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ABSTRACT 

Rationale: Nurses are responsible for engaging in continuing professional development 

throughout their careers. This implies that they use tools such as competency frameworks to 

assess their level of development, identify their learning needs, and plan actions to achieve their 

learning goals. Although multiple competency frameworks and guidelines for their development 

have been proposed, the literature on their implementation in clinical settings is sparser. If the 

complexity of practice creates a need for context-sensitive competency frameworks, their 

implementation may also be subject to various facilitators and barriers. 

Aims and objectives: To document the facilitators and barriers to implementing a nursing 

competency framework on a provincial scale. 

Methods: This multi-centre study was part of a provincial project to implement a nursing 

competency framework in Quebec, Canada, using a three-step process based on evidence from 

implementation science. Nurses’ participation consisted in the self-assessment of their 

competencies using the framework. For this qualitative descriptive study, 58 stakeholders from 

12 organizations involved in the first wave of implementation participated in group interviews to 

discuss their experience with the implementation process and their perceptions of facilitators and 

barriers. Data were subjected to thematic analysis. 

Results: Analysis of the data yielded five themes: finding the ‘right unit’ despite an unfavorable 

context; taking and protecting time for self-assessment; creating value around competency 

assessment; bringing the project as close to the nurses as possible; making the framework 

accessible. 

Conclusion: This study was one of the first to document the large-scale, multi-site 

implementation of a nursing competency framework in clinical settings. This project represented 

a unique challenge because it involved two crucial changes: adopting a competency-based 



approach focused on educational outcomes and accountability to the public and valorizing a 

learning culture where nurses become active stakeholders in their continuing professional 

development. 

Keywords: competency-based education, competency framework, nursing, continuing 

professional development, lifelong learning, self-assessment, implementation  

  



INTRODUCTION 

With the current emphasis on quality and accountability in healthcare, nurses are responsible 

for engaging in continuing professional development (CPD) to maintain and enhance competence 

throughout their careers. 1 In competency-based CPD, professionals are considered lifelong 

learners who commit to ongoing reflection on their practice beyond initial education. 2 This 

implies that they use tools to assess their level of development, identify their learning needs, and 

plan actions to achieve their CPD goals. 1,2 

Competency frameworks represent a viable and relevant option to support competency-based 

CPD. Competency frameworks—sometimes called professional standards or standards of 

practice—define the competencies required for a particular profession. 3 They are essential tools 

to guide education and management in clinical and educational settings. 4 They provide 

vocabulary and conceptual guidance for those who wish to self-assess their development and 

reflect on their practice from a perspective of self-regulation and lifelong learning. 2 

Competency frameworks for nursing and healthcare have proliferated in recent years. A 

scoping review 5 found 65 studies on the development of nursing competency frameworks 

published before 2018. To explain these numbers, the authors argue that such frameworks must 

capture the complexity of practice, which emerges from “regional or contextual variability, 

unique practice patterns, the role and attributes of individuals and individuals within teams, […] 

shifts in patient demographics or societal expectations, the role of technology, and changes in 

organizational structures” (p. 914). Furthermore, differing conceptions of clinical practice and the 

meaning and components of competence sustain the need for local, context-sensitive, and clearly 

articulated representations of nursing competencies. 

Since 2012, a competency framework specific to nursing practice in the province of Quebec, 

Canada, has been developed and validated through ongoing collaboration between researchers 



and clinicians. 6 The latest version of the framework, whose content was validated through a 

Delphi process with 42 nurses with diverse roles and expertise, includes seven competencies 

related to clinical judgment, humanism, continuity of care, scientific rigor, clinical leadership, 

collaboration, and professional development. 7 Each competency consists of two to three 

components and their associated indicators, which are provided to nurses to determine their stage 

of development (i.e., advanced beginner, informed nurse, resource person, or clinical expert). 

This competency framework strongly reflects nursing practice in Quebec and the specific 

societal, institutional, and regulatory context. Nevertheless, it shares similarities with other 

frameworks, such as the Quality and Safety Education for Nurses 8 or the Competency Outcomes 

and Performance Assessment 9 frameworks, both created in the United States. 

Although multiple competency frameworks and evidence-based guidelines for their 

development have been proposed 5, the literature on their implementation is sparser. A scoping 

review 10 found that the implementation of competency-based education in family medicine has 

been chiefly examined in pre-licensure education and that CPD has received considerably less 

attention, a finding that echoes prior work. 11,12 A narrative review 13 focused on assessment in 

family medicine and found that most competency-based CPD efforts were at the stage of 

development rather than implementation. In nursing, reports on competency-based CPD 

primarily discuss implementing Wright’s 14 model 15,16 or educational interventions based on 

existing competency frameworks. 17 

Prior work highlights several factors that may affect the implementation of a competency-

based approach in education and CPD. It stresses the importance of constructive alignment and 

continuity between teaching, learning, and assessment from education to practice. 10,11,18,19 A 

competency-based approach represents a shift in educational paradigm, particularly concerning 

the role of assessment for learning instead of regulation 20-22—some have reported fear of 



confronting learners or low responsiveness to feedback. 23 The stakeholders' visions must align 

with the needs of the healthcare system and the population it serves. 11,19-21,24 Leadership for this 

type of project should come from various levels of an organization 11,15, and those responsible for 

implementation must be aware of the potential resistance to change. Therefore, providing 

appropriate support and education regarding competency-based education is often considered 

imperative. 10,11,15,17,24,25 Finally, the use of technology to improve accessibility 11,23 and the 

search for appropriate means of communication to large groups 20 are essential.  

Although these various reports provide helpful guidance, clear guidelines for implementing 

competency-based CPD are lacking. Furthermore, the use of competency frameworks by nurses 

engaging in CPD is little documented. If the complexity of practice creates a need for context-

sensitive competency frameworks, their implementation may also be subject to various local 

contingencies. Thus, documenting the factors that facilitate or hinder the implementation of 

competency frameworks for CPD appears as a relevant exercise to guide similar efforts. 

METHODS 

This study used a qualitative descriptive design to document the facilitators and barriers to 

implementing a competency framework in Quebec, Canada, based on group interviews with 58 

stakeholders from the 12 organizations involved in the first wave of implementation. This dataset 

comes from a parent study aiming to evaluate the multi-centre implementation of the competency 

framework in one hospital unit in each of the 33 organizations of the Quebec healthcare system. 

26 Qualitative description is particularly suited to studying a phenomenon through the 

perspectives of those involved. 27 Based on a naturalistic and subjectivist worldview, it aims to 

produce a description that remains close to the words of participants. The Research Ethics Board 

of the Centre hospitalier universitaire de Montréal approved this study (MP-02-2019-8232). 

Implementation of the competency framework 



Three waves involving 12, 10, and 11 units were initially planned to begin implementing the 

competency framework in Fall 2019, Winter 2020, or Spring 2020. The implementation 

procedure was based on the first three stages defined by Fixsen, Naoom, Blase, Friedman, and 

Wallace 28 from their review of evidence from implementation science: 1) exploration and 

adoption; 2) installation; and 3) initial implementation. 

Implementation procedures 

In the first stage, researchers presented the competency framework and the implementation 

procedures to the nursing directors of the healthcare organizations in March 2019; all agreed to 

participate. Each selected a unit where they formed two groups, one tactical and one 

collaborative. The tactical group consisted of individuals involved in management, education, 

and quality improvement at the organizational level; this group was responsible for coordinating 

and creating favorable conditions for implementation. The collaborative group was composed of 

nurses involved in day-to-day activities on the unit, including head nurses, charge nurses, nurse 

educators, and unit nurses; this group was responsible for adapting and carrying out 

implementation activities and supporting nurses using the framework. A project lead was part of 

both groups for each unit—a nurse educator or a head nurse. The rest of the implementation 

process proceeded independently for each unit. 

In the second stage, researchers led a four-hour educational session for the tactical and 

collaborative groups to familiarize themselves with the competency framework, competency-

based education and CPD, and a suggested implementation plan. A portion of the session was 

dedicated to planning local implementation strategies based on stakeholders’ knowledge of their 

unit’s context and resources.  

In the third stage, the collaborative group introduced the project to unit nurses with support 

from the tactical group. Nurses’ participation consisted of completing an online survey comprised 



of a 30-min research questionnaire (sociodemographic data and a set of research instruments 

totaling 72 items) and a 90-min self-assessment questionnaire. Nurses who wished to participate 

received an individual link to access the survey on their phone, computer, or tablet; they could 

pause and resume the questionnaire at their convenience. 

The first wave of implementation began in the Fall of 2019. Educational sessions were held on 

the twelve first-wave units from September 2019 to February 2020, and 162 out of 453 eligible 

nurses (36%) completed their self-assessment afterward. Because of the COVID-19 pandemic, 

implementation was interrupted in March 2020 and resumed in July 2020. Six of the twelve units 

from the first wave completed implementation beforehand, and six were interrupted and had to 

resume implementation in July 2020.  

Self-assessment procedures 

Based on the seven competencies from the framework, the self-assessment questionnaire 

included 191 indicators divided into four levels of development (i.e., n=56, 54, 48, and 39 

indicators for the advanced beginner, informed nurse, resource-person, or clinical expert levels, 

respectively). The self-assessment proceeded in an incremental, stepwise manner. One 

competency at a time, nurses identified which indicators of the first level (i.e., advanced 

beginner) they had achieved; they moved on to the next level only if they had achieved over 50% 

of the indicators from the previous level, and so on. After completing one competency, they rated 

their perceived level of development (i.e., did they feel like an advanced beginner, informed 

nurse, resource-person, or clinical expert for that competency) and continued with the next. Upon 

completing the seven competencies, they rated their perceived overall level of development and 

formulated CPD objectives, priorities, and actions to pursue in the next year.  

Nurses completed the self-assessment questionnaire once and received an individual report 

detailing their responses by email. On average, they rated most of their competencies at the 



second level of development (i.e., informed nurse). The most advanced competency was clinical 

judgment and the least developed was clinical leadership. Detailed results of the self-assessment 

will be presented in a separate publication. 

After about six months of unit nurses assessing their competencies, researchers aggregated 

self-assessment data into a non-nominal unit report, which presented the average level for each 

competency and nurses’ professional development goals. Researchers presented the unit report to 

the tactical and collaborative groups in a one-hour meeting to target priorities and plan 

professional development activities for the coming months (e.g., orientation of new nurses, 

educational sessions, participation in various projects). The choice and implementation of actions 

were left to the tactical and collaborative groups. 

Participants 

A convenience sample was formed from the collaborative and tactical groups of the first wave 

of implementation (n=12/33 units). All individuals who had attended the educational sessions in 

the installation stage were invited by email to a group interview. They were encouraged to share 

the invitation with those involved in the implementation in their unit. No exclusion criteria were 

applied. Before the interviews, researchers sought attendees’ written informed consent by email 

and reminded them that they were free to participate or not. 

A group interview was conducted for each participating unit, and interviewees were invited to 

join the session for their respective units. In total, 58 members of collaborative and tactical 

groups, including 12 project leads, participated in 12 group interviews, which involved three to 

eight participants (median = 4). Participants were eight unit nurses (UN) and charge nurses (CN), 

12 head nurses (HN), 10 nurse educators (NE), six clinical nurse specialists (CNS), 12 mid-level 

managers (MLM; coordinators and human resources representatives), and 11 nursing directors 

(ND) and their associates (AND).  



Data collection and analysis 

Between June 2020 and June 2021, 12 group interviews were facilitated by two research team 

members on Zoom (Zoom Video Communications, San Jose, CA) using an interview guide 

(Appendix A). The guide addressed participants’ experience with the implementation process, 

their perceptions of facilitators and barriers (including the impact of the COVID-19 pandemic), 

and the advice they would give to another organization interested in implementing the 

competency framework. The interviews lasted from 15 to 45 minutes, with an average of 26 

minutes; they were recorded and transcribed verbatim. Although the length of the interviews 

varied, the same questions were asked of all groups, and participants were invited to express their 

thoughts in detail; the interviews were closed when the participants felt they had nothing more to 

share. 

In addition, the project leads on each unit documented the implementation progress in a 

logbook, which consisted of an online questionnaire with open-ended questions about 

implementation activities, challenges encountered, and proposed solutions. The implementation 

logbook was collected for each participating unit. 

Data from the interviews and the logbooks were imported in MAXQDA 2020 (VERBI Gmbh, 

Germany) and subjected to thematic analysis 29, a data analysis approach consistent with 

qualitative description. 27 Two research assistants performed the initial coding of the transcripts 

inductively. The first set of codes was revised and discussed by two researchers until they agreed 

that they reflected the content and meaning of the transcripts. The two researchers then met with 

a third researcher who had read the transcripts to discuss their impressions of the data and 

identify potential themes. The three researchers then worked independently to organize the codes 

through an ongoing process of defining and refining the themes until they believed they captured 

participants’ meaning and remained faithful to the data.  



Rigor 

This study followed suggested means to establish rigor in qualitative description. 27 The 

researchers engaged with participants over an extended period for the implementation 

(approximately one year) to build trust and rapport. An audit trail captured the data collection and 

analysis process. Two sources of data (interviews and logbooks) were used. Five research team 

members (two research assistants and three researchers) were involved in the coding and 

thematization process to ensure the exhaustiveness, accuracy, and truthfulness to participants’ 

accounts. Findings were checked with interviewers to ensure accuracy. The current report 

provides a detailed context description and direct quotations to support the findings. Of note, ten 

interviews were conducted in French and two in both English and French; the data were analyzed 

in their original language, and the themes were formulated in French and English for reporting. 

RESULTS 

Analysis of the data yielded five themes related to facilitators and barriers to the 

implementation of the nursing competency framework: 1) finding the ‘right unit’ despite an 

unfavorable context; 2) taking and protecting time for self-assessment; 3) creating value around 

competency assessment; 4) bringing the project as close to the nurses as possible; 5) making the 

framework accessible. Table 1 summarizes these themes.  

Finding the ‘right unit’ despite an unfavorable context 

The first theme reflects participants’ account of contextual conditions not conducive to nurses’ 

CPD and characteristics of the nursing team that they felt counterbalanced these conditions. 

Participants described the high demands placed on nurses due to heavy workload and 

understaffing. Nurses often worked overtime—sometimes mandatory—and were not released for 

continuing education, which they had to pursue on their own time. The COVID-19 pandemic 

exacerbated nurses’ workload and turnover, increasing nurses’ fatigue. Participants explained that 



these conditions decreased nurses’ willingness to participate in projects beyond their clinical 

responsibilities, such as implementing a competency framework. However, they believed that 

competing demands on nurses’ professional development were not solely due to the pandemic 

and were part of an ongoing problem:  

If we wait until there is no more nursing shortage, […] no more vacations, […] no 
more COVID, […] until everything is better, we will always be making excuses 
for professional development to wait. How can we make it part of the picture and 
not just a one-time thing when nurses are due for their contact hours? (NE-I4) 

Despite these challenging conditions, participants detailed favorable conditions for 

implementing the competency framework. They believed that some nurses were naturally more 

interested and inclined to participate in such projects. They explained that a smaller team size 

made it easier to reach nurses to explain the project and follow up on their participation. They felt 

that the stability of the nursing team and management—i.e., having sufficient human resources 

who had worked on the unit long enough—fostered positive work relationships, which was of 

utmost importance for successful implementation. Together, these conditions were characteristics 

of what they called ‘the right unit’ for implementation: 

We chose the right unit. A stable unit […] with motivated staff who likes to 
participate in projects, […] where there are not too many changes […], where the 
head nurse has been in place for a long time, and where trust is established with 
the staff. For this type of project, […] you must pick the right unit. (MLM-I5) 

Taking and protecting time for self-assessment 

Participants noted that the self-assessment questionnaire was lengthy and required nurses to 

focus for a long time. This barrier made it challenging for nurses to find time to reflect and 

complete the questionnaire during their work shifts. They believed it would have been ideal to 

have additional human resources to cover the nurses while they were released from their clinical 

duties to complete their self-assessment. However, this was not attempted on any of the 

participating units.  



Consequently, most nurses had to complete their self-assessment on their personal time, which 

most units paid as overtime. Participants believed this remuneration was an incentive and 

demonstrated the organization’s commitment to nurses’ professional development. However, 

some participants questioned the value of money as an incentive: “Considering the intensity of 

the work and mandatory overtime, I do not think getting paid for one extra hour does much. […] 

It is difficult to target the right things to attract them” (MLM-I6). 

Creating value around competency assessment  

Although participants from the tactical and collaborative groups saw the benefits of self-

assessment with the competency framework, the third theme reflects how they had to create 

value—and be accountable—to encourage nurses to participate. From their perspective, 

competency self-assessment had tremendous potential to improve their organization’s support for 

nurses’ professional development, i.e., understanding their level of development, tuning into their 

needs, and targeting relevant CPD initiatives. They believed it provided an opportunity for long-

term monitoring of nurses’ development—perhaps through annual review—and to revise existing 

continuing education programs. Furthermore, they argued that the project created an opportunity 

to showcase and position nursing within their organization and make nursing research visible to 

unit nurses.  

However, nurses did not see these benefits clearly: “It is quite theoretical in a sense, and it is 

not something that nurses do in day-to-day work. It is not a skill that they learned. It may be 

harder to see the immediate benefit of investing themselves” (CNS-I2). Although they believed it 

aligned with their organization’s philosophy, they acknowledged that self-assessment was 

uncommon in practice and not fully integrated into the culture. Furthermore, nurses sometimes 

perceived self-assessment as punitive: “They were afraid I would hold disciplinary hearings 

regarding their competency” (UM-I3); “They were afraid we would judge them. I had to remind 



them that it was anonymous. There were experienced nurses who thought their competence 

would be devalued” (NE-I8). As such, participants had to clearly emphasize the constructive 

purpose of the project and highlight its potential benefits for nurses: 

It is not a performance appraisal. Presenting it as something that was not 
threatening was a big success factor. We repeated it times and times again. […] It 
was all about our ability to show its importance without being perceived as blame. 
(ND-I4) 

Another issue that participants raised was that nurses are regularly approached for various 

projects but “never see the results” (CNS-I2) or “get nothing back” (AND-I10). Thus, some saw 

the implementation project as another demand for which they would not see any result. 

Accordingly, participants felt compelled to share the results (i.e., unit report) and be accountable 

for following through on the promised benefits:  

It will be necessary for the staff on the unit to see how we use these results. […] 
We told them at the beginning that we would consider the results to develop our 
training according to the expressed objectives and needs. I think it is essential to 
keep our word. […] If there is a similar project in the future, people will say: 
“Well, the last time we participated, it led to something positive.” (AND-I11) 

In addition to explaining the project's benefits, various incentives were offered to encourage 

nurses’ participation. Besides paying for overtime, offering three contact hours was considered 

one of the most effective incentives—nurses in Quebec must complete at least 20 hours of 

continuing education each year. However, participants explained that it was ineffective for nurses 

who had already met this requirement or after the licensing board suspended the requirement due 

to the pandemic. Besides, raffles were held in some units, but participants felt they were 

ineffective. 

Bringing the project as close to the nurses as possible  

The fourth theme revolves around strategies for dissemination and support, specifically on the 

effectiveness of those bringing the implementation project closer to nurses. Participants used a 



variety of communication strategies to inform nurses of the project and send reminders (e.g., staff 

meetings, emails, posters, hospital newsletter, social media, badges). While some believed that 

direct contact and word-of-mouth were most effective, others suggested prioritizing technology 

to reach nurses on all shifts and allow them to consume the information when they are receptive, 

at a time of their choosing. Still, most favored a combination of face-to-face and digital contact—

the medium of communication did not seem as important as having an ongoing discussion about 

the project to attract and maintain nurses’ attention: 

I was looking for ways to get people talking, […] to engage them. I would walk 
around the hospital with my [project] badge, talking to students and people on 
other units. I was trying to make it part of an ongoing discussion. […] Little nods 
here and there, everywhere, so that people would talk about it and use [the project] 
as a lever to reflect on their practice. (CNS-I4) 

Accordingly, participants recommended a short, intense implementation blitz to take 

advantage of nurses’ motivation at the beginning of the project. Furthermore, they recommended 

frequent feedback on the unit’s participation rate to create motivation based on achieving a 

common goal—a thermometer chart to track participation was a strong motivator. 

Besides, the active involvement and leadership of head nurses, nurse educators, and clinical 

nurse specialists were noted in every group interview. Their good relationships with the nursing 

team helped promote the project and mobilize nurses. However, as explained by one head nurse: 

“I am still their head nurse, and I am in a position of authority” (HN-I3). Therefore, the 

involvement and leadership of charge nurses and unit nurses were instrumental: 

Having the nurses on the unit involved with the study is helpful. They can speak to 
their colleagues and explain things in ways that I could not. They also have better 
motivating factors because I do not work with them daily. (CNS-I2) 

The role of charge nurses and unit nurses was to share information on the project with their 

colleagues and support them in their self-assessment (e.g., accessing the questionnaire, clarifying 

indicators). To prepare for this role, they attended educational sessions with the researchers and, 



most importantly, completed their own self-assessment. Going through the entire process, 

navigating the questionnaire, and seeing the questions were essential to support their colleagues. 

In addition, it clarified the required level of investment, as nurses were under the impression that 

the project “would be very demanding. They did not know what they were getting into […] and 

thought it would take a lot of time and effort. So, explaining everything and having 

demonstrations [of the questionnaire] reassured them” (CN-I3). Their hands-on presence and 

immediate availability were appreciated. 

Making the framework accessible 

The fifth theme encompasses circumstances that promoted or limited the ability of nurses to 

access and use the competency framework. Participants commended the online format of the self-

assessment questionnaire because nurses could easily access it at the time, place, and with the 

device of their choice. The online format allowed nurses to pause and resume the questionnaire 

later, diminishing their perception that “they had to sit for two consecutive hours in front of the 

computer” (UN-I6). However, participants explained that the online format could be a barrier for 

nurses who are less familiar with computers and need coaching to use the platform. 

Participants identified the language used in the competency framework as a potential barrier. 

They characterized the vocabulary as “abstract,” “academic,” and “complicated,” which was 

problematic for some nurses who had difficulty understanding the meaning of some indicators—

participants suggested providing examples for clarity. Second, two participating units employed a 

significant proportion of nurses whose first language was English. Although most of them were 

bilingual, using a competency framework written in French was “too much of a challenge for 

them, and they would rather get their contact hours in some other way” (UN-I2).  

DISCUSSION 



Although competency-based education has gained momentum in schools of nursing and other 

health disciplines, competency-based CPD in clinical settings has been the topic of little research 

despite repeated calls for continuity and interdependence between educational and practice 

settings. 19,30 This study was one of the first to document the large-scale implementation of a 

competency framework to support nurses’ CPD, an innovation consistent with the principles of 

competency-based education. In addition to capturing the specificities of nursing practice in the 

Quebec context, this competency framework portrays the development of nurses’ competencies 

throughout their career, from their entry into clinical practice to expertise. It thus represents an 

essential tool for self-assessment, reflection, and ownership of their professional development as 

promoted by competency-based education. 1,2 Based on evidence from implementation science 28 

and educational changes, 11,15,31 we adopted a stepwise implementation process building on 

collaborative leadership and the involvement of stakeholders at various levels. We offered 

extensive training and support to participating units to create local capacities to promote this 

innovation and competency-based CPD—which constitutes a substantial change in and of itself. 

11,31 The project was part of a provincial effort endorsed by all nursing directors across Quebec, 

which created a strong collective mobilization for promoting the lifelong learning of nurses.  

The examination of barriers and facilitators to this large-scale project yielded five themes that 

bear similarities to the challenges encountered in implementing competency-based education in 

other settings, such as stakeholder alignment, communication, or perception of the role of 

assessment in learning. 19-23,31,32 Nevertheless, they are unique in that they embody the relations 

between the innovation, the clinical setting, and the nurses involved. These three components 

represent important constructs from an implementation perspective. 33  

Regarding the characteristics of the intervention, the length, language, and level of reflection 

required to complete the self-assessment questionnaire represented undeniable challenges in 



terms of compatibility with nurses’ work. Despite efforts to maximize accessibility, the perceived 

complexity of the questionnaire combined with the competing demands that nurses faced made it 

difficult for them to take time during their work shift to self-assess their competencies, and they 

had to use their personal time to do so. These challenges echo well-known issues regarding 

nurses’ work environment and work conditions (e.g., poor staffing, heavy workload, lack of 

funding and time for workplace training), which leave little opportunity for CPD and affect their 

ability to engage in lifelong learning. 34 Participants were aware of these issues and discussed 

various strategies to create a supportive environment, often with monetary incentives from the 

organizations’ existing workforce development programs that, when offered, proved to be of 

limited effectiveness given the broader context. Nonetheless, they believed that structural and 

cultural characteristics of the settings (e.g., small team size, nurses’ interest in new projects, 

organizational support) created favorable conditions for implementing the competency 

framework, despite an unfavorable context exacerbated by the COVID-19 pandemic.  

This importance of finding the ‘right unit’ was a significant theme in participants’ accounts 

and has not been discussed to the same extent as leadership or implementation strategies in the 

literature. Although the goal is to eventually implement the competency framework in all units of 

the participating organizations, this finding invites particular attention to the characteristics of the 

settings and groups of individuals affected by such change when planning for implementation. 

Although current formal measures of readiness for implementation appear to lack psychometric 

and pragmatic qualities, 35 participants still described three main features of what they perceived 

to be the ‘right unit’ for implementation: the nursing team’s motivation and interest, small size, 

and stability. These features and the various contextual issues that participants discussed 

regarding nurses’ workload and fatigue can be part of a heuristic assessment of whether the 



context is conducive to implementing a similar innovation or whether additional upstream 

measures are needed to prepare the ground for such a project.  

As for the implementation process, changes that affect CPD in healthcare systems can be 

challenging and complicated, and educators must consider how to implement them effectively. 

Although the barriers and facilitators identified are associated with the initial implementation 

stage, 28 the exploration, adoption, and installation stages were crucial in creating favorable 

conditions for this project. In a qualitative study of educational changes in postgraduate medical 

education, 32 having a clear vision and meaning, sharing responsibilities and power by involving 

colleagues and superiors, and having a long-term perspective contributed to successful 

implementation. These factors align with recommendations regarding leadership for 

implementing competency-based education in educational settings, 11,15 while pointing towards 

another essential principle of this approach: accountability for outcomes. As its name implies, 

competency-based education focuses on outcomes and builds on the understanding that education 

and training are designed to meet the needs of patients and populations while meeting the 

educational needs of learners. 2,19 Under this lens, healthcare professionals and institutions have a 

responsibility to demonstrate that they meet patients' and communities' needs. 19 For nurses, 

having meaningful, contextualized learning opportunities can be motivating, support their 

engagement in CPD, and boost the influence of external motivators such as monetary incentives 

or licensing requirements. 34 For institutions, dedicating resources to assessing and following up 

on nurses’ competency levels and learning needs through broader CPD programs is equally 

important. Ultimately, it is about building an organizational learning culture that promotes 

dialogue, collaboration, and a joint vision of accountability to the public, and where leaders 

understand and value individual and collective learning to promote organizational performance. 

36,37  



Future research could inquire into nurses’ perception of this innovation, which the current 

study did not address. There were proportionately few unit nurses compared to other categories of 

stakeholders in the study sample, which represents a limit. Besides, we did not document nurses’ 

use of the framework after completing their self-assessment. Longitudinal monitoring of nurses’ 

competencies and exploration of other assessment modalities (e.g., co-assessment with peers or 

with a superior) are additional avenues to explore in the future. 

CONCLUSION 

Implementing a competency framework to support nurses’ CPD represents a unique challenge 

because it involves two crucial changes: adopting a competency-based approach focused on 

educational outcomes and accountability to the public and valorizing a learning culture where 

nurses become active stakeholders in their CPD. Allotting time and organizational resources to 

support nurses’ exploration and self-determination continue to be challenging but represent a 

source of reward for organizations who decide to capitalize on nurses’ contribution to the health 

of patients and communities.  
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Table 1. Summary of themes related to facilitators and barriers to implementation 

Themes Facilitators Barriers 
Finding the ‘right unit’ 
despite an unfavorable 
context 

Interest and motivation 
Smaller nursing team size 
Stability of nursing team and 
management, positive work 
relationships 

Fatigue and heavy workload  
Understaffing and high 
turnover 
Overtime (sometimes 
mandatory) 
No release for continuing 
education 

Taking and protecting 
time for self-
assessment 

Paid overtime for self-assessment Lengthy questionnaire, 
requires focus  
Self-assessment challenging 
during work shifts 
No release for self-assessment 

Creating value around 
competency 
assessment 

Clear benefits for tactical and 
collaborative groups  
Emphasis on the constructive 
purpose and potential benefits 
Sharing and following through on 
results 
Incentives (paid overtime, contact 
hours, raffles) 

Unclear benefits for nurses 
Self-assessment is uncommon 
in practice, perceived as 
punitive 
History of lack of follow-up 
for this type of project on the 
participating units 

Bringing the project as 
close to the nurses as 
possible 

Combining diverse face-to-face and 
digital communication strategies 
Ongoing discussion about the 
project to attract and maintain 
attention, implementation blitz 
Presence and leadership of unit 
leaders 

Contacting several nurses on 
different shifts 
Declining attention and 
motivation over time 
Perception that the project 
would be very demanding 

Making the framework 
accessible 

Online format  Lack of familiarity with 
computers 
Language barriers 

 

 


