluation, which is consistent and equitable. The acquisition of competencies can be through talent, experience, or training.” Barr (2005) offers the following examples of collaborative competencies: “Describe one’s roles and responsibilities clearly to other professions. Recognize and observe the constraints of one’s role, responsibilities and competence, yet perceive needs in a wider framework. Recognize and respect the roles, responsibilities and competence of other professions in relation to one’s own. Work with other professions to effect change and resolve conflict in the provision of care and treatment. Work with others to assess, plan, provide and review care for individual patients. Tolerate differences, misunderstandings and shortcomings in other professions. Facilitate inter-professional case conferences and team meetings. Enter into interdependent relations with other professions.”

A definition of continuing competence is “the ongoing ability of a registered nurse to integrate and apply the knowledge, skills, judgment, and personal attributes required to practice safely and ethically in a designated role and setting (Saskatchewan Registered Nurses’ Association, 2008).  Black and Wolf (1990) describe competence as the ability to perform in effective ways on different occasions including in differing and unexpected contexts [cited in While, 1994]. However, even if performance can be measured, there is a lack of evidence to suggest that good performance is always an adequate indicator of high degrees of competence [Stedman 1985, cited in While 1994, 9]. This example illustrates the case of a false positive where a nurse can answer a question correctly on an exam but from a false premise. A false negative example is that of a nurse who may have the skill or knowledge to perform a task but fails to perform the task correctly in an examination situation. These examples suggest that performance alone may not be an adequate indicator of competence.
Continued competency has been defined as the application of knowledge and the interpersonal, decision making, and psychomotor skills expected for the nurse’s practice role, within the context of public health and safety (NCSBN, 1996, 1998). Many nursing specialty organizations offer examinations and other processes for certification, suggesting that certification is associated with continued competency. Competency has been defined as a “documented validation of the professional achievement of identified standards of practice of an individual registered nurse” (CCI, 2002). Board certification has been linked to competency and has been found to have intrinsic and extrinsic rewards (Gaberson, et.al., 2003: Sechrist, et.al. 2006).
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The purpose of literature review was to become familiarised with practical and theoretical issues relating to the problem, generate ideas and focus on a research topic. It also helped develop appropriate research questions, confirmed what was already known about the topic and compared findings with earlier research done on the topic to avoid duplication of work.
Information discussed in this literature review was sourced from journals, government policy documents, acts of parliament, ministerial statements, research text books, previously published research work on Nursing Post Qualification Competence Based Outcome from the internet.
This literature review was discussed under the Local and Global perspectives of Nursing Post Qualification Training. The study reviewed literature on management of competence based training and the benefits of a well-managed structure. It also reviewed the extent to which nursing post qualification had been researched.
[bookmark: _Toc152614369]2.1: Quality Nursing Care
Quality of nursing care globally has been topical for some time and Zambia has had its share. Providing high quality nursing care is a requirement which depends on the nursing competency. Clinical nursing competency means competence and qualification in areas of cognitive and psycho-physical, clinical skills, critical thinking, decision making and ability to enhance learning through academic knowledge and clinical experience, leading, finally, to standards and safe care (Sharghi, Khosravan, Mansoorian,et al, 2010). 

In a paper Competence Literature Review, Schroeter (2008) revealed that: “A series of national commissions have documented significant problems related to safety and quality in the U.S. health care system (Kohn, et.al, 2000)” and further reports that in light of these problems, reports from multiple national committees concluded that if health care is to improve, providers need to be prepared with a different set of competencies than are developed in educational programs today (VanGeest & Cummins, 2003).CompassPoint Nonprofit Services (2012) also suggests addressing these challenges by preparing nurses with the competencies necessary to continuously improve the quality and safety of the health care systems in which they work. Competencies guided by Institute of Medicine for Nursing which include patient-centered care, teamwork and collaboration, evidence based practice, quality improvement, safety, and informatics, which define what could describe essential features of what it means to be a competent and respected nurse. Maddox, et.al. (2003) say that nursing, is based on the values of quality and safety competencies as evidenced in nursing publications, standards of practice, and accreditation guidelines. During the Public Health Nurse the Minister said: “The perception that the Nurses will only be there to dress wounds, to treat patients, to provide injections and bed making should be abandoned (Public Health training Launch, 2017)”.

From the above it can be concluded that nursing is one profession that hands on and largely depends on split of a second decisions and therefore one is expected to improving from the knowledge and skills learnt at college due to encounters and ward experiences. This cannot be left to chance hence the need for structured system to ensure this improvement is directed towards the needs of the ward and type of patients or clients for that area. 
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World over, nursing practice is regulated by statutory bodies, rules and regulations. In Zambia, the nursing practice is regulated by the General Nursing Council (GNC), a statutory body created by an Act of Parliament under Nurses and Midwives Act No. 55 of 1970 of the laws of Zambia mandated to regulate the profession (GNC, 2002). Zambian stakeholders identified the need to have the Act reviewed in the late 1980’s. This was in order to repeal and replace it with one that would allow the nursing profession to improve the quality of nursing and midwifery service delivery though expanded scope of education and practice to meet the changing health care trends and needs in the country (GNC, 2002).
Various meetings and consultations were held with nurses, government and Non-Governmental Organisations (NGO) service organizations, Ministry of Health (MOH), policy makers and other health-care professionals to solicit for support in the revision of the Nurses and Midwives Act of 1970 as well as to verify the perceived expanded scope of practice for the nurse/midwives. The introduction of the Health Reform in 1992 caused the nurses to create a forum for generating mechanisms for responding to the health reforms. The results of this forum contributed to the content of the Nurses and Midwives bill of 1995.

Under section 26 subsections (1) (2) and (3) of the Nurses and Midwives Act, the Disciplinary Committee of the General Council of Zambia is given Powers to inquire into matters of complaints against nurses and pass judgment. The Disciplinary Committee is empowered to exercise such functions as conferred upon it by or under this piece of the law and may conduct an inquiry into any matter referred to it for inquiry. The Disciplinary Committee may hear and receive evidence and may, under the hand of the president or of the Registrar, subpoena witnesses and require the production of any book, record, document or thing, and may, through the president, administer an oath to any witness.
The Act compiles any person summoned to attend before the Disciplinary Committee who, without sufficient cause: (a) refuses or fails to attend at the time and place specified in the summons; or (b) having attended, refuses to be sworn or(c) having been sworn-(i) refuses to answer, or to answer fully and satisfactorily to the best of his knowledge and belief, any question lawfully put to him; or (ii) refuses to produce any book, record, document or thing which he has been required by summons to produce; or (iii) gives false evidence, knowing it to be false or not believing it to be true; shall be guilty of an offence and liable on conviction, for every such refusal or failure, to a fine not exceeding one thousand five hundred penalty units: Provided that no person shall be compelled to answer any question or produce any book, record, document or thing which he could not be compelled to answer or produce if he were an accused person or a witness, as the case may be, in criminal proceedings in the High Court. (As amended by Act No. 13 of 1994).

Part 27(1) If any registered or enrolled person is, after due inquiry, judged by the Disciplinary Committee to have been guilty of infamous conduct in any professional respect, the Disciplinary Committee may, if it thinks fit, impose one or more of the following penalties, that is to say: 
(a) direct the deletion of his name from the register or the roll; (b) censure him; (c) caution him and postpone for a period not exceeding one year any further action against him on one or more conditions as to his conduct during that period; (d) order him to pay to the Council any costs of and incidental to the proceedings incurred by the Council. Portfolio of evidence of Post Qualification Training and recommendation from supervisors can be used as evidence referred in Section 26 and subsection (2).  
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Nursing Education Management has been evolving over the years to suit the changing Human Rights position and the technological world. In a WHO paper (2016) it is admitted that: “The education of health workers, including nurses, is constantly evolving. The appropriate preparation of nurse educators is critical to the development of knowledge, skills and attitudes, of nurses” and implore on the other hand that “The education system alone cannot bring about the required changes in the schools of nursing and training colleges”. By that it encourages Ministries of health (through Directorate-Standards), regulatory bodies, health professionals and communities (as recipients of the education outcomes) to be involved and support the education of nurses. When the community thinks the other stakeholders are not playing their role in ensuring nurses are performing to expected standard, then they take matters into their own hands. A competent nurse educator should have the knowledge, skills and attitudes to adopt new approaches in planning, organizing, implementing and evaluating nurse education programs.
Because competence and competency complement one another and both need management, the General Nursing Council as the regulator of the nursing profession in collaboration with other international stakeholders ensures management of nursing training both in college and the hospital is managed. Clinical education is a critical part of preparing health care providers for practice (Smith, et.al, 2007). The ability to manage self and others are not only valuable skills, but foundational to the development of five core competencies outlined in the Institute of Medicine’s landmark publication, Health Professions Education: A Bridge to Quality (IOM, 2003). Technical skills and knowledge specific to the discipline, remain fundamental to health professions education. However, complex challenges inherent in the health care system have forced educators to contemplate the hidden curriculum embedded in clinical education.
Although educators may have less trouble evaluating traditional nursing skills and application of nursing knowledge to practice, the evaluation of personal and social competencies are more difficulty. Articulation of desired competencies must be clear in order to communicate student expectations. Daniel Goleman’s Emotional Intelligence framework is useful for identifying and describing emotional competencies as part of the clinical evaluation (Goleman, 1995,1998). The competence of nurse teachers is important for the quality of nursing education. There are few studies related to the competence and evaluation of nurse teachers. The reasons are the lack of valid instruments for evaluation and the diversity of the functions of nurse teachers. Also the competence requirements differ in various countries. (Holopainen et al. 2007). Johnsen, Aasgaard, Wahlm and Salminen (2002) researched nurse educator competence related to nurse educators’ opinions of the importance and application of different nurse educator competence domains. Determination of the relative importance and application of different competency domains in nursing education has implications for graduate level nursing curriculum development, as well as for professional development activities for nurse educators. Dewing and Traynor (2005) developed a competency project to work collaboratively with specialist nurses to facilitate the development a competency framework that reflects the needs of the Admiral Nursing Service – a specialty area caring for patients with dementia. They designed a competency framework made up of eight core competencies with three levels of competency statements, loosely structured around standards and guidance documentation to illustrate how work-based evidence can be generated to demonstrate competence. This “Admiral” competency framework was designed to enable these specialty nurses to demonstrate their level of specialist practice, as individuals and collectively as a service and it also promotes the principles of nurses as life long learners. This may have relevance to other groups of specialist nurses. It shows that nurses can be involved in designing and testing a competency framework as collaborators.

Research findings support the pivotal role nurse managers have in influencing all aspects of the nursing environment. Yet, there is a need to better understand the competencies needed by contemporary nurse managers and the challenges in the role. Rose, et. al.(2007) explored the viewpoints of 120 nurse manager participants on the contemporary nurse manager role and to gain perspective on the critical leadership skills and competencies to build a nursing leadership competency model. The researchers used a grounded theory methodology to capture the perspectives of the nurse managers interviewed about their roles. Six competency categories emerged from the research findings to form a nursing leadership competency model. Two major themes identified from the data included the nurse manager role as a career choice and the stressors and challenges in the role. The results of this study led to the design of a nursing leadership competency model and confirmed that there is a need to formally develop and mentor our next generation of nurse leaders. A systematic review was conducted on the professional practice of the nurse and developing and sustaining a healthy work environment in healthcare. The aim of this systematic review was to identify the best available evidence on the relationships between the knowledge, competencies and behaviors of nurses exhibiting professional practice in their workplace, and the development of a healthy work environment. Nineteen studies were included in the review. Overall, the evidence suggests that professional practice has a positive impact on the work environment in terms of nurses’ role satisfaction and patient outcomes.
A study comparing clinical competencies between nursing students with degrees and traditional students (Williams, et.al., 2008) was performed because students with second degrees have been recently considered as an answer to the nursing shortage. They are thought to possess greater ability to critically think and engage in self-directed learning behaviors, and possess greater motivation to master clinical skills. Their results yielded statistically significant differences on two of the 36 competency measures identified in the study. Second degree students indeed are different in maintaining client confidentiality and developing appropriate, prioritized nursing diagnosis. 
Issues related to competence are not easily resolved but are nevertheless crucial to the trust that has been placed in nursing by society. The accountability of the profession demands that nurses individually and collectively: identify competencies central to nursing; participate in groups influential to competency measurement; be informed about competency issues; and think proactively and raise questions about competency whether it is broadly or narrowly defined.  Resources for health are finite and, regardless of the setting, often felt to be insufficient. The recent focus on value in health care, defined as quality over cost, reveals a large variation among and within healthcare systems. Resource poor countries have a tendency to try and 20 emulate resource rich countries with regards to their educational standards and desired healthcare outcomes. Many of these, particularly in sub-Saharan Africa, also involve issues of legacy from previous colonial norms. 
As a result, local educational standards are often driven by the desire to fit into frameworks that are in place elsewhere. This may be from established global standards that exist for physicians or nurses that most commonly focus on desired curricula or learning objectives rather than true competencies. Schools in resource poor settings may also strive to emulate the standards set by the professions in resource rich countries so as to validate their own systems of education. The strong desire to avoid “poor solutions”, as reflected in the perception of low quality education, for “poor people” is a dominant theme in standard setting for schools in low resource settings. 
Several consequences of these factors present themselves. First, many of the educational systems that are being emulated have in fact changed or should be changing to better meet public needs. While there is a greater call in resource rich settings for greater accountability in educational outcomes to the needs of society, there is also much resistance within academia itself and the need to respect past legacies. Second, training to standards defined outside the region that are not aligned with the local resources often results in graduates that motivated to emigrate. 
This results in „brain drain‟ which further limits the human resources needed for health in less developed countries. As more attention is being placed on relevant educational outcomes, there will be a tendency to emulate the desired competencies that are being defined in resource rich settings. While many of the domains of competency, such as professionalism and communication, are universal, many of the more specific competencies that are promoted presume the presence of a 21 functional health care system and an education system in which those competencies can be nurtured and fully appreciated. This is not the case in resource poor countries. Furthermore, competency in domains such as professionalism and communication, like all competencies, is very sensitive to the context of the individual and their culture.
[bookmark: _Toc152614372]2.4: Curriculum
Curriculum is all that is taught to a learner in an institution of learning. Institution can be formal or informal as learning takes place even through hidden curriculum. Informal refers to such media as radio, television, visits and observation of things (Chivore, 1992). In fact in the absence of structured and formalized post qualification training, people after being promoted to take up leadership position have been observed to behave exactly the way the previous person was behaving and conducted him or herself. In a nursing set up, the activities that a curriculum covers are: academics, life skills, and competence skills. A systematically different approach to the design of curricula will be required that provides greater alignment with what society needs from those that are responsible for its health. These health care needs should drive the performance standards, or desired competencies, of health care professionals, which in turn should determine the curricula by which will result in the achievement of competency. More recently, input from stakeholders representing the public good have become more involved in seeking better alignment between the goals of professional education and the needs of society. For example, the United States National Board of Medical Examiners, which is responsible for the licensing of all graduating physicians in the U.S., has adopted a plan to realign its licensure processes to more substantially reflect the expectations of patients. When comparing CBE to some of the more traditional models of education , three fundamentally different characteristics emerge. First, CBE explicitly maps the specific health needs of the populations to a set of competencies for the workforce to be trained. In other words, it guides decisions about what graduates of the educational programs must be able to do, in order to address the key health issues of the community. Second, CBE uses these expectations to then develop and implement learning experiences (the curriculum) designed to produce the requisite knowledge values, and skills in the learners to achieve these competencies. Finally, CBE uses the same set of competencies to develop critical assessment programs to determine the extent to which they are reached.  
The past five years have seen acceleration in the development of competencies in different health professional fields, including medicine, nursing, midwifery, and public health. Many of these efforts have been driven by the professional organizations themselves, in an attempt to define expected knowledge, skills and behaviors of graduate practitioners. While making important contributions, many fall short of a fully implemented CBE model often because of a focus on learning objectives that do not align with how a true competency is defined. 
Common pitfalls to the establishment of CBE are as follows: (1) they fail to directly address the health needs of the community, (2) competencies are inadequately defined or to broad to be useful, (3) a lack of accommodation in the curriculum for the flexibility in learning rates and (4) the lack of assessment methods to determine when competency has been achieved.

These come under formal and hidden curricula. The General Nursing Council (GNC) a statutory body responsible for professional nursing standards and behaviour, in consultation with other local professional bodies such as Professional Health Association and International regulators such as World Health Organization approves the nursing education curriculum. WHO (2016) confirms that: The World Health Organization has developed these Nurse Educator Core Competencies to enable educators to effectively contribute to the attainment of high quality education, and the production of effective, efficient and skilled nurses who are able to respond to the health needs of the populations they serve. This will enable the attainment of objective one and two of the Global strategy on human resources for health: Workforce 2030 and is also a priority in the updated Global strategic directions on nursing and midwifery 2016-2020.

The curriculum expected to bring out these competencies has been prepared based on the acknowledgment that nursing education and practice are changing. Entrants to the nursing profession must practice, lead and adapt to new evidence, increasingly diverse populations and changing needs (WHO, 2016). Education is an important starting point for change. The utility of the proposed competencies will determine their ability to bring about the desired changes. Appropriate use of technology can help to expedite such changes. Much effort has gone into the preparation of the Nurse Educator Core Competencies (WHO, 2016). It is the aim of the World Health Organization that they facilitate nurse educators to attain increased proficiency in assisting student nurses to acquire all the knowledge, skills and attitudes necessary to practice nursing effectively in the 21st century. Of the core competencies is nursing practice. This domain ensures that nurse educators maintain current knowledge and skills in theory and practice, based on the best available evidence. WHO (2016) affirms: “The educators should maintain competence in nursing practice, practice nursing in ways that reflect evidence-based, up-to-date knowledge, plan a variety of teaching and learning activities that foster creativity and innovation of nursing practice and the health-care environment.” The nurse educators should demonstrate willingness to participate in professional development activities so as to increase performance effectiveness, adhere to professional codes of ethical practice, desire to provide high quality standard care and demonstrate belief in the value of life-long learning as well as ensure nurse to be and those already practicing provide safe, competent and effective nursing care to patients in different settings (Mukwato, et al., 2013).

GNC in collaboration with cooperating parts, conducted a situation analysis in 1999 on (47) health training institutions. The needs assessment looked at staffing, staff education, equipment, teaching aids and when the curriculum was last reviewed. The GNC also wanted to establish if they could provide in-service training without having to create new structures. A major finding of the assessment was that most curricula had not been reviewed in 7 – 10 years (GNC, 2002). Other findings included the popularity of nursing education as a preferred area for further education, followed by midwifery, psychiatric nursing and pediatrics, inadequate library facilities with outdated materials, limited communication facilities – 90 percent of the institutions had no telephone, fax nor email thus not accessible to information. Other findings were, small enrollment sizes for some pre-service training programmes due to inadequate teaching equipment and facilities, inadequate staffing in particular tutors and clinical tutors (with a deficiency of 50 and 40 respectively), and lack of student accommodation. Of the 47 programmes surveyed, 40 percent indicated they had access to in-service training programmes in their institutions fifty one percent of all programs require staff with at least an undergraduate or bachelor’s degree qualification. A Rapid Skills Assessment conducted to compliment the Training Needs Assessment further revealed some shortcomings in clinical skills both in the practical areas and in the classroom. Following the assessments, the GNC embarked on the process to review curricula in order to include major concerns of the public and other health workers on the performance of nursing. The process began with orientation of key staff to the concept of curriculum review and process. During this time, plans for the reviews and the process were agreed upon (GNC, 2002). 
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Post qualification training is training that follows profession qualification to ensure improvement of knowledge and skills acquired during formal institutional training. This training concerns itself with competence (which refers to a potential ability and/or a capability to function in a given situation).more than competency (which focuses on one’s actual performance in a situation) while the post qualification training concerns with the later. Pre service training ensures basics are given in order to acquire competence which is required before one can expect to achieve competency only obtained through post qualification training. Schroeter (2008) confirms when she says: “competence makes one capable of fulfilling her job responsibilities. Competency is determined by comparing current work functioning with established performance standards developed in the work environment according to a specific role and setting”. However by achieving competence and competency, one can expand his/her range of nursing skills and provide patients with confident care.
This is a concept based on continuous improvement of qualified individuals. There are various forms employed in order to achieve this improvement, among the methods are peer mechanism (colleague/s observation colleague), supervisor observation and recommendations, standards audits and self-evaluation. These are driven and planned by established organizational structures to ensure high standard of performance from individuals who ultimately form groups in an organization. The purposes of an organization’s performance, planning and review process is to guide, support, and develop staff, to ensure both employee and organizational success (Ten and Scheel, 2007).
It is an ongoing and cyclic process that runs on an annual basis and is shaped by the organization’s needs. The performance management system fosters ongoing two-way communication between employees and managers; supports the development of clear, consistent, and measurable goals linked directly to the organization’s core values and competencies; helps to articulate and support training needs and career development; and establishes the criteria for making reward and recognition decisions. 
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Competence based training is training that focuses on the outcome rather than the knowledge check. This is a focus on skills transfer to learners and how learners apply the skills learnt and evaluation that narrows down to a declaration of competence or not competent. This is performance based. Performance is tied to outcomes. Performance is not judged on personal preferences or whims, but on objective outcomes tied to the organization’s needs in this case nursing care delivery (Ten and Scheel, 2007).
Competence based training pits against the learner himself as opposed to normative training that focuses on knowledge gained and will normally pit the learner against fellow learners. However, even though this competency-based approach to education has been evident in nursing for the past 30 years, little consensus exists regarding the definition and application of competence in nursing (Trivett, 1975; Ewens, 1979; Mentkowski, et.al., 1982). However, the number of definitions and descriptions of the term “competence” is countless, which makes it impossible to define all of the variations here and only a select few that reflect the aspects most often related to nursing and the health care education environment will be discussed. Competence and competency though might sound similar they are not necessarily synonymous. Competence refers to a potential ability and or a capability to function in a given situation. Competency focuses on one’s actual performance in a situation. This means that competence is required before one can expect to achieve competency. Thus, competence makes one capable of fulfilling her job responsibilities. Competency is determined by comparing current work functioning with established performance standards developed in the work environment according to a specific role and setting. By achieving competence and competency, one can expand his range of nursing skills and provide patients with confident care as earlier alluded to.
Epstein and Hundert (2006) defined competency in health care as: “Competency is the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and the community being served.” In Health care literature, the term competency is often used to describe the knowledge to be able perform at a particular task. According to Norman (1985) competency is more than knowledge. It includes the understanding of knowledge, clinical, technical, and communication skills, and the ability to problem solve through the use of clinical judgment. Competence is the ability to perform a specific task, action or function successfully. Competencies are used to create unique standards within disciplines and specialties. This encompasses educators, learners, and practitioners. According to Verma (2006), “competencies in education create an environment that fosters empowerment, accountability, and performance evaluation, which is consistent and equitable. The acquisition of competencies can be through talent, experience, or training.” Barr (2005) offers the following examples of collaborative competencies: “Describe one’s roles and responsibilities clearly to other professions. Recognize and observe the constraints of one’s role, responsibilities and competence, yet perceive needs in a wider framework. Recognize and respect the roles, responsibilities and competence of other professions in relation to one’s own.
Work with other professions to effect change and resolve conflict in the provision of care and treatment. Work with others to assess, plan, provide and review care for individual patients. Tolerate differences, misunderstandings and shortcomings in other professions. Facilitate inter professional case conferences and team meetings. Enter into interdependent relations with other professions.”

A definition of continuing competence is “the ongoing ability of a registered nurse to integrate and apply the knowledge, skills, judgment, and personal attributes required to practice safely and ethically in a designated role and setting (Saskatchewan Registered Nurses’ Association, 2008).  Black and Wolf (1990) describe competence as the ability to perform in effective ways on different occasions including in differing and unexpected contexts [cited in While, 1994]. However, even if performance can be measured, there is a lack of evidence to suggest that good performance is always an adequate indicator of high degrees of competence [Stedman 1985, cited in While 1994, 9]. This example illustrates the case of a false positive where a nurse can answer a question correctly on an exam but from a false premise. A false negative example is that of a nurse who may have the skill or knowledge to perform a task but fails to perform the task correctly inan examination situation. These examples suggest that performance alone may not be an adequate indicator of competence.
Continued competency has been defined as the application of knowledge and the interpersonal, decision making, and psychomotor skills expected for the nurse’s practice role, within the context of public health and safety (NCSBN, 1996, 1998). Many nursing specialty organizations offer examinations and other processes for certification, suggesting that certification is associated with continued competency. Competency has been defined as a “documented validation of the professional achievement of identified standards of practice of an individual registered nurse” (CCI, 2002). Board certification has been linked to competency and has been found to have intrinsic and extrinsic rewards (Gaberson, et.al.,2003: Sechrist, et.al. 2006).
Having a mentor and/or coaching a learner can lead to the development of competence and confidence in the learner’s own skills and abilities (Fumiano, 2010). Strategies have been identified for mentoring in the field of education from the classroom to the online learning environment. Rayner, et. al. (2004) purport that coaching is an important skill to add to a leader’s repertoire of competence. Mentoring and the related topic of coaching in health care environments have been topics of research for some time. A study by Byrne and Keefe (2002) examined how mentoring can be used to build research competence in nursing in various professional and geographic settings. The researchers explored the databases, MEDLINE & CINAHL from 1990–2001, as well as personal reflections on mentoring and mentored experiences to study this phenomenon. Their results suggest that choices among mentoring models can be made in accordance with resources, priorities, and objectives congruent with a given nursing setting and time, but optimum scholarly productivity requires experts and sustained support. Competence, thus, can positively be influenced by the use of a mentor or mentoring groups. Mentoring continues to be an effective educational strategy that develops and enhances competence.
A study done by (WHO, 2016)showed that the most important problem in nursing education was not applying the studies and research done in the clinical practice and this would lead to non-evidence based training.  It also showed that using evidence based training instead of traditional training would enhance knowledge, skill and high quality caring. As this is an important factor in clinical competence, it ought to be included in nursing education. 

In America, the competence, as well as the incompetence, of staff nurses has been studied for years. It is, and always will be, a concern of many who advocate for safe patient care and outcomes. Activities related to identifying and establishing nursing competencies have been the focus of state nursing associations, regulatory boards, educators, professional associations, external stakeholders and individual registered nurses. The Washington State Nurses Association (WSNA) put forth recommendations that nurses from all practice areas must be actively involved in decisions about professional competence determination within their own practice settings. As a constituent of the American Nurses Association, the Washington State Nurses Association supports continued efforts by ANA to define continued competency in nursing, as well as continuing efforts by individual registered nurses to participate in activities related to competency in their workplace settings. The ANA Code presently supports the concept of continued competency in nursing for Nurses and professional nursing standards within the discipline of nursing. Hasson and Arnetz (2008) in a study of nursing staff competence, work strain, stress and satisfaction in elderly care found that the lack of competence development, high levels of work strain and low levels of work satisfaction among nursing staff have been associated with high turnover. Nursing staff perceptions of their competence, work strain, stress and satisfaction were measured by questionnaire. In general, staff in home-based care reported significantly, less sufficient knowledge compared to staff in nursing homes. Obviously this information has relevance to clinical practice as lack of competence development may have significant negative implications for work satisfaction (Hasson and Arnetz, 2008).
The Centre for Innovation in Professional Health Education and Research (CIPHER) at The University of Sydney published an extensive literature review of current work-based assessment methodologies in 2007. This review examined: methods for work-based assessment of health professionals (pre- and post-qualification), dimensions of performance being assessed instrument quality (Whelan, 2009).. The review identified challenges and recommendations for educators and researchers alike. Work-based assessment methods reviewed included: 3600 assessment or multi-source feedback direct observation of procedural skills incognito standardised patients mini-Clinical Evaluation Exercise patient surveys assessment of competence of practicing nurses has been identified as crucially important in maintaining professional standards, 25 identifying areas for professional development and educational needs and ensuring that nurse competencies are put to the best possible use in patient care.23 In view of the holistic definition of competence, there is general agreement that competence assessment in nursing cannot solely be based on demonstration of theoretical content knowledge or technical skills but should also involve some inference about a candidate’s attitudes and practice (Whelan, 2009). The literature identifies a tension between academic award and a professional’s competence to practice.12 This tension is further complicated by the lack of consensus about what should be measured. It has been suggested that this lack of consensus raises the potential for confusion and repetition as nurses attempt to meet the requirements of a number of different systems.
The main focus of competence in nursing has primarily been in the area of the clinical practice setting. It is in this setting where there exists the highest risk of harm and/or poor patient outcomes that can be directly linked to nursing practice activities. The 2001 Institute of Medicine report, crossing the Quality Chasm: A New Health System for the 21st Century concluded that all health care professionals, in all disciplines, should receive specific education regarding patient-centered care. The training that these professionals receive should be on an interdisciplinary team, with emphasis on evidence-based practice, quality improvement approaches, and information. The IOM report compared competencies both within and across health professionals, which focused on the efforts of the American Board of Internal Medicine Foundation (ABIMF), (ABIMF, 2002) the American Association of Medical Colleges, (AAMC, 2001) and the Center for the Advancement of Pharmaceutical Education Advisory Panel on Educational Outcomes. Competence in nursing practice is complex and involves cognitive and kinesthetic aspects. It involves action and demonstration of both the physical and cognitive skills used by nurses in the practice environment. 
In 2004, the Citizen Advocacy Center (CAC) presented a road map for continued competence. This road map is a two-phased plan built upon the actions of conducting research, seeking regulatory mandates, using evidence based methods to demonstrate continuing competence, changing educational programs, and reforming continuing education program. In addition, the Pew foundation lists twenty-one competencies for future clinicians which organizations like the National League for Nursing Accreditation Commission (NLNAC) use (Verma, 2006). Example and sources such as these serve to establish a link between clinical competence and error in nursing and medical practice. Suffice it to say, competence does not exist in a vacuum. As the definition implies a type of action, so must it have the ability to be acted on. There are several factors that impact on competence, but some of the most prevalent that have been identified include: mentoring, system and environmental issues, ethics, and the evaluation of competence.

Mentorship is an extremely powerful tool that can help build competence, leadership skills, self-awareness and morale (Prevosto, 2001). The United States military has successfully used mentoring to promote competence for some time. Many business organizations have used mentoring as well to foster competence in the workplace (Phillips-Jones, 2004). In addition, Phillips-Jones (2004) notes that the strategy of using mentoring groups or circles can help mentees accomplish two tasks: set important development goals and build competence and character to reach those goals. Having a mentor and/or coaching a learner can lead to the development of competence and confidence in the learner’s own skills and abilities (Fumiano,2007). Strategies have been identified for mentoring in the field of education from the classroom to the online learning environment. Rayner, et. al. (2004) purport that coaching is an important skill to add to a leader’s repertoire of competence. Mentoring and the related topic of coaching in health care environments have been topics of research for some time. A study by Byrne and Keefe (2002) examined how mentoring can be used to build research competence in nursing in various professional and geographic settings. The researchers explored the databases, MEDLINE & CINAHL from 1990–2001, as well as personal reflections on mentoring and mentored experiences to study this phenomenon. Their results suggest that choices among mentoring models can be made in accordance with resources, priorities, and objectives congruent with a given nursing setting and time, but optimum scholarly productivity requires experts and sustained support. Competence, thus, can positively influenced by the use of a mentor or mentoring groups. Mentoring continues to be an effective educational strategy that develops and enhances competence.
Demand for nurses has exceeded supply in certain types of patient care specialties, such as critical care, cardiac, neonatal, and perioperative nursing (ANA, 2000). Indeed, demand has intensified for more baccalaureate-prepared nurses with skills in critical thinking, case management, and health promotion skills across a variety of inpatient and outpatient settings (Goode, et al., 2001). While there is a demand for more nurses, it is implied that the nurses be competent to practice. An essential aspect of nursing practice is the development and maintenance of competent. There are several factors that impact on competence, but some of the most prevalent that have been identified include: mentoring, system and environmental issues, ethics, and the evaluation of competence. 

The current health care system needs not only more practicing nurses but also competent practicing nurses. The American Nurses Association (ANA) through the American Nurses Credentialing Center (ANCC) established the Magnet Hospital Recognition Program to identify excellence in the provision of nursing services. An obvious correlation here is that competence is an integral part of excellent in nursing practice. The Magnet program recognized those health care institutions that acted as a “magnet” for professional nurses by creating a work environment that rewarded quality nursing services. The name of the program was changed in 1996 to the Magnet Nursing Services Recognition Program for Excellence in Nursing Services. Currently, the Magnet Nursing Services designation is bestowed for four years and the highest level of reward that can be accorded to organized nursing services in health care organizations (ANCC, 2001). Nurse scientists have continued to evaluate magnet hospitals. Recent studies have substantiated improved patient outcomes within organizational environments that support professional nursing practice. The Magnet Nursing Services designation remains a valid marker of excellence in nursing care (Aiken, Havens & Sloane, 2000). The American Association of Colleges of Nursing (AACN) Task Force on Hallmarks of the Professional Practice Setting (AACN White Paper, 2002) identified characteristics of the practice setting that best support professional nursing practice and allow baccalaureate and higher degree nurses to practice to their full potential. Examples of these hallmarks, which are present in health care systems, hospitals, organizations, or practice environments, include the following: manifest a philosophy of clinical care emphasizing quality, safety, interdisciplinary collaboration, continuity of care, and professional accountability; recognize contributions of nurses’ knowledge and expertise to clinical care quality and patient outcomes; empower nurses’ participation in clinical decision-making and organization of clinical care systems; maintain clinical advancement programs based on education, certification, and advanced preparation; and demonstrate professional development support for nurses. Thus, the environment in which one works as well as the type of organizational system in which one works and learns can affect the development of competence. This stems from the literature on education and the learning environment. It also translates the work of nurse researchers (Aiken, et.al.) who document the impact that the environment has on the satisfaction of nurses at work. Learning and competence, it seems, occur best in environments in which the employee, in this case the nurse, feels empowered and able to freely learn.
Ethics and competence involve two related aspects; first is the ethical nurse who practices competently and second, there is a component of being ethically competent. The development of ethical competence is of importance when it comes to being able to both reduce practice errors and retain nurses in health care. Ethics in peri-operative practice has become especially prominent as a focus on patient safety has come to the forefront. Peri-operative nurses have a tradition of promoting patient safety by intervening to minimize the risks related to surgical infection and injury (Beyea, 2002). The action of intervening in high-risk situations may be motivated by practice standards, professional duty, ethical values and beliefs. When surgical errors happen, there is the responsibility or duty to report the errors – and that is where the ethical imperative enters into nursing practice. Ethical practice is important to nursing as it underpins the fiber of the practice itself by providing an action guide for nurses. With the increased awareness of medical malpractice in general, and surgical or peri-operative errors in particular, it has become imperative for nurses to be able to speak out when errors, or the potential for errors, become evidenced. According to Hettiarchy (2001), “surgical errors often appear the worst…the end points in surgery are often more concrete and immediate than in medicine – survival or death, cure or failure.”
The American Nurses Association (ANA) Code of Ethics for Nurses with Interpretive Statements (2001) third provision asserts that the nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient. This relates to the ANA Code statement that “as an advocate for the patient, the nurse must be alert and take appropriate action regarding any instances of incompetent, unethical, illegal, or impaired practice...” (p.14).This provision specifically directs nurses to take some type of action to support the rights of their patients.
The concept of ethics as an action guide is inherent in nursing practice and nursing practice involves nurses having the power and knowledge to competently care for patients.
[bookmark: _Toc152614375]2.7: Conclusion
There are many models that can be used for continuous professional development. Nursing being more of hands on than knowledge based can benefit from nursing post qualification. Competence based training is training that focuses on the outcome rather than the knowledge check. This is a focus on skills transfer to learners and how learners apply the skills learnt and evaluation that narrows down to a declaration of competence or not competent. This is performance based. Performance is tied to outcomes. Performance is not judged on personal preferences or whims, but on objective outcomes tied to the organization’s needs in this case nursing care delivery (Ten and Scheel, 2007).Competence based training pits against the learner himself as opposed to normative training that focuses on knowledge gained and will normally pit the learner against fellow learners. However, even though this competency-based approach to education has been evident in nursing for the past 30 years, little consensus exists regarding the definition and application of competence in nursing (Trivett, 1975; Ewens, 1979; Mentkowski, et.al.,1982).Induction or orientation, peer review, demonstrations and task observation of critical procedures are but a few of the forms that competency based outcome can take. However, for post qualification competency based outcome to be implemented, there is need to train managers into trainer of trainers and moderator training so that the programme can be managed by qualified personnel. The ministry of health in collaboration with the GNC which is the regulatory body must on the other hand provide the curriculum. Post qualification competency based outcome can also provide evidence that can be used in cases where performance complaints against an individual or a group of nurses are raised by the public or community or the authority. It is also a way of rewarding nurses. 







[bookmark: _Toc152614376]CHAPTER THREE
[bookmark: _Toc152614377]RESEARCH METHODOLOGY
[bookmark: _Toc152614378]3.0: Overview
This chapter outlined the research design, the research setting, study population which included target population and accessible population. It described sample selection which comprised of inclusion and exclusion criteria, sample size, sampling procedure, research instruments, data analysis and ethical consideration.
[bookmark: _Toc152614379]3.1 Research Design
Kombo (2006) argues that a research design is the structure of a research. It is the “glue” that holds the elements of the research project together. This study adopted a mixed methods design known as embedded design. A mixed methods research design is a procedure of collecting, analyzing, and “mixing” both quantitative and qualitative research methods in a single study to deeply understand a research problem 
The embedded design (see fig 3.1) was dominated by the quantitative methods of data collection and analysis while qualitative techniques was also used but to a lesser extent. Quantitatively the researcher asked specific, narrow questions to collect quantifiable data from participants through the use of questionnaires. Quantitative methods enabled the researcher to conduct the inquiry in an unbiased and objective manner. Qualitatively the researcher relied on the views of participants; asked broad, general questions through interviews. Interviews enabled broader and deeper understanding of the issues under investigations.
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Figure 3.1: Embedded Design
Source: Creswell (2012)
[bookmark: _Toc530738750]
[bookmark: _Toc531004405][bookmark: _Toc152614380]3.2 Study Population
A population refers to a group of individuals, items or objects from which samples are taken for measurement (Kombo, 2005). Public hospitals in Mufulira have ward supervisors and nurses that form hospital care team. They have a nursing population of about 297 workforces. This investigation took place in an uncontrolled setting and at the same time a natural setting at public hospitals in Mufulira.
[bookmark: _Toc530738751][bookmark: _Toc531004406][bookmark: _Toc152614381]3.3 Study Sample
The sample size refers to the number of items to be selected from the population to constitute a sample. Kothari, (2004) postulates that the size of sample should neither be excessively large, nor too small. It should be optimum. An optimum sample is one which fulfills the requirements of efficiency, representativeness, reliability and flexibility. While deciding the size of sample, the researcher should determine the desired precision as well as an acceptable confidence level for the estimate. The size of population variance needs to be considered as in case of larger variance usually a bigger sample is needed. The size of population must be kept in view for this also limits the sample size. The parameters of interest in a research study must be kept in view, while deciding the size of the sample. Costs, too, dictate the size of sample that one can draw. As such, budgetary constraint must invariably be taken into consideration when deciding the sample size. Taking this argument into account, the population size and the nature of the study, only ward supervisors and nurses shall be considered.
 For quantitative data collection, the researcher will target a sample size of participants that would ascertain the ratio of the calculated sample size (n) to population size (N), that is when the ratio of  n/N (96.04/297) is 0.20 or greater, the finite population correction should be included using the formula below ( Basavanthappa, 2014). 
n1 = 
     Where:   n= sample size    N= total population      
1. Using this formulae the study sample at the public hospitals in Mufulira was calculated as follows:
· Total nurse population (N)   was = 297
i.e.   n   = 
=  96.36
= 97
[bookmark: _Toc152614382]3.3.1: Sample Size
The study intends to interact with a total of respondents from the sample as per calculation above. This sample size will allow the researcher meet the targeted population in view of available time.
[bookmark: _Toc152614383]3.3.2: Target Population
The target populations of this study were nursing services supervisors and nurses and midwives at public hospitals in Mufulira.
[bookmark: _Toc152614384]3.3.3: Sample Selection
Stratified random sampling was applied in this study because it involved subdividing groups or strata into categories of a characteristic and from where the stratum for nurses used proportionate stratified sampling where, the researcher identified the percentage of the population that which the stratum contained, for example 40% Registered nurses, 20% enrolled nurses, 10% Certified midwives, 10% enrolled midwives and 20% registered midwives. This enhanced the representativeness of the sample by giving proper representation to all the subgroups in the population and was easy to carry out. Stratification was useful because different methods of data collection were used for instance interviews, questionnaires and field observation (Basavanthappa, 2014). For supervisors, all were interviewed because they were less than 30 in total. These subjects under study were employees of the Ministry of Health working in public hospitals in Mufulira.
[bookmark: _Toc152614385]3.3.4: Inclusion Criteria	
The study shall included nursing services supervisors and nurses and midwives during data collection period.
[bookmark: _Toc152614386]3.3.5: Exclusion Criteria
The study did not include student nurses, nurse tutors and clinical instructors working in public hospitals in Mufulira on the fact that the study was focused on Post Qualification Competency Based Outcome.
[bookmark: _Toc464579976][bookmark: _Toc530738752][bookmark: _Toc531004407][bookmark: _Toc152614387]3.4: Sampling techniques
The researcher used stratified specific sampling technique to select participants for questionnaires.  This was done by categorizing supervisors and nurses by job description. Kothari (2004) argues that stratified sampling is applied if the population from which a sample is to be drawn does not constitute a homogeneous group, so as to obtain a representative sample. In this technique, the population is stratified into a number of non-overlapping subpopulations or strata and sample items are selected from each stratum. Kothari (2004) continues that if the items selected from each stratum are based on simple random sampling in the entire procedure, that is starting first with stratification and then simple random sampling, it is known as stratified random sampling.   
On the other hand respondents for the interviews were purposively sampled using maximum variation purposive sampling. Kombo and Tromp (2006) suggest that in purposive sampling the researcher targets a group of people believed to be reliable for the study. Maximum variation sampling aimed at capturing the central themes that cut across participants’ variation.  
[bookmark: _Toc464579977][bookmark: _Toc530738753][bookmark: _Toc531004408][bookmark: _Toc152614388]3.5 Data Collection Methods
[bookmark: _Toc464579978][bookmark: _Toc530738754][bookmark: _Toc531004409][bookmark: _Toc152614389]3.5.1 Questionnaires
In order to gather quantitative data from supervisors and nurses the researcher used questionnaires. Kombo and Tromp (2006) define a questionnaire as a research instrument that gathers data over a large sample. Questionnaires uphold confidentiality and serve on time.  The questionnaires consisted closed positive questions. Closed questions are less time consuming for respondents and help the researcher to code information quickly. 
[bookmark: _Toc464579979][bookmark: _Toc530738755][bookmark: _Toc531004410][bookmark: _Toc152614390]3.5.2 Interviews

For the collection of qualitative data, interviews were conducted with the selected ward nurse supervisors. An interview is an interaction between the researcher and the respondents in which both participants create and construct the narrative versions of the social world (Silverman 2004).
The researcher used semi-structured interviews. These were based on the use of interview guide. The method was advantageous because it allowed direct questions to respondents about their activities. In other words, it allowed the researcher to gather subjective opinion as well as factual information. This was because during the interview, the researcher and respondents were both present when the questions being asked and answered (Saunders, Lewis and Thornhill, 2009). One on one interview using a semi-structured interview schedule was used as a technique for collecting data.The purpose of a semi-structured is to understand the participant’s complete and detailed understanding of the topic. Semi-structured interviews are opted for because of their flexibility in that they shall allow more specific issues to be addressed, will elicit interpretations from the respondents, follow-up on interesting points  will make probing where necessary. The interview guide shall also help the researcher to be more systematic and to keep track with the objectives of the study.
The interviews were conducted in May, 2018. The interviewer introduced herself to the respondent and explained the purpose of the study. Respondents shall be assured of privacy and confidentiality. Anonymity shall be maintained by use of serial numbers on the interview schedule and sheet instead of names so that there is no form of identity for the respondents.
Clarifications were provided where necessary and the respondents were encouraged to ask questions. At the end of the interview, the interviewer thanked the respondents for their time and participation.
[bookmark: _Toc464579980][bookmark: _Toc530738756][bookmark: _Toc531004411][bookmark: _Toc152614391]3.5.3 Field Observation
[[
Observation is a somewhat neglected aspect of research. Yet, it can be rewarding and enlightening to pursue and, what is more, can add considerably to the richness of the research data (Saunders, Lewis and Thornhill, 2009: 319). Physical visits will be made to the public hospitals in Mufulira and portfolio of evidence checked and verified. This method was used to supplement information gathered through questionnaires and interviews on the existence of Education Management System and its implementation. The researcher used this method to get first-hand information on how different aspects of Competency based training where being implemented on the ground.
[bookmark: _Toc464579982][bookmark: _Toc530738757][bookmark: _Toc531004412][bookmark: _Toc152614392]3.6 Data collection procedure and Time

[bookmark: _Toc530738758][bookmark: _Toc531004413]Before embarking on data collection, permission was sought in advance from the relevant authorities to access and conduct research at the study sites. The researcher also carried an official introductory letter from the Directorate of Research and Graduate Studies (DRGS) at University of Zambia (UNZA) for identification purposes. In line with the research, objectives questionnaires and interview guides were developed.
[bookmark: _Toc530738759][bookmark: _Toc531004414]The researcher analyzed the instruments in consultation with the supervisor. Thereafter, the questionnaires were pilot tested at a public clinic (Health Centre) which had the same setting as hospital wards with similar organizational structures and infrastructure though a smaller establishment. The instruments were later refined depending on the responses obtained. If not in line with research objectives the instruments were amended for the actual research data collection. Dates for interviews were pre-arranged with all the participants involved. The field data collection was done within a period of one month in May 2018.
[bookmark: _Toc464579983][bookmark: _Toc530738760][bookmark: _Toc531004415][bookmark: _Toc152614393]3.7   Data Analysis Instruments and Procedure

Data analysis is the process of bringing order, structure and meaning to the mass collected data (Kombo and Tromp, 2006).The researcher used both qualitative and quantitative methods of data analysis. After data collection, the data was all firstly edited. Editing of data is a process of examining the collected raw data to detect errors and omissions and to correct these when possible. As a matter of fact, editing involves a careful scrutiny of the completed questionnaires and or schedules (Kothari 2004: 122). The descriptive statistics were generated in form of frequency tables and bar graphs.  Qualitative data from semi-structured interviews were transcribed from audio recordings into text. Thematic analysis was further used where themes were drawn from the interviews in line with the research objectives and research questions. Some responses were also isolated and used as original quotes for verbatim to highlight important findings of the study.
[bookmark: _Toc152614394]3.8: Validity
In this study, validity was upheld in that the same questions were asked to each respondent in the same way. The semi-structured interview schedule was also clearly constructed to avoid ambiguity.
In addition, the research supervisor and statistician were also involved in the formation of research instruments.
[bookmark: _Toc152614395]3.9: Reliability
Reliability was censured by conducting a pilot study on a public Health clinic in Mufulira before the main study to pre-test the research instrument. The research instrument was reviewed by the supervisor and the statistician before declaring ready for use.


[bookmark: _Toc152614396]3.10: Data Analysis and Presentation of Findings
After data collection, the interview schedules were sorted out according to how questions were being answered. The data was entered on to the data master sheet to allow for easier analysis. This assisted in the full understanding of the data collected and familiarization with a method that could be used anywhere. Frequency tables cross tabulations and numerical descriptions were done to make the data more meaningful.
[bookmark: _Toc152614397]3.11: Dissemination of Findings
A copy of the research report was availed to the Medical Superintendents of the public Hospitals in Mufulira. Sessional meetings with administrators, Supervisors and nurses in order to disseminate information to the public hospitals to make them aware of the results of the study were done within their setting.
[bookmark: _Toc152614398]3:12: Ethical Consideration
Before going for data collection, ethical approval was obtained from University of Zambia Education Committee (UNZAEC). Clearance was obtained from the research supervisor as well as from the Coordinator of the program at Institute of Distance Education (IDE). 
Furthermore, permission was obtained from the Medical Superintendent and District Health Director before commencing data collection from the public hospitals with purpose of the study being clearly defined as purely academic. In addition, written consent was obtained from each respondent, before going ahead to collect data.The nature and purpose of study was explained to the respondents, so that they could make informed decisions. They were informed that they had a right to participate or withdraw from the study without receiving any penalty.
In addition, the privacy of the participants were respected and protected. 
[bookmark: _Toc152614399]3.13: Pilot Study
The pilot study was conducted at public health clinic in Mufulira because of the similarities of setting and environment and the smaller size of staff establishment. This validated the data collection tool before it was used at the public hospitals. The samples obtained helped to assess the appropriateness and clarity of the questions as well as test the feasibility, validity and reliability of the interview schedule and questionnaire.
[bookmark: _Toc464579985][bookmark: _Toc530738761][bookmark: _Toc531004416][bookmark: _Toc152614400]3.14 Summary of the Chapter
[
 The chapter presented the methodology implored by the researcher. The study adopted a mixed methods design known as an embedded design with a study sample consisting of XXX respondents. Quantitative data collection instruments was used to collect data from ward supervisors and nurses with selected supervisors and nurses being engaged in qualitative data collection by the use of interviews at public hospitals in Mufulira. Observations and document analysis was used and done to consolidate both quantitative and qualitative data.
Purposive sampling was used to select the respondents for interviews while stratified random sampling was used to select participants. Questionnaire data was analyzed using SPPS and interviews were analyzed thematically. Validity and Reliability were ensured by triangulation, result verification with participants and pilot study. 










[bookmark: _Toc152614401]CHAPTER FOUR
[bookmark: _Toc152614402]DATA ANALYSIS AND PRESENTATION OF FINDINGS

[bookmark: _Toc152614403]4.0:  Overview
This chapter presents the research findings according to objectives. The objectives of the study were to examine the post qualification training programs and initiatives that were aimed at enhancing achievement of competency based outcome, the monitoring system that was used to ensure achievement of adherence to post qualification competencies and established factors influencing the application of nursing competencies. 

[bookmark: _Toc152614404]4.1 Data analysis and presentations
After data collection, it was classified, summarized and presented using frequency tables and graphs respectively. Data was collected from nurse supervisors and nurses from various wards.
[bookmark: _Toc152614405]4.1.1: Programs and initiatives aimed at achieving competency
By definition, a program is a planned series of events, a performance or a booklet telling you what events to expect as part of a series of events while an initiative is the ability to begin or to follow through energetically with a plan or task (Miffin, 2010). The study found that they were two programs namely induction and orientation and the initiatives being task observation and peer support. The reason why programs and initiatives were grouped together was because both are sources of acquisition of nurse competencies. The main source of acquisition of competency is orientation as can be seen in table 4.1 below.




Table: 4.1. Programs and Initiatives aimed at improving competency by all nurse respondents
	
No
	
Type of Programme and Initiative
	
No of nurses  who have been exposed to each programme out of 100
	
Percent of total nurses

	
1.
	
Induction
	                          
                          41
	      
       41


	
2.
	
Orientation
	                          
                          75
	     
       75


	
3.
	
Task Observation
	                          
                          40
	     
       40


	
4.
	
Peer Support
	                          
                          33
	      
       33



 
Table 4.1 shows the frequency on programs and initiatives aimed at improving competency by nurse respondents. Out of 100 nurses, only 41% had been exposed to induction while 75% to oriented, 40% had task observation done and only 31% received peer support.





Table: 4.2. Programs and Initiatives aimed at improving competency as cited by nurses.
The study found that of the programs and initiatives conducted; only orientation was utilized as can be seen by a representation of 76% of the 80 nurse respondents.

	
No
	
Type of Programme and Initiative
	
No of nurses  who have undergone each programme out of 80
	
Percent of total nurses


	
1.
	
Induction
	                          
                          29
	       
       36


	
2.
	
Orientation
	                          
                          61 
	       
       76


	
3.
	
Task Observation
	                         
                          30
	       
      38


	
4.
	
Peer Support
	                          
                          25
	       
      31




Table 4.2 shows the frequency on programs and initiatives aimed at improving competency by nurses. Out of 80 nurses, only 36% had undergone through induction while 76% had been oriented, 38% had task observation done and only 31% received peer support.



Table: 4.3. Programs and Initiatives improving competency as cited by nurse supervisors
The study found that of the programs and initiatives conducted, only orientation was utilized as can be seen by a representation of 70% of the 20 nurse supervisors.

	
No
	
Type of Programme and Initiative
	
No of nurse supervisors who have conducted each programme out of 20
	
Percent of total nurses

	
1.
	
Induction
	                             
                             12
	        
        60


	
2.
	
Orientation
	                             
                             14
	        
        70

	
3.
	
Task Observation
	                            
                             10
	        
        50


	
4.
	
Peer Support
	                            
                            08
	       
       40



Table 4.3 shows the frequency on programs and initiatives aimed at improving competency by nurse supervisors. Out of 20 nurses, 60% had conducted induction while 70% had done orientation, 50% had done task observation and only 40% received peer support.





[bookmark: _Toc152614406]4:1.2: Monitoring Systems used to ensure achievement of adherence to post qualification competencies as cited by all nurse respondents (n = 100)
The study found that they were five forms of monitoring the adherence of nurses to post qualification competencies. These forms are task demonstration, task observation, task guidance, peer observation and record keeping. In order to determine the monitoring system, respondents were asked questions which led to the discovery of peer observation being well embraced as can be seen by a good representation of 66% of respondents saying yes as to being exposed to peer observation. Peer observation was the main source of monitoring competency can be seen in figure 4.1 below.


Figure:4.1 indicates that out of 100 respondents only 37% exposed to demonstration of critical tasks while those exposed to task observation were 36% , task guidance exposure was at 38% with peer observation exposure being at 66% and recording keeping only 33% were exposed. 
The study found that of the five forms of monitoring the adherence of nurses to post qualification competencies, the nurses answered that the peer observation was the form that was mostly used to monitor adherence as can be seen by the 60% representation. Peer observation was the main source of monitoring competency can be seen in figure 4.2 below.


Figure: 4.2. Monitoring Systems (Nurses: n = 80)
Figure 4.2 indicates that out of 80 nurses only 39% were demonstrated to by their supervisors while those observed were 36% and those given guidance were only 37%. Nurses who were observed by colleagues on critical tasks and procedures were 75% while those keeping record of tasks and procedures observed were only 32%.
The study found that of the five forms of monitoring the adherence of nurses to post qualification competencies, the nurse supervisors answered that giving guidance was more often done as the form for monitoring subordinates for adherence as can be seen by the 40% representation in figure 4.3 below.


Figure: 4.3. Monitoring Systems (Nurse Supervisors: n = 20)
Figure 4.2 indicates that out of 20 nurse supervisors only 25% demonstrated critical tasks to nurses while those who observed nurses perform tasks were 35% and those who gave guidance were only 40%. Nurse supervisors who were observed and recommended by colleagues on critical tasks and procedures were 30% while those keeping record of tasks and procedures as evidence of portfolio were only 35% and those using a measuring tool were just 20%.
[bookmark: _Toc152614407]4.1.3 Measuring Tools used in the Monitoring to ensure achievement of adherence to post qualification competencies as cited by all nurse respondents (n = 100)
A measuring tool is an instrument used to aid in the assessment or evaluation of subjects, clients or patients. It’s an instrument used to collect data on a variety of variables ranging from physical functioning to psychosocial well being. In this study measuring tools were supposed to measure nurses competences.


Figure: 4.4. Measuring Tools used in the Monitoring System as cited by all nurse respondents
Figure 4.2 indicates that out of 100 nurse respondents only 22% said “Yes” to using measuring tools, 60% said “No” while 18% had no response.


[bookmark: _Toc152614408]4.1.4: Factors influencing the application of Nursing Competencies
The study found that they factors influencing the application of nursing competencies such as unconducive environment, lack of use of competency based outcome to make improvement, awarding system not based on performance, poor feedback system and non use of appraisals to improve based on competency based outcome as can be seen in table 4.4 below.

Table: 4.4. Factors influencing the application of Nursing Competencies as cited by nurses
	
No
	
Factors
	
No of nurses agreeing out of 80
	
Percent of total nurses

	
1.
	
Conducive Environment

	                     
                       27
	                
                 33

	
2.
	
Use of competency based outcome to improve
	                       
                       47
	                
                 59

	
3.
	
Award based on performance
	                       
                       21
	                 
                 26

	
4.
	
Improvement based on feedback
	                       
                       43
	                
                 53

	
5.
	
Competency based outcome informs appraisals
	                       
                       26
	                 
                 32



Table 4.4 shows the frequency on factors influencing the application of nursing competencies by nurse. Out of 80 nurses, only 33%agreed having a conducive environment for implementation of competency based, 59% agreed to using competency based outcome to identify areas for improvement while only 26% said they were awarded based on task and procedure performance,53%agreed that they worked on highlighted areas for improvement and just 32%agreed that they were appraised and recommended for training based on outcome.
The study found that they factors influencing the application of nursing competencies such as use of competency based outcome to monitor progression of staff nurses, use of competency based outcome to reward, encourage improvement on highlighted areas and appraise nurses periodically. Supervisors encouraging improvement on highlighted areas was a factor influencing positively on the application of nursing competencies as can be seen in table 4.5 below.
Table: 4.5. Factors influencing the application of Nursing Competencies as cited by nurse supervisors.
	
No
	
Factors
	No of supervisors agreeing out      of 20
	Percent of total nurses

	
1.
	
Using competency based outcome to monitor progression
	
                     5
	
                 25

	
2.
	
Using competency based outcome to reward
	
                      9
	
                 45

	
3.
	
Encourage improvement on highlighted areas
	
                     19
	
                 95

	
4.
	
Appraise nurses periodically
	                    
                     11
	                 
                 55




Table 4.4 shows the frequency on factors influencing the application of nursing competencies by nurse supervisors. Out of 20 nurses, only 25%used competency based outcome to monitor progression of staff, 45% said they were using competency based outcome to award, 95% agreed that they encouraged improvement on highlighted areas and 55% agreed that they appraised and recommended for training based on outcome.

[bookmark: _Toc152614409]4.2: Summary of the Chapter
This chapter looked data analysis and research findings according to objectives. The objectives of the study were to examine the post qualification training programs and initiatives that were aimed at enhancing achievement of competency based outcome, the monitoring system that was used to ensure achievement of adherence to post qualification competencies and established factors influencing the application of nursing competencies. The study found that they were two programs namely induction and orientation and the initiatives being task observation and peer support. The reason why programs and initiatives were grouped together was because both are sources of acquisition of nurse competencies. The main source of acquisition of competency was orientation. The study found that the monitoring system looked at five forms of monitoring the adherence of nurses to post qualification competencies. These forms are task demonstration, task observation, task guidance, peer observation and record keeping. In order to determine the monitoring system, respondents were asked questions which led to the discovery of peer observation being well embraced as can be seen by a good representation of 66% of respondents saying yes as to being exposed to peer observation. Peer observation was the main source of monitoring competency. The study found that they factors influencing the application of nursing competencies such as use of competency based outcome to monitor progression of staff nurses, use of competency based outcome to reward, encourage improvement on highlighted areas and appraise nurses periodically. Supervisors encouraging improvement on highlighted areas was a factor influencing positively on the application of nursing competencies.


CHAPTER FIVE
DISCUSSION OF FINDINGS
[bookmark: _Toc152614410]5.0: Overview
This study aimed at examining the post qualification training programs and initiatives which are aimed at achieving competency based outcome. It examined monitoring systems used to achieve adherence to post qualification competencies, established factors influencing the application of nursing competencies and explored the strategies that could enhance the nursing education management. The study was undertaken because of the continued outcry by the public of compromised quality nursing care being provided despite the General Nursing Council of Zambia (2011) insisting on standard procedures and best operating practices which are enforced through programs and initiatives such as induction (Procedures and tasks in the work place), orientation (Geographical realignment for smooth operations), supervisor task observation and peer support for qualified nurses and midwives. It also looked at monitoring systems in place such as supervisor demonstrations of procedures of identified work place critical tasks, supervisor and peer observations of nurses and midwives performing critical tasks and procedures, supervisor guidance of nurses and midwives, record keeping of tasks and procedures observed and use of competency measuring tool. This study was done with a view to ensuring that nurses and midwives had peer and supervisory system that ensured necessary competencies to provide quality health care to clients and communities were improving continually. The study looked at 100 respondents, of which 80 were general nurses and midwives while 20 were nurse supervisors.

[bookmark: _Toc152614411]5.1: Programmes and initiatives
The programmes and initiatives which were considered included induction, orientation, task observation and peer support. Out of 80 nurse respondents according to table 4.1, only 36% had gone through induction, 76% said they were oriented and 38% had task observation done on them while only 31% received peer support. From the above it is clear that other than orientation which seemed to be done at every occasion a new staff was deployed to a ward (workplace) or whenever there was a rotation of nurses, there is little that is being done to ensure that the stated programs as well as initiatives are being implemented to ensure provision of quality nursing care. Ten and Scheel,( 2007) could not agree more to the above assertion when they said: “Performance is not judged on personal preferences or whims, but on objective outcomes tied to the organization’s needs in this case nursing care delivery.”
According to Table 4.2, out of the 20 nurse supervisors interviewed, 60% do conduct induction to their subordinates while 70% conduct orientation, 50% do task observations and only 40% received peer support. Nurse supervisor responses on orientation tally with that of nurses but responses on induction, task observations and peer support were at variance with that of nurses. This could have been because nurse supervisors were defending their positions or worse still did not understand the difference between induction and orientation. Field observations revealed that what was being referred to induction in some cases did not introduce the new nurse to ward or work place procedures and tasks thereby did not play apart in improving competence development and enhancement. These findings are similar to findings of a study that was done in the U.S.A by Schroeter (2008) who revealed that a series of national commissions had documented significant problems related to safety and quality in the U.S. health care system and further reported that in light of these problems, reports from multiple national committees concluded that if health care was to improve, providers needed to be prepared with a different set of competencies than are developed in educational programs today and also suggested that addressing these challenges would mean preparing nurses with the competencies necessary to continuously improve the quality and safety of the health care systems in which they work.
[bookmark: _Toc152614412]5.2: Monitoring Systems
The monitoring system that was considered in the study included looking at whether nurse supervisors demonstrated procedures to nurses, whether nurses were observed by supervisors as they were doing procedures, whether guidance from supervisor was given as procedures were done and whether peer observations were being done. Considered also was keeping of records following the observations and use of a measuring tool (with tested validity and reliability) during observations.  Figure 4.1 indicates that out of 80 nurse respondents, only 39% indicated that their supervisors were observing them with 37% showing that they were getting supervisor guidance. Nurses who were observed by colleagues on critical tasks and procedures were 75% while those indicating that they were keeping record of tasks and procedures observed by both supervisors and colleagues were only 32%.  However, only 22% of nurse respondents agreed that a standard measuring tool was being used when observations are done. These findings show how little is being done to ensure post qualification competency is improved through skills capacity building. A field observation indicated that there is no standard nor work place devised measuring tools and therefore those nurses indicating that they were keeping records referred to hand written notes which were not produced. Statistics in Figure 4.3 showing supervisor responses on monitoring systems are in agreement with the above as out of 20 interviewed 25% indicates that they demonstrated critical tasks to nurses to their subordinates while 35% observed nurses perform tasks with 40% indicating giving guidance. Only 30% Nurse indicated that they were being observed and getting recommendations from fellow supervisors when demonstrating critical tasks and procedures to subordinates. The percentage of supervisors keeping record of tasks and procedures as evidence of portfolio stood at 35 with 20 indicating that they were using a measuring tool. As indicated earlier field observation did not find evidence of such an instrument and records. However, evidence based, up to date knowledge, a variety of teaching and learning methods that foster creativity and innovation of nursing practice and health care environment are encouraged (WHO, 2016). Mukwato, et al.,( 2013) also said that nurse educators should demonstrate willingness to participate in professional development activities so as to increase performance effectiveness, adhere to professional codes of ethical practice, desire to provide high quality standard care and demonstrate belief in the value of life-long learning as well as ensure nurse to be and those already practicing provide safe, competent and effective nursing care to patients in different settings. WHO (2016) also agrees with this assertion when it confirms that: The World Health Organization has developed these Nurse Educator Core Competencies to enable educators to effectively contribute to the attainment of high quality education, and the production of effective, efficient and skilled nurses who are able to respond to the health needs of the populations they serve. This will enable the attainment of objective one and two of the Global strategy on human resources for health: Workforce 2030 and is also a priority in the updated Global strategic directions on nursing and midwifery 2016-2020.
This is a clear indication that there is no proper monitoring system in place and as such compromise the quality of nursing care being given.
[bookmark: _Toc152614413]5.3: Factors Influencing the Application of Nursing Competencies
The study looked at factors that could be influencing the post qualification competency training of nurses and considered were working environment and its conduciveness to the implementation of competency based training and competency outcome. It also identified areas that needed improvement among them the awarding system (promotions, transfers, Labour Day awards) in place. Also considered was feedback method for nurse continual improvement in the absence of competency based outcome system and checked the linkages to civil service annual appraisal system (APAS).
Table 4.3which show the frequency on factors influencing the application of nursing competencies by nurse. Out of 80 nurses, only 33% agreed to have a conducive environment for implementation of post qualification nurse competency based training. The work environment is impacting negatively on the implementation of post qualification competency based training as most time there is no equipment, materials and apparatus for standard procedure performance. One nurse supervisor interviewed said that it was difficult for nurses to work effectively because there are no materials and equipment to use and this hinders on upholding good standards. Quality is compromised. 59% however agreed to using competency based outcome to identify areas for improvement with a decrease to 53% agreeing that they worked on highlighted areas for improvement an assertion the field observation dispelled on the basis that there is no measuring instrument that can be referred to in order to measure needs gap or indeed do an analysis and only 32% indicated that they were appraised and recommended for training based on outcome using APAS. These appraisals are new and annual and mostly misunderstood by both the appraiser and appraisee and are rather subjective than objective. This is in agreement with Schroeter (2008) who revealed that: “A series of national commissions have documented significant problems related to safety and quality in the U.S. health care system (Kohn, et.al, 2000)” and further reports that in light of these problems, reports from multiple national committees concluded that if health care is to improve, providers need to be prepared with a different set of competencies than are developed in educational programs today hence the need to be proactive and come up with trainings that will bring about change in the performance of task as skill will be acquired.
Field observation also discovered that sporadic numbers of nurses are trained as trainer of trainers in specific competencies such as “Baby Bath, HIV/AIDS and Tuberculosis (TB) drugs administration, nutrition etc.) that target the community volunteers and not peer support or nursing supervision.  
On awards, only 26% showed that they were awarded based on task and procedure performance. As earlier alluded to, without records of performance, awards in terms of promotions are based on service rather than performance and Labour Day awards based on round robin basis. Table 4.4 on the other hand which shows the frequency on factors influencing the application of nursing competencies by nurse supervisors is in support when it indicates that out of 20 nurse supervisor, only 25% used competency based outcome to monitor progression of staff. With a rise to 45% saying they were using competency based outcome to award their subordinates, 95% agreed that they encouraged improvement on highlighted areas and 55% agreed that they appraised and recommended for training based outcome. Although almost all nurse supervisors agreed that they were encouraging improvement of their nurses on the highlighted areas, there was no evidence of portfolio to show that it was actually happening. One supervisor interviewed lamented that “there is no much time for feedback to nurses because of shortage of staff. Most of the time it’s working through out”.
One nurse supervisor commented “We do not make such record anywhere but just discuss with nurses.”
One nurse supervisor commented “Lack of equipment makes it difficult to carry out procedures.” Another nurse supervisor commented “We do not have enough room to operate from.”
It is in this regard that indeed there are factors that are impacting negatively on the implementation of competencies acquired as they seem to be factors like unconducive environment hindering with the provision of quality care.
[bookmark: _Toc152614414]5.4 Summary of the Chapter
The chapter looked at Programs and initiatives that are used to implement competency based outcome in the public hospitals in Mufulira and also studied the Monitoring Systems in place to assure successful implementation. It also looked at Factors Influencing the Application of Nursing Competencies It has also shown that nurses’ promotions and other rewards and awards are not based on performance rather on number of service with first come first promoted theory and awards given on rotational basis instead of performance. It further established that the recently introduced annual performance appraisal system (APAS) has no accurate input of competency based outcome since they were no portfolio of evidence found among supervisors and nurses respectively.


















CHAPTER SIX
 SUMMARY, CONCLUSION AND RECOMMENDATIONS 

[bookmark: _Toc152614415]6.0. Summary
The report presented the background information, statement of the problem, problem analysis, theoretical framework and research questions to Nursing Educational Management and Post Qualification Competency Based Outcome in Public Hospitals in Mufulira District. It also presented research objectives, conceptual framework and operational definitions and literature review of similar works. The study was undertaken following public outcry of nurses’ questionable competency and performance that has resulted in some cases nurses being harassed by the public. The study took the angle of examining post qualification training programs or initiatives that are aimed at enhancing achievement of competency based outcome, the monitoring system that are used to ensure achievement of adherence to post qualification competencies, and establishing  factors influencing the application of nursing competencies and exploring strategies that can enhance the nursing education management. A total of 100, broken down as 20 nurse supervisors and 80 nurses and midwives responded.
The study reviewed literature to ensure familiarization with practical and theoretical issues relating to the problems, generate ideas and focus on the research topic. The research also helped develop appropriate research questions, confirm what was already known about the topic and compare findings with early research done on the topic to avoid duplication of work. 
The study used a quantitative and qualitative embedded research method. Quantitative was major while qualitative was supportive. The study used a random stratified sampling because it looked at two categories (supervisors and nurses). It involved the use of questionnaires, recorded interviews and field observation methods of data collection. Data collected was analyzed using frequency tables and graphs. Frequency tables and graphs were generated and findings presented according to research questions. The research questions included: 
· Do Post Qualification Training programmes or initiatives aim at achieving competency based outcome? 
· Do monitoring systems used ensure achievement of adherence to post qualification competencies?
· What factors influence the application of nursing competencies?
Numerical descriptions were done to make data meaningful.
The study discussed the implementation of programs and initiatives aimed at enhancing nurse post qualification competency, existing monitoring systems, factors influencing the implementation of post qualification competency based training and explored strategies that can enhance post qualification management of competency based training. The study concluded that although programs such as induction and orientation are being conducted, the understanding of these programs by both supervisors and nurses does not relate to competency based outcomes. Initiatives such as peer support and task observation are not being done as there is no portfolio of evidence that they are taking place. On monitoring, the study concluded that there is no monitoring system in place because of the absence of standard measuring tools. Unconducive environment due to lack of standard tools and equipment, promotions and awards not based performance are discouraging implementation of competency based training. The study however, established that there has been recently introduced an annual performance appraisal system (APAS) that is currently highly subjective due to misunderstanding of the system by the supervisors and nurses.  The study also concluded the following: the award system, transfers, training, and trainer of trainers and how recommendations are addressed were based on performance, the post qualification competency outcome would be self-driven.
[bookmark: _Toc152614416]6.1 Conclusion
The study has established that there are no mechanisms for nurse post qualification competency based training in place and where programs and initiatives sure as induction and orientation are being conducted, they are misunderstood and are only being used for geographical orientation and smooth running of the ward. While standard procedures are in place, measuring tools are absent. There is no evidence of supervisor observing task being performed and supervisor giving feedback to the nurse with the view to improve. The assumption is that once a nurse always a nurse. It has further established that nurses are dimmed competent upon college or university qualification and is assumed that their competency will keep improving over the years without any monitoring system in place. This is perpetuated by promotions and awards based on service rather performance. This is against Blooms Taxonomy Theory that argues that learning occurs after exposure to specific stimuli (procedures and tasks). Blooms Taxonomy further espouses that competence can be deliberately developed by a deliberate designed programme that when well monitored can bring about desired change that can be observed through changes in behaviour in the learners (Draper, 2013). Desired changes in behaviour (performing of a skill) can only take place through a well-planned education system (curriculum). 
[bookmark: _Toc152614417]6.2 Recommendations
· Programs and initiatives must be used for the intended purposes for example orientation must be used to orient new staff to the ward while induction should be used for introducing new staff to the critical tasks in the ward. Supervisors must make time for peer evaluation and support which is one of the best forms of learning. Supervisors must make time for observing nurses performing critical tasks and procedures.
· Supervisors should ensure available monitoring systems such as demonstration of critical tasks and procedures, provision of guidance with the view to improve, documented feedback system, record keeping and standard measuring tools are being used to develop nurse competency.
· Supervisors must ensure factors that promote post qualification competency such as promotions, training recommendations, awards and rewards are performance based.
· The following strategies such as record keeping, supervisor training that encompass trainer of trainers (competency based outcome), mentoring, development of measuring tools and feedback sessions should be implemented.

[bookmark: _Toc152614418]6.3 Limitation of the study
The study concentrated on post qualification competency based outcome and therefore did not look into knowledge based. There are three hospitals in Mufulira but only two are public and the study focused on public hospitals. 
[bookmark: _Toc152614419]6.4. Suggestions for Possible Future Research
Therefore suggest that other scholars can do a comparative study of post qualification competency based outcome between the private and public hospitals in Mufulira. The study also suggests that other scholars should concentrate on continuous professional development which also encompasses knowledge based outcome.  
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[bookmark: _Toc152614421]APPENDICES:
[bookmark: _Toc152614422]APENDIX I: QUESTIONNAIRE FOR WARD SUPERVISORS 
Implementation of Post Qualification Competency Based training
The Government of the Republic of Zambia through a Ministry of Health in collaboration with General Nursing Council of Zambia upon realization that nurses and midwives need to continue improving in their profession proficiency recommended Post Qualification Competency Based Training through a Ministry of Health Strategic Plan.  This announcement needed to be followed by implementation of the program by supervisors on the wards.
Below are a series of questions regarding the implementation of the program in terms of ward Organizational structures and their responsiveness to Competency Based Outcome Post Qualification. 
Please read each statement and carefully circle the number that suits your opinion.
1 = No,   2 = Yes, 3 = No Response.

	
	Statements on post qualification training programmes or initiatives aimed at achieving competency based outcome
	No
	Yes
	NR

	1.
	As a supervisor you are responsible for Continuous Professional Development of your staff. 
	1
	2
	3

	2.
	As a supervisor you ensure newly employed staff is inducted
	1
	2
	3

	3.
	As a supervisor you ensure redeployed staff are oriented to the ward
	1
	2
	3

	4.
	As a supervisor you allow time for your staff to have peer reviews of individual performance
	1
	2
	3

	5.
	As a supervisor you have a tool that you use to measure competency based outcome
	1
	2
	3

	6.
	As a supervisor you are trained to identify and prioritize tasks and procedures to observe
	1
	2
	3

	7.
	As a supervisor you are trained to plan and address the identified needs of your staff
	1
	2
	3

	8.
	As a supervisor you are trained to coach, mentor and inspire your staff
	1
	2
	3

	9.
	As a supervisor you are trained to link the identified needs of your staff with other training providers
	1
	2
	3

	10
	As a supervisor you get the consent of of your subodinates after feedback
	1
	2
	3

	
	Statements on monitoring systems used to ensure achievement of adherence to post qualification competencies
	
	
	

	1.
	As a supervisor you periodically use a tool to measure competency based outcome
	1
	2
	3

	2.
	As a supervisor you observe you staff performing procedures and tasks and give feedback to individuals
	1
	2
	3

	3.
	As a supervisor you have identified critical tasks and procedures which you have planned to observe staff performing
	1
	2
	3

	4.
	As a supervisor you observe your staff performing critical task
	1
	2
	3

	5.
	As a supervisor you keep records as evidence of portfolio for Competency Based Training you conduct
	1
	2
	3

	6.
	As a supervisor you follow up nurses on areas you identified for improvement
	1
	2
	3

	7.
	As a supervisor your task observation and recommendations are moderated by others
	1
	2
	3

	
	Statements on factors influencing the application of nursing competencies.
	
	
	

	1.
	As a supervisor you are using competency based outcome to monitor progression of staff.
	1
	2
	3

	2.
	As a supervisor you use Competency Based Outcome  for rewarding staff
	1
	2
	3

	3.
	As a supervisor you encourage improvement on highlighted areas.
	1
	2
	3

	4.
	As a supervisor you appraise your staff periodically and use outcome to recommend training 
	1
	2
	3







THANK YOU FOR YOUR RESPONSES





[bookmark: _Toc152614423]APPENDIX II:  QUESTIONNAIRE FOR NURSES
Implementation of Post Qualification Competency Based training
The Government of the Republic of Zambia through a Ministry of Health in collaboration with General Nursing Council of Zambia upon realization that nurses and midwives need to continue improving in their profession proficiency recommended Post Qualification Competency Based Training through a Ministry of Health Strategic Plan.  This announcement needed to be followed by implementation of the program by supervisors on the wards.
Below are a series of questions regarding the implementation of the program in terms of ward Organizational structures and their responsiveness to Competence Based Outcome Post Qualification. 
Please read each statement and carefully circle the number that suits your opinion.
1 =No,   2 =Yes, 3 = No response
	
	Statements on post qualification training programmes or initiatives aimed at achieving competency based outcome
	No
	Yes
	NR

	1.
	As a nurse you were inducted when you reported to the station after your posting
	1
	2
	3

	2.
	As a nurse you are oriented each time you have been redeployed to a new ward
	1
	2
	3

	3.
	As a nurse your supervisor allows for time for peer review of your performance on critical procedures in your ward
	1
	2
	3

	4.
	As a nurse your supervisor has used a tool to measure competency based outcome on you.
	1
	2
	3

	
	Statements on monitoring systems used to ensure achievement of adherence to post qualification competencies
	
	
	

	1.
	As a nurse your supervisor has demonstrated to you critical tasks and procedures on the ward 
	1
	2
	3

	2.
	As a nurse your supervisor has observed you performing critical tasks and procedures and given feedback to you
	1
	2
	3

	3.
	As a nurse your supervisor has guided you through critical tasks and procedures
	1
	2
	3

	4.
	As a nurse you have observed colleagues on critical tasks and procedures on the ward.
	1
	2
	3

	5.
	As a nurse you keep record of task observation for critical tasks and procedures
	1
	2
	3

	
	Statements on factors influencing the application of nursing competencies.
	
	
	

	1.
	As a nurse your work environment is conducive for implementation of competency based.
	1
	2
	3

	2.
	As a nurse you use competency based outcome to identify areas for improvement
	1
	2
	3

	3.
	As a nurse you have been awarded based on task and procedure performances
	1
	2
	3

	4.
	As a nurse you work on highlihted areas for improvement from the feedback given by the supervisor..
	1
	2
	3

	5.
	As a nurse you are appraised periodically and recommended for training based on the out come of appraial.
	1
	2
	3







THANK YOU FOR YOUR RESPONSES
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SCHOOL OF EDUCATION
INSTITUTE OF DISTANCE EDUCATION

NURSING EDUCATION MANAGEMENT AND POST QUALIFICATION COMPETENCY BASED OUTCOME IN PUBLIC HOSPITALS IN MUFULIRA

INSTRUCTIONS FOR THE RESEARCHER
1. Introduce yourself to the respondent.
2. Explain the reason for the interview.
3. Assure the respondent of confidentiality and anonymity
4. Provide time for the respondent to ask questions at the end of the interview.
5. Refer  the  respondents  to  a  person  who  can  answer  the  questions  you  are  not sure of.
6. Thank the respondent at the end of each interview

QUESTIONS TO LEAD THE INTERVIEW
1. How long have you worked after qualifying as a nurse?
2. Do you agree that nurses need to improve their professional performance after qualifying as a nurse? 
3. In your ward, explain how it is being done.
4. How is your work environment affecting the implementation of competency based?
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     NO	Task demo	Task Observation	Task Guidence	Peer Observation	Record keeping	46	46	44	19	53	       YES	Task demo	Task Observation	Task Guidence	Peer Observation	Record keeping	37	36	38	66	33	NO RESPONSE	Task demo	Task Observation	Task Guidence	Peer Observation	Record keeping	17	18	18	15	14	        No	Supervisor Demo	Supervisor Observation	Supervisor Guidence	Peer Observation	Record of task done	35	36	36	11	43	      Yes	Supervisor Demo	Supervisor Observation	Supervisor Guidence	Peer Observation	Record of task done	31	29	30	60	26	No Response	Supervisor Demo	Supervisor Observation	Supervisor Guidence	Peer Observation	Record of task done	14	15	14	9	11	      NO	Demonstrate Tasks	Observe Staff	Give Guidence	Peer Observation	Keep Record	11	10	8	8	10	     YES	Demonstrate Tasks	Observe Staff	Give Guidence	Peer Observation	Keep Record	6	7	8	6	7	NO RESPONSE	Demonstrate Tasks	Observe Staff	Give Guidence	Peer Observation	Keep Record	3	3	4	6	3	measuring tool used to assess	NO	YES	 NO RESPONSE	60	22	18	82
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