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Abstract 

Rana Umer Shahzad 
An Investigation into Human Resource Development (HRD) Needs of Nurses. 
The Case of Public Health Sector, Pakistan. 
Keywords: Training and Development, Social Skills, Nurses, Continuous 
Professional Development, Training Evaluation, Pakistan 
 
 

The research investigates the health services of Pakistan by exploring current 

Human Resource Development (HRD) practices and social skills training 

opportunities for the development of nursing staff. The research aims to explore 

the best practice in social skills and competency development through HRD 

activities by detailing a project to identify the learning needs of registered nurses 

leading to improved quality care services. An exploratory research approach has 

been adopted to achieve research objectives. This mixed method oriented 

research, is primarily quantitative case study, supplemented by qualitative 

interviews to validate and enrich data findings from questionnaires to substantiate 

the research. The data was collected through 600 questionnaires and 10 

interviews from five major public hospitals of Lahore, Pakistan. The research has 

identified multiple and diverse challenges of inadequate and improper HRD 

infrastructure, transformational leadership and participative style of management 

is resulting into degenerating attitudes and negative behaviours thus causing 

further slump. These counterproductive elements are failing to imbibe positive 

social skills and abilities in nursing staff resulting in creating impediments in 

deliverance of quality care services. This clearly indicates that there is no policy 

in place therefore, based on empirical evidences, as well as critical review of the 

literature, it proposes a model for achieving critical social skills development 

through training and development in order to achieve quality care standards 

based on the broad and long-term perspective of the strategy of input, process, 

output and outcome to support nursing sector, social skills development in 

particular to achieve optimum quality care objectives.  
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Chapter One - Introduction 

1.1 Introduction 

The topic of this research will investigate the health services of Pakistan and their 

current human resource management and development practices. The study will 

examine the current Human Resource Development (HRD) practices and social 

skills training opportunities for the development of nursing staff in order to achieve 

better quality care standards. The scope of this research is binary because on 

one side it will explore the value of quality patient care delivery while on the other 

it will deliberate on the evaluation of the effectiveness of training interventions to 

ensure quality care (Raab, 1991, Bramley, 1996). The aim of this research is to 

explore the required skills by nurses, in particular social skills and competencies 

required for their effectiveness at work. Moreover, this research can help Ministry 

of Health (National Health Services) Pakistan by providing an accurate 

assessment of where we are standing, what exactly needs to be done and how 

can we get there? Therefore, it is significant to identify the relationship between 

the health needs of the population and health services delivery system (Clarke 

and Kurinczuk 1992). According to Hunter and Long, (1993) the element which 

requires most attention in health services research is that the acquired knowledge 

should be transformed into action for successful execution of research and 

development.  
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1.2 Background of Study  

Human intellect and social capital are vital basis on which organisations sustain 

and develop in today’s constantly changing, volatile and turbulent environment. 

Organisations require immense effort to achieve dominancy in the competitive 

nature of the business arena. Effective management of human resources can 

have a substantial impact on the organisational overall performance. According 

to Armstrong (2006) organisational human resource management (HRM) 

approach towards employees should be strategic and coherent, people who work 

there can make a difference by contributing with proper commitment towards the 

organisational success. Competitive advantage can be achieved by deploying 

strategic, capable and highly committed workforce (Storey, 1995:5).  

  

Health is a basic human right which reduces poverty and contributes in socio 

economic development gains (Mohammad, Hafeez and Nishter, 2000). Social 

and economic development depends on the health status of people of that nation 

and the government should undertake health interventions to improve 

performance of health services. There is generally an improvement in health gain 

according to world development reports in both developed and developing 

nations but not sizeable in the case of Pakistan. It has been noticed that almost 

eighty per cent of the countries across the globe are developing. The term 

‘developing nations’ includes both types of countries either with low or high per 

capita income but lack in industrial advancement, transport and communication 

facilities, education and health (Harzing and Ruysseveldt, 2004). Therefore, 
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research is aiming to scrutinize the Public health care sector of Pakistan, the role 

of human resource management and development practices in identifying gaps 

in social skills of nursing staff for the improvement of quality care standards. 

1.3 Scope of study 

The study aims to highlight the current human resource management and 

development practices and issues in the health services of Pakistan. This will 

provide the opportunity to explore how and what needs to be adapted from 

effective HRD good practice model which can fit in its internal and external 

context. Hence, by examining current HRD practices the study will provide the 

basis to address short comings and inadequacies in the system and how to 

manage and develop human resources (nursing staff) which can make a 

difference in community welfare through training, learning and transfer of 

knowledge by improving their efficiency, motivation, dedication, self-confidence, 

interpersonal skills, leadership competency, managerial professionalism, 

technical capabilities, social skills and commitment to development. 

1.4 Significance of Study 

There are number of benefits which can be derived through the successful 

completion of this research. The foremost element is to ensure improved quality 

care delivery. The aim of this research is to help nursing community to understand 

the need and use of social skills for any human regardless of their status, fame 

or financial standings. This is only possible with the proper accomplishment of 
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this research as there is nothing important than humanity, it does not really need 

any geographic constraints and no matter which part of the world is this getting 

affected.  

 

Quality care can be improved by the implementation of high performance HRM 

practices such as intensive training programmes, comprehensive employee 

recruitment procedures and compensation and performance management 

system. These do not only improve abilities, knowledge and skills of an 

organisation’s current and potential employees but can also increase their 

motivation and organisation’s productivity (Huselid, 1995) which can support in 

retention. It is imperative to manage HR functions in a way that it should fulfil both 

requirements of developing a clear plan and upgrading workforce to deal with 

changing environment (Helmuth et al, 2018). Therefore, there is a connection 

between HR and organisational issues where internal environment can affect 

growth and performance (Churchill, 1997). So, an effective HRM system is 

essential to support performance and growth and to guide and motivate human 

workforce towards quality patient care. Hence, this could be the biggest 

institutional objective yet to achieve as there is no such intensive research that 

has been conducted so far in Pakistan on the social skills development of nursing 

staff in order to achieve high quality care standards in the context of 

implementation of effective human resource development practices.  
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1.5 Theoretical Framework of Study 

After the independence in 1947, Pakistan had grossly inadequate health care 

system and had only one medical college and few doctors with heavy load of 

infectious diseases. The patients were treated with public and private 

medications like Ayurvedi and Unani (Zaidi, 1998, and Hassan and Mehmud, 

2006). Pakistan has inherited centralised and curative health care model from 

British colonial rule which was ineffective in providing the services especially to 

the poor people of rural areas (Zaidi, 1988 and Khan, 2006). Over the years, 

economic development of Pakistan has materialized a little but virtually the pace 

of its human resource development has been significantly slow. Health spending 

decreased in government budget as in 1990 it was 0.7 per cent of the total budget 

which further reduced to 0.6 per cent in 2003 (Lashari, 2004) but according to 

World Health Organisation (2014) this has now increased to 2.6%. According to 

Government of Pakistan GOP, (2006) Pakistan is seventh most populated 

country in the world with annual growth rate of 2 per cent since mid90’s, however, 

according to U.S Census Bureau (2020), Pakistan has managed to step up on 

the ladder of top 5 populous countries in the world with total population of  233.5 

million resulted in taking the 5th spot.The population of Pakistan is divided into 

two streams, the rural and the urban where rural comprises almost 70 per cent 

of the total population and 30 per cent of urban population is further categorised 

into lower, growing middle and upper income classes (GOP, 2006; Illiyas et al., 

1997 and Khan and Bhutta, 2001). According to Worldometers, (2018), these 

figures have changed slightly because of the migration of more people into the 
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urban areas in search of employment and better quality of life, the ratio of people 

living in urban areas are now 39.5 percent.  Health care system in Pakistan 

intertwined with multiple problems in terms of inequality of service provision, 

untrained and inefficient human resources, mismanagement and corruption 

(Nishtar, 2007, and Sheilkh and Rabbani, 2004). Therefore, the human resource 

aspect of the country remained underdeveloped in terms of better health and 

educational goals, skills, poverty, illiteracy, inequality and increased social 

exclusions (Eastrley 2001, World Bank 2002). This is clear from the discussion 

that this underinvested and underdeveloped social sector of the country like 

health is contributing towards the vicious circle of deprivation (Abu-Ghaida and 

Klasen, 2004). A lot of attention has been given by the governments to the 

management and development of human resources in public health sector 

recently (Sheikh, 2020). Human resource management and development can 

play a pivotal role in productivity by improving the quality for recruitment and 

selection of people, developing employees on regular basis through proper 

training and development programmes and by introducing performance 

management and compensation systems for providing rewards to the people 

(Delaney and Huselid, 1996 & Koch and McGrath, 1996). Implementation of 

effective human resource system can increase organisational performance 

(Delaney and Huselid, 1996) as well as can have a source of attaining competitive 

advantage (Baird and Meshoulam, 1988 & Jackson and Schuler, 1995) and can 

have imperative influence in the development and optimization of organisational 

abilities (Harel and Tzafrir, 1999 & Aghazadeh 2003). 
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Since the existence of Pakistan, the development and management of human 

resources in health services sector has remained the responsibility of Federal 

Ministry of Health and Provincial Health Departments (Ghaffar, Kazi and Salman 

2000). However, to access the improved provision of health care, the human 

resource development in health services has always lagged substantially. 

Despite of lack of infrastructure and proper facilities, Pakistan is striving hard to 

train their unskilled manpower in each segment of economy including health. As 

population growth rate increased with time, it has resulted in less availability of 

health workers to meet the social needs. Therefore, it has resulted to high doctor 

patient ratio (Abbas, 2010). The emphasis in Pakistan is on the development of 

physicians rather than allied medical staff especially nurses which is a key 

component in health service provision. The nurse to doctor ratio is 1:3 which is 

totally opposite to 3:1 ratio calculated for most of the world (Ghaffar, Kazi and 

Salman 2000).  

 

Economy of Pakistan has to face a major blow due to the migration of health 

workers abroad for better quality of living and lucrative financial opportunities. 

Reluctance of doctors and nurses to work in the rural areas and females to leave 

their jobs after marriages is another socio-economic constraint which is 

preventing provision of better health care services across the board and 

contributing towards unemployment (Abbas, 2010). Therefore, it is noticed that 

there is a proper need for identifying these major issues regarding human 

resource management and development of health workers (Mohammad, Hafeez 
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and Nishter, 2000). So, this research focuses on the training and development 

issue of nursing sector to improve patient reported experience (PREM) by raising 

the standards of quality care. 

 

The theoretical framework of this research aims to examine the current human 

resource development policies and procedures for nursing staff, the awareness 

of nursing staff about the significance of social skills and effective quality care 

delivery in Public hospitals of Lahore, Pakistan. The study will analyse the impact 

of factors like the involvement of government in terms of policy formulation, role 

of human resource department in terms of identifying training needs of nurses 

and the attitudes and behaviours of the nursing staff towards learning 

opportunities through training and transfer of knowledge ultimately aiming to raise 

the quality care standards. According to Jackson and Schuler, 1995 internal (i.e. 

business strategy, organisational structure, technology, size, life cycle) and 

external (i.e. cultures, political, legal and social environments; cultures, industry 

characteristics, labour market conditions, unionization) environmental factors can 

lead to misunderstand HRM in its context so it is critical to consider these 

components of HRM in its implementation. Fornbrun et al, (1984:35) described 

that the components of HRM, such as HR philosophies and policies, recruitment 

and selection, reward system, training and development and performance 

management comprises an interconnected structure which is entrenched in an 

unstable environment. Guest (1997, cites Youndt et al, 1996) further elaborated 

that HRM practices need to have a proper fit within its internal and external 
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contextual factors to generate higher labour turnover, productivity and financial 

profits.  

  

The research will also underline the need of contemporary human resource 

management and development strategies and programmes. This will provide a 

platform to discuss the gap in training and development programmes, examine 

the reasons for those flaws, how effective implementation of HRD practices can 

contribute in eliminating those shortcomings and how provision of better quality 

health services can help community and improve patient related experience 

(PREMS) and patient related outcomes (PROMS). Androniceanu et al (2020) 

emphasized that human resource management alone is not enough for the 

motivation of medical staff, there should be the involvement of feedback from the 

patients. It is accepted that good quality strategies and high-performance human 

resource practices can generate excellent results. Therefore, human resource 

management practices and procedures must be developed and changed 

according to the growth and development of the organisation to meet its changing 

needs. According to Baird and Meshoulam (1988) it is imperative for one to 

understand that as organisation changes with its growth, HRM must change.  

1.6 Research Questions 

Research questions are central to this study. The questions have been designed 

proportionately with the research objectives. However, the main questions are: 
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 How training and development of nursing staff can contribute towards 

quality care of patients in public hospitals of Lahore, Pakistan? 

 How effective social skills development for nurses can improve the quality 

of patient care in public hospitals of Lahore, Pakistan? 

1.7 Research Aim and Objectives 

Referring to the issues discussed above, the research aims to contribute to the 

body of knowledge and learning around best practices in social skills and 

competency development through HRD activities by detailing a project to identify 

the learning needs of an identified population of registered nurses in relation to 

offer improved quality care services.  

 

Main objectives are,  

 

 To review the existing training and development policies for nursing staff 

with regards to quality patient care.  

 To examine the HRD policies and practices in particular training and 

development in public hospitals in Pakistan. 

 To understand the level of quality patient care delivery in public hospitals 

of Pakistan. 

 To analyse the social skills in nursing staff and its contribution towards 

achieving quality patient care standards. 
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 To explore the implications of the findings for the policy development for 

the organisations involved.  

1.8 Research Methodology 

Methodology is a critical element of this research. It is not possible to get reliable 

information without its proper implementation. Therefore, methodology is 

important for the completion of successful research. It requires in depth 

investigation about the current training and development practices, needs for 

human resource development and the constituents affecting the implementation 

of effective HR practices. It is also significant to identify the gaps which are 

hindering human performance in health services sector of Pakistan. Philosophical 

assumptions are important to make before drafting research questions (Creswell, 

2008) which according to Khun (1970) often based on the ‘concept of paradigms’ 

which means that there can be more than one set of beliefs, techniques and 

values about reality within members of given community. There are various 

research methods available to approach social reality and it is significant to 

understand the underlying philosophical ideas before the selection of any 

approach. There are two main elements to philosophy, ontology and 

epistemology. Ontology is a study of things which are real and exist around us 

whereas epistemology aims to identify the true meaning of knowledge (Holloway 

and Wheeler, 2003).  There is a consensus by many researchers that qualitative 

and quantitative research can be used together which is called triangulation 

where different methods used to study one phenomenon and that is what 
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researcher is planning to use in this research. Methodological triangulation is 

further divided into within method and between method triangulation. In within 

method different strategies are adopted for research by staying within single 

paradigm e.g., data collection from nursing staff through interviews, group 

discussions, observations whereas in between method is used to confirm the 

findings of one method through the other, e.g., data collection through 

questionnaires can then further validated through semi structured interviews. 

Morse (2001:210) suggested that depending on the assumptions for research, 

qualitative and quantitative methods can be used simultaneously. Denzin and 

Lincoln (2000) explained that its researcher’s belief which direct the research in 

the direction of how he wants world to know otherwise all researches are 

interpretive. Research philosophy can be pragmatic, positive, realistic and 

interpretive. In Pragmatism research philosophy there is a belief of finding 

multiple realities by interpreting the world in different ways (Saunders, Lewis and 

Thornhill, 2012). Multiple research methods (Qualitative & Quantitative) and 

research strategies can be integrated under this philosophy within the same study 

(Wilson, 2010).  Therefore, researcher is inclined towards adopting subjective, 

inductive, pragmatic philosophical approach in this research by using both 

qualitative and quantitative (multiple research methods) methodological choices 

and focus on collecting data through questionnaires and interviews. Hesketh and 

Fleetwood (2006) and Paauwe (2009) highlighted that interviews however, needs 

to be conducted in more detail for the assessment of HR related issues. The 

research population is composed of nurses where the primary data will be 
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collected through questionnaires and semi-structured interviews. During this 

research ethical issues will always be considered. The research will ponder, 

maintain and respect the privacy, rights and welfare of the communities and 

people involved in the study (Berg, 2001).  

1.9 Structure of Study 

The research is divided into seven chapters which are outlined below. 

 

Chapter One: will provide an overview of what is entailed in this study. It will 

articulate the problem, objectives, methodology and the design of the study and 

its limitations. 

 

Chapter Two: will critically review the literature on human resource management, 

human resource development, human resource strategy, strategic human 

resource development and training process with emphasis on its contextual fit.  

 

Chapter Three: will offer a brief overview of health services of Pakistan, national 

human resource development and review literature on quality care.   

 

Chapter Four: will highlight research philosophies, methodology, methods, 

design, techniques, strategies in general and the selected methodology for this 

research. 
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Chapter Five: will cover the descriptive analysis of empirical data through 

questionnaires and interviews. 

 

Chapter Six: Chapter Six will elaborate the comparative analysis of theoretical 

literature review and the findings of practical empirical data and development of 

relevant SHRD model in the context of Pakistan for effective quality care delivery 

by nursing staff. 

  

Chapter Seven: will provide summary conclusion and identifies the contribution 

and implication of this research for theory and practice, limitations and need for 

future research. 

1.10 Limitations of Study 

There is a consensus by many researchers that qualitative and quantitative 

research can be used together which is called triangulation where different 

methods used to study one phenomenon and that is what will be used in this 

research. The qualitative & quantitative techniques to research do have their own 

strengths and weaknesses. The main advantages which can be derived through 

qualitative technique is to generate open ended responses e.g., perceptions, 

beliefs, feelings and values. This open-ended technique also helps in developing 

a relation with the respondents which can help in gathering information on some 

of the most sensitive issues like corruption. This technique also helps in 

understanding the behaviours of people from different demographic profiles. 
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Where this technique has some advantages, it does have its limitations. The 

major limitation of this approach is that it is difficult to summarize and describe 

data and therefore, it is hard to address the relative significance and the extent 

of the qualitative work. Similarly, the advantage of using quantitative technique is 

to quantify data and generate required results through closed ended questions 

with a risk that they might fall short to give the bursting enlightenment of the facts. 

However, these limitations can triumph over by vigilant design, execution, and 

implementation and through translucent documentation of methods and 

approaches (WHO, 2009). Despite the limitations stated above, this topic will add 

value to the human resource management and development field and will 

contribute in health service sector development by highlighting social skills issues 

which can potentially hinder the delivery of quality patient care by nursing staff as 

well as to offer some recommendations for the development of effective and 

relevant SHRD model for quality patient care delivery. 
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Chapter Two- Literature Review HRM/HRD 

2.1 Introduction 

Human intellectual and social capital are those vital bases on which organisations 

sustain and develop in today’s dynamic, ever changing and volatile environment. 

There is a lot of discussion in the Literature regarding the positive impact on the 

organisational performance through professional development as a key human 

resource management practice (Carlisle et al., 2011 and Guest 1997, 1989). 

Human resource management is defined as management’s coherent and 

strategic approach towards the most valued assets of the organisation (Analoui, 

2007 and Armstrong, 2006). The workforce which is capable and committed if 

deployed strategically can help in achieving competitive advantage (Storey, 

1995:5, Jackson and Schuler, 1995 and Baird and Meshoulam, 1988). It is 

imperative for the capable workforce that human resource interventions enhance 

their skills and motivation to achieve organisational strategic goals through 

SHRM (Boon et al 2018, Al-Tit 2016). Element of mutuality between employees 

and the organisation can also play a significant role in greater human 

development, better economic performance and organisational growth (Analoui, 

1999, Garavan et al., 1995 and Walton, 1985). Need for knowledge based 

workers aroused with the rise of service economy and with increasingly rapid flow 

of global information which is imperative for organisations to have a competitive 

edge, hence, knowledge is now considered one of the most important resource 

for the organisations (Beaglehole & Dal Poz, 2003, Mclean and Mclean 2001 and 
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Huselid, 1995). It is therefore, important for the organisations to be able to cope 

with the current and future organisational needs by developing their staff 

knowledge, skills and abilities to compete in the market (Maybey and Salaman, 

1995 and Nadler, 1974). To do so, organisations need to develop a learning 

culture in the organisation, so that the skills and knowledge of employees in the 

organisation are up to the mark to meet the current and future organisational 

requirements and to stay competitive and successful (Garavan, 1997 and 

Crossan & Guatto, 1996). To encourage organisational learning, it is important to 

create and maintain learning culture which is key to advance the organisational 

ability (IAEA, 1998). Hence, developing their skills and competencies are very 

important which can be done through proper training and continuous professional 

development programmes. Therefore, organisations invest in training their 

employees for their development so that with improved performance, efficiency 

and capability they can better respond to the challenges (Birchall and Smith, 

1999). Against this background, the study will explore the training and 

development processes of nursing staff in Public hospitals of Lahore, Pakistan 

and how they can contribute towards the development of their social skills and 

competencies towards quality patient care. It is therefore, important to discuss 

human resource management, human resource models (Guest, 1997, Hendry 

and Pettigrew 1990, Storey 1989, Beer et al 1984 and Fombrun et al 1984) 

human resource strategy, human resource development, national human 

resource development and strategic human resource management (Analoui, 

2007 and Armstrong, 2006) before concentrating on TNA, training programmes, 
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design, evaluation (Peterson, 1998, Boydell and Leary, 1996, Bee & Bee, 1994) 

and skills & competencies (Katz, 1974, Analoui 1993, Ross, 2014, NHS, 2018) 

for nursing and development. To this end, a primary data analysis research 

strategy will be utilised by spreading the questionnaires as main tool of gathering 

data which will be supplemented by semi structured interviews in a hope to design 

SHRD model which can help in developing skills and competencies of nursing 

staff and can improve quality care standards. 

2.2 Development and Health 

Health has a potential to reduce poverty and contributes towards socio economic 

development gains which is also fundamental human right (Mohammad, Hafeez 

and Nishter, 2000). Health system entails all resources, people, organisations 

and institutions who are mainly involved in improving health (WHO, 2010). 

Globally, the emphasis is on the development of health workforce for healthier 

results (Drafke, 2002) and the governments are recently paying a lot of attention 

towards the management and development of human resources in public health 

sector (Sheikh, 2020). The welfare implication of better health services is a 

blessing for the whole nation. Social and economic development depends on the 

health status of public and it is government’s responsibility to undertake health 

interventions to improve performance of health services. Moreover, the 

performance of good health care system also depends on the qualities, skills and 

knowledge of health workforce but less attention has been given towards the 

training of health workers particularly in developing countries (Beaglehole & Dal 
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Poz, 2003).  According to World Development Reports, health gain is increasing 

not only in the developed states but also in the developing countries, however, 

where there is a substantial growth in some developing countries the condition in 

Pakistan remains adverse.  

Federal ministry of health and provincial health department is responsible to 

formulate policies with regards to the management and development of health 

workers (Ghaffar, Kazi and Salman 2000). Pakistan is striving hard to train 

unskilled workers despite lack of human resource development facilities and 

infrastructure. Surge in population growth in recent years has also reduced the 

availability of health workers to meet social needs which has resulted in high 

doctor patient ratio (Abbas, 2010). The emphasis is on the development of 

physicians rather than any other allied medical staff, in this case nurses who are 

considered to be a backbone in public health sector which is a basic need for 

health service provision. The nurse doctor ratio is 1:3 which is totally opposite to 

3:1 calculated for most of the world (Ghaffar, Kazi and Salman 2000). For every 

10,000 people in Pakistan there are only 8 physicians which is very low if we 

compare this to the U.S 24 and UK 25 respectively (OECD, 2009). According to 

the World Bank report in world development indicators (2012) described that 

health expenditures in Pakistan are 2.2% of the GDP with the availability of 0.8 

physicians, 0.6 nurses and midwives, 0.1 community health workers and 0.6 beds 

accessibility per 1000 people between 2005-2010. However, in order to achieve 

Millennium Development Goals, it has suggested that the availability of 
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physicians, nurses and midwives per 1000 people should be at least 2.5 to offer 

satisfactory primary care.  

Due to the better prospects available worldwide, health professionals like to move 

abroad for improved living (Safdar et al., 2010). Therefore, brain drain has a major 

impact on the development of economy because doctors and nurses are going 

abroad including Western and Middle Eastern countries for better financial 

opportunities. Socio-cultural practices on the other hand are also affecting this 

system like; reluctance of female doctors to work in the rural areas or not to work 

at all after marriages. These socio-economic factors are affecting the better 

provision of health services along with raising the problems of unemployment for 

the doctors in urban areas and shortage of their availability in rural areas. (Abbas, 

2010).  

According to WHO Millennium Development Goals (2010) the quality care should 

be monitored and evaluated against the indicators to evaluate the efficiency and 

effectiveness of health system. Health systems can be strengthened by 

developing health workforce, information system, health financing, governance & 

leadership, medical implements and technologies & vaccinations. Therefore, this 

research is intensively focused on the development of health workforce (nurses) 

and the importance of their development for better health service delivery. 

2.3 Human Resource Management 

Human resource management deals with recruitment, selection, training, pay, 

welfare, industrial relations, performance management and integrates them 
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within the overall strategy of the enterprise and sees business values as an 

overriding consideration. It treats people as individual but at the same time 

develop mechanism to integrate them into teams. It is imperative to have 

motivated workforce by meeting their HR needs in order to achieve greater 

success through performance and job satisfaction (Sabie, 2019). Before 

discussing human resource management or human capital in detail, it is 

imperative to go even further back to understand the concept of personnel 

management. Traditionally, personnel management function was to help 

executive management by dealing with administrative issues and to liaise 

between different departments (Scullion, 2007). There is difference of opinions 

on the term personnel management and the human resource management. 

Some experts in the field consider that there is no difference between these two 

terminologies however, others suggested that personnel management is a part 

of human resource management. Abbot (2007) concluded that personnel 

management is mainly concerned with the immediate and short-term needs for 

workforce, but human resource management is primarily focused on the 

integration of needs of labour force with the strategic objectives of the 

organisation. 

Some of the similarities and differences of personnel management with HRM has 

been identified by Armstrong (2006) in the Table 2.1 given below. 

The term HRM first introduced in textbook literature back in mid-60’s and gained 

popularity both in organisations and academics by the mid 80’s (Kaufman, 2009). 

The human resource role has been evolved overtime. This has been shifted from 
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being a valuable resource within the organisation towards its involvement right at 

the time of strategic business decision making process (Schramm, 2006). 

Historically, there were three main functions involved in HRM which are to attract 

people, to develop them and to maintain them as an effective workforce and today 

when human resource management function is elongated, this also contains the 

element of strategic human resource management and human resource 

planning.  Therefore, it is evident that human intellect and social capital is a key 

component in changing environments for the organisations to sustain and 

develop. It is imperative for the organisations to stay competitive, dominate 

competition and improve performance which require huge effort and effective 

HRM.  Effective implementation of HR can enhance productivity of any 

organisation through improving skills, knowledge, motivation and abilities of their 

workers. (Huselid, 1995). It raises the chances of achieving organisational 

objectives by retaining quality employees.  

Managing HR functions is crucial because on one side it needs to develop a clear 

and structured plan while on the other side is to create an effective work force 

that is capable enough to deal in volatile environment, therefore, HR issues 

should always be linked with other organisational issues, i.e. politics and power, 

management style and governance and organisational structure and culture 

because any of these factors can affect growth by affecting performance 

(Churchill, 1997). 
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Table2.1-Similarities and Differences between HRM and Personnel 

Management 

Similarities      Differences 

1- Softer version of HRM is like            1- HR specialists are business partners 

personnel management the way they  instead of personal administrators. 

place prime value to the communication and   

participation of employees.  

2- The flow of strategy is from the business  2- Strategic integration is a key 

component 

in both personnel and HRM.    In HRM. 

3- Line managers are responsible and  3- Philosophy in HRM is business and  

 have given the guidelines, advice and  management focused. 

 support to manage people. 

4- Developing people according to volatile  4-HR policies are expected to be  

environment and matching their abilities  implemented by the line managers. 

with business need. 

5- They both includes the process of   5-In HRM business interest is a top 

priority, 

Selection, training and development  over and above of any employee’s 

interest. 

performance and reward management. 

6- To achieve organisational   6- HRM is more inclined towards the  

objectives, personnel management and   attainment of commitment through  

softer version of HRM focuses on   handling culture within the  

developing people for achieving success  organisation. 

as well as respecting people and giving   

equal Importance towards organisational and individual’s needs. 
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Source: Adapted from Armstrong (2006) 

 

There are number of human resource management models developed by social 

scientists over the years and we will be discussing some of them hereunder: 

2.4 Human Resource Management Models 

There are number of human resource management models developed by 

differenet researchers. Some of them will be under discussion before 

elabourating on strategic human resource management and human resource 

strategy.  

 

2.4.1 The Michigan/Matching Model 

Early HRM model was developed by (Fombrun et al 1984) at the Michigan 

University emphasizing the interconnection and coherence of vital HRM activities 

(Bratton and Gold, 2012:18). It is also recognised as hard model of HRM due to 

its congruence with organisational strategy, organisation structure and HR 

strategy. The conception of this model is that employees should be recruited 

cheaply, used sparingly and exploited fully after their development (Analoui, 

2007:10). This model is also known as matching model due to its tight fit between 

organisational strategy and human resource strategy. Matching model 

emphasizes on matching existing human resources to the job requirements. It is 

very calculative in terms of quantity of labour force require to achieve objectives 

in place. Redman and Wilkinson (2001) pointed out that the matching model is 
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Figure2. 1-Strategic Management and Environmental Pressures 

focused on that area of human resource management where efficiency can be 

obtained through quantitative, calculative and strategic approach. They further 

explained that due to this element of strategic control of matching model labels it 

as a ‘hard version’. The heart of the model is business strategy, the human 

resource is just like any other resource in the organisation which shall be fully 

utilised to achieve organisational objectives.  

 

 

 

 

 

 

 

  

 

 

 

 

Source: Fombrun et al (1984)  
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Figure2. 2-The Human Resource Cycle 

 

 

 

 

  

 

 

 

 

 

Source: Adapted from Fombrun et al (1984) and Wiley et al (2003)  

 

This model has four key components which makes human resource cycle, they 

are selection, appraisal, reward and development (Bratton and Gold, 2012) 

whereas Price (2004) segregated performance from appraisal and mentioned it 

as a separate component. It further emphasizes on the fact that these 

components are required to achieve firm’s performance. Selection is about 

bringing the right candidate according to the firm’s requirement as cheaply as 

possible, performance is about trying to achieve organisational objectives as 

smartly as possible, appraisal is about how far are the employees onto the 

journey of achieving objectives, training is about what is lacking and required by 

the employees to achieve those objectives and finally, reward is what they will 
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receive after achieving those objectives (Analoui, 2007:11) so everything in this 

model is revolving around organisational objectives.   

The strength of this model is the matching of internal human resource policies 

with the organisational external business strategy (Bratton and Gold, 2012). The 

idea of Michigan model in terms of achievement of organisational efficiency is 

tremendous but it is limited to the fact that it ignores employee’s need and by 

doing so organisations ignores the means to the end i.e., workforce (Analoui, 

2007:13). Model can be seen in Figure 2.2 along with strategic management and 

environmental pressures highlighted in Figure 2.1 above.  

 

2.4.2 The Harvard Model 

One of the founding fathers of HRM is Beer et al (1984) at Harvard Business 

School.  Beer et al (1984) and his colleagues believed that humans working in 

any organisation are the assets for the business and should be treated like that 

rather than a variable cost. They also identified that all management decisions 

regarding their employees are part of human resource management. Moreover, 

they have emphasized on the responsibility of line managers for managing 

human resources. Armstrong, (2006:5) mentioned two main features of this 

model, 

 

1- The duty of line manager is to ensure the compatibility and alignment 

between business strategy and human resource policies. 
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2- Personnel should be setting up policies for their own development and 

then should be implemented for the mutual growth of business and 

employees. 

This can be stated by examining the model below that it is profoundly 

ingrained into the tradition of human relation. Analoui (2007:7) explains that 

human resource strategy entails human resource flow i.e., selection, 

placement, appraisal, promotion and reward system which is equally 

important for the motivation of employees and work systems in terms of job 

design and job analysis. Model also exemplify the employees influence in 

decision making through their presence in higher management shown in 

figure 2.3 below. Moreover, it highlights 4 C’s where competency refers to 

employee’s ability, congruence is about convergence of organisational and 

employee’s goals, commitment is about developing and investing in 

employees and the general cost effectiveness by utilising human resources 

efficiently is the last consideration of Harvard model under HR outcomes. 

Following the model through, commitment and congruence which also reflects 

the softer version of HRM leads towards the long-term consequences through 

organisational, individual and social growth which has a direct influence on 

the situational factors and shareholders interest and hence makes it a cycle. 

One of the weakness highlighted by Price (2004) is that this overly employee 

focus model can possibly deviate from real focus of organisations to achieve 

success.  



29 
 

 

 

Figure2. 3-A Map of HRM Territory 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Beer et al (1984) 
 

 

 

2.4.3 The Guest Model  

Guest (1989, 1997) studied different approaches to manage workforce in relation 

to performance, long term financial outcomes, behaviour of employees and goals. 

According to his model of HRM, individual and organisational performance should 

be evaluated by considering the effectiveness of integrated HR practices. This 

model is a combination of harder and softer version of human resource 

management. Guest mainly emphasized that to achieve organisational 
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effectiveness there should be strategic integration (hard version), flexibility (both 

soft & hard aspect), high level of commitment (soft version) and delivery of quality 

services or product which can be obtained through a quality way of managing 

people. The fundamental point in Guests (1997) framework is that to achieve 

greater organisational and individual performance, managers should adopt 

coherent HR practices. The main six components of Guest model are; 

1- HR Strategy 

2- A set of HR Practices 

3- A set of HR Outcomes 

4- Behavioural Outcomes 

5- Performance Outcomes 

6- Financial Outcomes 

In this model there is a clear link between the HR strategies and the cost & 

general business strategies. It explains further that design of HR strategy should 

be implemented in a way to achieve greater quality, flexibility and high employee 

commitment (Bratton & Gold, 2012). 
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Table2. 2-The Guest Model of Human Resource Management (HRM) 

HRM    

Strategy 

Differentiation 

(Innovation) 

 

 

Focus 

(Quality) 

 

 

Cost (Cost 

Reduction) 

HRM 

Practices 

Selection 

Training 

Appraisal 

Reward 

Job Design 

Involvemen

t 

Status and 

Security 

 

HRM 

Outcomes 

Commitmen

t 

 

 

 

Quality 

 

 

 

Flexibility 

 

Behavioural 

Outcomes 

Effort/Motivatio

n 

 

 

 

Co-Operation 

and 

Involvement 

 

 

“Organisational 

Citizenship” 

Performanc

e Outcomes 

Greater 

Quality, 

Productivity 

and 

Innovation 

 

Reduced 

absenteeism, 

labour 

turnover and 

conflict, and 

fewer 

customer 

complaints 

Financial 

Outcomes 

Profits 

 

 

 

Return on 

Investment

s 

Source: Guest (1997)  

This has been argued that this model tends to mislead and can propose 

improbable conditions for practice of human resources due to its idealistic nature 

(Keenoy 1990:367). However, the strength of this model is that key employer 

goals could be empirically examined through research (Bratton & Gold, 2012).  
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2.4.4 Storey Model 

Storey (1989:8) was first to distinguish that human resource management has 

softer and harder versions. Soft model emphasizes on the commitment, trust and 

behaviour of workforce whereas hard model underlines quantitative, calculative 

business strategic integration of human resources with the organisational 

objectives. In deploying the soft version of human resource management, the 

management considers loyalty, commitment, and trust of employees at the heart 

of their strategy. They believe that an employee can achieve more if he is self-

motivated and also consider their feedback for the organisational success. In 

hard approach management considers workforce as a resource like any other 

resource in the organisation. The model presented by John Storey was based on 

four assumptions.  

1-Belief & Assumptions  

2-Strategic Qualities  

3-Role of Line Managers 

 4-Key Levers  

The fundamental belief of this model is that along with all the factors of 

production, it is workforce which distinguishes exceptional businesses with the 

normal ones (Bratton & Gold, 2012). Moreover, this can be of great significance 

for employer’s goal to attain high commitment and engagement from the 
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employees that goes beyond their contract of employment and not just expect 

them to follow compliance (Storey, 2001). Furthermore, he has raised the 

significance of HRM and stressed that strategic qualities are imperative for 

corporate planning. In addition to that (Purcell et al., 2009) claimed that it is the 

general managers and not the HR experts who are responsible for the 

implementation of effective human resource practices. Research has been 

conducted in 15 UK companies and the result showed that line managers are 

critically important for HR issues (Storey, 1992). Finally, key levers component of 

this model emphasises on the method used to implement human resource 

management (Bratton & Gold, 2012).  

2.4.5 Warwick model  

HRM models developed and explored up to this point was American before 

Hendry and Pettigrew (1990) established a model in the UK at the Warwick 

University. The focus of this model is towards the analytical approach to HRM. It 

explores HRM in its context (role, definition, organisation, HR outputs) content 

(HR flows, work systems, reward systems, employee relations), their relationship 

with business strategy (objectives, product market, strategy and tactics) and the 

impact of outer (socioeconomic, technical, political-legal, competitive) and inner 

context (culture, structure, leadership, task-technology, business outputs). 

Warwick model encompasses all styles of HRM and environmental influences on 

the organisational strategy (Beardwell et al. 2004). The strength of this model is 

that it highlights different environments and its influence on HRM. It further 
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categorizes these environments into external and internal environments and 

maps the link between them. Idea is that organisations who can find balance, 

connection and alignment between these two contexts may achieve superior 

performance consequently. The weakness however, is the lack of development 

of process to link HR practices with organisational performance (Bratton and 

Gold, 2012).  

Therefore, an effective HRM system is essential to support performance and 

growth and to guide, motivate and develop human workforce. Hence, this could 

be the foremost institutional objective yet to achieve.  

 

Human resource management and development can play a pivotal role in 

productivity by improving the quality for recruitment and selection of people, 

developing employees on regular basis through proper training and 

developmental programmes and by introducing performance management and 

compensation systems for providing rewards to the people (Delaney and Huselid, 

1996 & Koch and McGrath, 1996). Implementation of effective human resource 

system can increase organisational performance (Delaney and Huselid, 1996) as 

well as can be a source of attaining competitive advantage (Baird and 

Meshoulam, 1988 & Jackson and Schuler, 1995) and can also have significant 

influence in the development and optimization of organisational abilities (Harel 

and Tzafrir, 1999 & Aghazadeh 2003). 
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Figure2. 4-Strategic Change and HRM 

 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

 

Source: Hendry and Pettigrew (1990)  
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Fombrun et al, (1984:35) described that the components of HRM, such as HR  

philosophies and policies, recruitment and selection, reward system, training and 

development and performance management comprises an interconnected 

structure which is entrenched in an unstable environment. Guest (1997, cites 

Youndt et al, 1996) further elaborated that HRM practices are required to be 

properly integrated within its internal and external contextual factors to generate 

higher labour turnover, productivity and financial profits.  

After having discussed HRM and its models, it is significant to highlight the 

strategic nature of HRM, environments which can affect HR strategies, role of 

HRM in strategy formulation and implementation, difficulties in the process and 

ways to overcome such impediments. 

2.5 Strategic Human Resource Management & Human Resource Strategy 

The aim of this section is to define the process of strategic human resource 

management, what is human resource strategy and to highlight the factors which 

can influence it. This segment is also focusing on formulating and implementing 

the human resource strategy, the difficulties and to design solution for such 

difficulties. Strategic human resource management defined by Armstrong (2006) 

as the process which involve individuals in any organisation to accomplish 

business goals through organisational plans and intentions. He further explains 

that three key factors involve in defining SHRM, these are the human capital, 

people involve in implementing strategic plan and the systematic approach to 

achieve these objectives. In strategic HRM overall HR strategy should always 
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relate to the business strategy vertically and with each other horizontally. Sareen 

(2018), highlighted the difference between HRM and SHRM by stating that in 

HRM employees gets recruited, trained and compensated with every 

organisational effort to enhance their skills and abilities while SHRM is more 

about achieving strategic organisational goals through integrating HR practices. 

However, Walker (1992:1) defined human resource strategy as, 

  

“Developing and implementing human resource strategies ensure that actions in 

managing human resources are aligned with competitive demands, as reflected 

in business strategies. The process of developing and implementing human 

resource strategies-the process of managing human resources in alignment with 

business strategy-is a management process. Human resource strategies are 

management strategies, developed and implemented by managing executives in 

the same manner as other functional strategies. Implicitly or explicitly, they are 

considered an important aspect of implementing business strategies.” 

 

If we concentrate on the strategic human resource model given by Armstrong 

(2006) we can analyse that this is the environment, which is molding and shaping 

the organisational human resource strategy and the organisational overall 

strategy. Here we need to highlight these environmental factors. Strategy is about 

making decisions for the achievement of specific objectives through appropriate 

way and human resource strategy is one of the organisational strategies which 

covers policies and practices adopted by the organisations for managing their 
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human resources. There are two different schools of thought, one who consider 

their employees as an asset and the other who treat them as a cost is one of the 

examples of the organisational policy. So, the human resource strategy is 

contingent on the organisational policies and practices. The first part of this 

segment is about HR strategies, the second is about the factors which can 

influence human resource strategy and the third part comprises the information 

about the difficulties in formulating and implementing human resource strategies 

and how they can possibly be resolved.  Strategic human resource model which 

has given us the idea in two dimensions, the first is about the vertical and 

horizontal integration which some of the authors defined as an External and 

Internal fit, the second is about the influence of external and internal environment 

to the business strategy and the human resource strategy. 

 

Figure2. 5-A linear strategic human resource model 
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Source: Armstrong (2006:36)  

  

Therefore, the first segment deliberates upon environments (external and 

internal) and their impact on business and HR strategies whereas the second 

part will elaborate the role of HRM in formulating and implementing strategies 

and the difficulties associated with it. 

 

2.5.1 Environmental Factors Influencing Human Resource Strategy 

Environmental factors influencing human resource strategy are further 

categorized into general and task environment. The factors in the general 

environment influence all organisations which includes the social and cultural 

trends of the particular country, political and legal system, tax policies, 

technological development, financial institutions, financial markets and the role of 

economy whereas the task environment includes the elements which directly 

affects the organisation as size and the structure of the organisation in a particular 

industry, its interdependence and interaction, the characteristics, type and nature 

of the potential or actual market where the organisation provides the goods and 

services.  

The following are some more factors highlighted by (Bourgeois, 1996:59) as the 

general environment which includes macroeconomics, demographics, 

technology, political and legal system and socio-cultural system and as a task 

environment it comprises of customers and markets, competitors, suppliers and 

regulatory groups which further includes distributors and end users, competitors 
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for markets and resources, suppliers of capital, human and physical resources, 

rate of development, potential substitutes for product or services and the stage 

of product or industry life cycle. As all the organisations are different so are HR 

strategies therefore, the nature of strategy can be general or specific. Similarly, 

the factors influencing HR strategies are also different depending on the nature 

of strategies adopted by the organisation. There are some factors described by 

Gratton, (1999:5) and discussed here as at societal level: education of the work 

force and change in demographics. Changes in technology; rapid change in the 

information technology to the people in the environment they work in. Changes 

in the structure of economy; if there is a shifting from manufacturing to service 

industries, change in the balances between public and private sector and inflation 

etc. At the political and legal level; changes in laws or the employment legislations 

can also have an impact on human resource strategies. Stakeholders; Depending 

on the power, stakeholders could also influence the organisational human 

resource strategy.   

Needle (2004:543-554) however, described these factors as: The role of state 

where human resource function is considerably influenced by the government 

laws and policies. Its impact could be visualized by taking an example of the UK, 

once the Labour Party has introduced the legislation about the rights of the 

individual worker but the Conservative Party with new laws having more 

emphasis on the collective bargaining and the affairs of the trade unions forced 

the HR managers to change the policies and strategies according to the new 

legislations. The role of economy is the other one as economic factors have 



41 
 

 

 

clearly shaped HR strategies. If there is a time of full employment there is an 

increased bargaining power of the trade unions, so the emphasis is on the 

recruitment and selection, training and payment system to have the substitution 

and the retention of the skilled labour and if there is an economic recession the 

need for training, recruitment and selection decreases, the power of trade unions 

will be weakened and the frequency for collective bargaining negotiations will 

reduce as well. Longitudinal studies in retail banking have no doubt in reshaping 

HR strategies due to banking boom in 1980 and number of soft HRM measures 

were introduced. This includes TQM, customer care, initiatives, commitment, 

team working and involvement with the assistance of trade unions. Similarly, hard 

HRM policies were introduced in 1991 when the bank experienced operating 

losses.  These hard HRM policies were direct communication with workforce 

rather than involving union resulting in downsizing and restructuring measures. 

The next is technological change as due to technological change, sometimes 

skills of the workers are not enough to meet the needs of firm so firm must hire 

the contractors from outside, but they are not cost effective in long term. 

Therefore, the firm have to develop its own training programme resulting in the 

development of ‘high-tech’ skills of workforce and knowledge regarding the usage 

of new technology. Change in technology has an impact on the HRM strategies. 

Formally, computerized record system was the practice of many organisations 

but these days with the technological advancement they are taking advantage of 

the specialist software packages which results in training of the staff to know how 

to work with new software. The labour force is the last one as the demand for 
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labour by the organisation is met through the process of recruitment and selection 

by HR managers. The labour market could be the total constraint if there is a 

shortage of labour in a particular area, or the partial constraint if there are some 

other companies offering the attractive packages to the skilled labour. It will 

impose the HR managers to rethink their plans and strategies. Due to scarcity of 

skilled labour force in IT industry during 1990’s level of mobility and spiraling 

salaries have shown an increasing trend which was addressed by changing the 

composition of labour market, training new individuals in that domain by attracting 

several groups back to work. The changes in organisational strategies and 

policies also depends on the skills of workers who wants to negotiate. There are 

mainly two types of workers mainly in the organisations, technical and non-

technical. The technical change helps technical staff if they are few and if the 

organisations are in need of them as in 1972 and 1974 National Union of 

Mineworkers did strike to put a ban on overtime work which results in reduction 

of coal stocks and turned up that the workers were in strong bargaining position 

but on the other hand, in 1971 when UK postal workers did strike then the firms 

started using alternative courier services and alternative technology as telephone 

services to weaken their case. Therefore, it could be stated here that the 

organisations will only bargain when they have no substitute or if the substitution 

is not cost effective.  

 



43 
 

 

 

2.5.2 Strategy formulation/Implementation & Role of HRM 

This has been established in recent years that the success of strategic 

management process depends on the level of involvement of HR functions. 

Mainly top-level management (which can be CEO, CFO, President and Vice 

Presidents) are involved in the strategic management & planning process. 

Therefore, the linkage of HR functions with strategic planning has been described 

in four different types of integrations which has been further demonstrated by the 

Figure 2.6 below. 

Administrative linkage is a low-level integration between the strategic planning 

process and the involvement of HR functions at the time of strategy formulation 

and implementation. 

HR executives are not involved in considering HR issues strategically due to 

either lack of time or opportunities at their disposal. HR officials in such 

organisations are mainly involved in the administrative tasks which are not related 

to the organisational main requirements. 

In one-way linkage, strategic plan has initially been conceived by the people 

involved in the strategic planning process and then they inform the HRM 

executive of that plan. This again does not involve any input from the HR 

executive regarding HR issues at the time of formulating a strategy. However, the 

strategic plan has been passed on to the HR department to design a programme 

or to develop a system for the implementation of strategic plan. Strategic plans 

developed through this integration process often fails to succeed. 
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Figure2. 6-The Role of HR in Strategy Formulation 
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Source: Golden and Ramanujam (1985) 

 

In two-way linkage, HR issues are considered at the time of formulation of 

strategy during strategic business planning process. It is then further forwarded 

to the HRM executives to analyse and present results. After the strategic 

decision-making process, they pass on the plan to the HR executives which then 

develop required systems and designs for its implementation.  

In integrative linkage HR executive is a part of senior management team and he 

is present right at the time of strategic planning process and involved at the time 

of strategic formulation and implementation process. Therefore, in strategic 

human resource management process HR function is involved right at the time 

of strategy formulation and implementation process. 
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2.5.3 Difficulties in Formulating and Implementing HR Strategy 

“Because strategies tend to be expressed as abstractions, they must be 

translated into programmes with clearly stated objectives and deliverables. But 

getting strategies into action is not easy” (Armstrong, 2006:69). 

 

It is important to focus on the HR choices at the time of formulating and 

implementing strategies and the factors which can influence them. These are 

divided into two categories. 

Firstly, it’s economic and technological factors within and outside the firm which 

determines the firm’s choice of sector, structure and competitive strategy. 

Secondly, it’s political and social factors which drive many choices in shaping the 

HR strategy (Boxall, 2003). 

The factors contributing in the formulation of human resource strategy are the 

labour force demographics; including age, sex, race, ethnicity, the attitudes; 

including expectations, needs, satisfaction, motivation and the education/training 

of employees within the organisation, the aspect of business strategy, culture and 

industry life cycle (Mirvis, 1985). These factors need to be considered prudently 

so as not to affect the strategy at formulation stage. 
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Economic and Technological        M C  Social and political 

Factors, inside and outside  A H  Factors, inside and outside 

the firm:    N O  the firm: 

Choice of sector and competitive A I  Degree of labour scarcity 

Strategy    G C  Expectations and power of  

Nature of the dominant productive  E E  employees (including union 

technology    M S  strategies, where these exist) 

Size and structure of the firm and E   Managerial capabilities and  

stage in the industry life cycle.     N I  politics 

Quality of business capital (well    T N  Labour laws and social norms 

funded or under-capitalized?)     General educational levels  

General economic conditions     HR   and vocational training  

     STRATEGY  systems”  

 

There are two major dimensions which should be considered before the 

formulation and implementation process, one of them is unavoidable and 

management have to face them. They are not considered as the weakness of the 

human resource managers e.g., any legislation comes into force after the 

formulation and before the implementation phase however, the other dimension 

is the work force within the organisation who has the capability of making impact 

on the strategy, they should be managed in a way that maximum efficiency could 

be derived from them. This is only possible if they are considered as integral part 

during the formulation and implementation phase. The sign of good human 

resource manager is that he should be able to manage the labour force by getting 

maximum benefit with their full satisfaction level.  
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The factors which create difficulties in formulating and implementing the human 

resource strategy are again the same environmental factors which are also briefly 

explained by (Gratton, 1999:6) hereunder:  

 

2.5.3.1 External Environment 

For minimizing the difficulty level for the formulation and implementation of the 

human resource strategy there is a need for a thorough deliberation of the 

external factors, the maturity levels of industry, the degree and nature of 

competition, the degree and speed in technological advancements, 

environmental restrictiveness, antagonism, intricacy and predictability of change. 

 

2.5.3.2 Organisational Specific Environment 

Following factors always deserve special attention while dilating on 

organisational specific environment 

 

2.5.3.2.1 Management Style and Philosophy 

The management style and philosophy are determined by the importance of the 

term ‘management by objective’ within the organisation, the degree of individual 

decision making, and the importance given to the collective or participative 

decision making. 

 

2.5.3.2.2 Employee Climate 

Employee climate includes trust, loyalty, devotion, reliability, risk-taking, morale, 

spirits, confidence, team work, degree of chide vs. degree of appreciation, 
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perception of senior management, perception of success of organisation and 

smugness. 

 

2.5.3.2.3 Administrative Heritage 

Administrative customs like vision of founder, key accomplishments/failures that 

are renowned in organisation, leadership style of founders, beliefs, and ethics. 

 

2.5.3.2.4 Structure 

The level of formal definition and communication, extent of centralization, 

involvement of project teams in making informal organisational structure and the 

degree of horizontal processes within the organisation. 

 

2.5.3.2.5 Culture 

This include beliefs, attitudes, behaviour, expectations, needs, satisfaction, 

motivation, shared  vision, understanding of organisational goals, values and 

decision making style within the organisation.  

Some other factors which can also act as barriers in the formulation and 

implementation of HR strategies are based on the real-life examples, (Armstrong, 

2006:70). 

 

 If the strategic needs of the business are not properly understood. 

 If the environmental and cultural factors are not fully assessed. 
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 If the initiatives taken by keeping them as current fads that do not fit to the 

organisational requirements in long run. 

 

These difficulties could further accentuate if proper attention is not given to the 

practical implementation problems. Line managers should have to perform a vital 

role for implementation. Several other problems also discussed by (Alexander, 

1985) are, 

 

 If the time utilised more than originally allocated for the implementation. 

 If the problems known during the implementation had not been identified 

earlier. 

 Non-coordination among the implementation activities. 

 If the attention is distracted by competing activities. 

 Insufficient capabilities of employees involved. 

 Inadequate training, instruction and information given to lower level 

employees. 

 An adverse impact of unavoidable factors of external environment. 

 Not proper directions and leadership received from the departmental 

managers. 

 Not much details about the key tasks and activities for implementation. 

 Inadequate information system to monitor implementation. 

 Insufficient reward and incentives for employees. 
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 Inadequate backing up and support by top management. 

 Insufficient financial resources. 

 Ineffective changes in organisational structure. 

 Undefined changing roles and responsibilities of key employees. 

 

 (Gratton, 1999) further described some more factors in the same context 

hereunder: 

 

 Most of the employees take initiatives in organisations which they observe 

to be related to their own areas. 

 The long serving employees stick to their status and pay less attention 

towards the implementation. 

 Sometimes in diverse organisations multifarious or wooly initiatives may 

differently perceived by the employees. 

 Non-routine initiatives are sometimes difficult to be accepted by the 

employees. 

 The employees could be argumentative if they think that the initiatives 

taken clash with the organisation’s identity. 

 If there is an element of risk and danger in taking an initiative. 

 Inconsistency in company’s strategies and values.  

 Level of trust in senior management. 

 How much the level of initiative supposed to be in justice. 
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 The scope to which on hand progression possibly will help to implant the 

initiative; 

 Indolence due to bureaucratic culture. 

Despite so many difficulties in formulating and implementing HR strategies, there 

are ways to overcome these and are discussed below. 

 

2.5.4 How to Overcome the Difficulties in HR Strategy Formulation 

 (Stonich, 1982) defined some ways to overcome the difficulties in formulation of 

strategy. 

 Strategy formulation process should explicitly include the implementation 

aspects, changing in staff, modification to system and policies and require 

reorganisation. 

 The strategy formulation should be supported by the reward system, 

salary adjustments, bonuses and promotions. 

 Strategic plans should lead to practical actions. 

 Middle line managers should properly evaluate the strategy formulation 

process. 

 The decisions made in strategy formulation process should be shared with 

the middle management. 

 Before the allocation of resources among the unit’s middle managers, they 

should review and comment on proposed strategies. 
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 There should be proper monitoring of the strategic programmes like capital 

investment projects, key markets, competitors, customers and financial 

indices. 

 The corporate staff group should exist to educate users and to provide 

proper support in analytic techniques for strategy formulation. 

 Strategic proposals should be revised and critically reviewed. 

 The risk and uncertainty should be explicitly estimated by using 

quantitative methods. 

 The analysis of competitive factors should also be explicitly appraised 

through the qualitative and quantitative nature of competitors by market 

segmentation. 

 

2.5.5 How to Overcome the Difficulties in HR Strategy Implementation 

Some views are given by (Armstrong, 2006:70) to overcome the problems in 

strategy implementation. 

 

 Perform a meticulous preface scrutiny of desires and requirements. 

 Proper formulation of the strategy. 

 Support for the strategy to be properly enlisted. 

 Deep assessment for barriers. 

 Action plans should be prepared. 

 Implementation should properly be managed for any project. 
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 Follow up and assess development so that corrective action can be taken 

as required. 

 

(Alexander, 1985) adds his views that, 

 

 There should be two-way communication. 

 Obtain employee commitment and employee involvement. 

 Provide sufficient resources. 

 Develop an implementation plan. 

 

Research has discussed factors (internal and external) which influence the 

human resource strategy, the difficulties faced by the organisations in formulating 

and implementing the human resource strategy and how these difficulties could 

be triumphed over. Almost every author has highlighted these external and 

internal factors which has potentially influenced and created difficulties for any 

organisational human resource strategy in two ways, firstly, it directly influence 

the human resource strategy or directly influence the organisational strategy and 

indirectly affect human resource strategy due to their integration. Secondly, some 

of these factors are very difficult to cope with and the organisations must change 

their human resource strategy in any case e.g., in case of changes in government 

legislation but it influences the whole industry. However, the workforce within the 

organisation could also create problems but this could be controllable and 
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manageable if proper attention is given to the employee’s demands and needs 

before formulation and implementation of the HR strategies. These solutions 

given by different authors are not standard solutions for any organisation, it 

depends on the organisational structure for which the planning is to deploy 

human resource strategy. To minimise these influences there is need for proper 

job performance by the human resource management executives in three 

strategic steps as defined by (Zambriskie and Huellmantel, 1989), 

 

 There is a proper need of change by engaging the chief executive of the 

human resource as a member of divisional and corporate planning to 

review committee structure so that it should include one of the managers 

from the same department as regular member of the strategic business 

unit planning (SBU) teams. 

 

 The following responsibilities must be given to the chief executive of 

human resources. 

 

o The SBU planning teams and the top management should 

be aware of changing environmental trends and their 

relationship with working conditions and employee’s rights.  

 

o The information regarding the availability and cost of staffing 

additional personnel is timely provided to SBU team for the 
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proper evaluation and prioritization of each new strategy at 

the SBU planning level. 

 

 For future business to grow rapidly, the chief human resource executive 

must have to shoulder the responsibility of developing the strategic 

manpower in a true manner. This programme includes adequate inventory 

and appraisal system, future organisation charts, replacement tables 

based on strategic plans, recruitment and training, personnel programme 

and career training & development programmes. 

 

Training and Development Programmes thus have huge significance towards the 

organisational success and is a vital human resource strategy. Therefore, focus 

of this research is to discuss training and development as a good practice, 

evaluate current training and development practices of nursing staff of public 

hospitals in Lahore, Pakistan and to address shortcomings, if any and to suggest 

ways for further improvement. 

2.6 Human Resource Development 

In the last two decades HRD has remained one of the most popular and growing 

management development areas of organisations due to competitive nature of 

business and volatile business environments (Kareem, 2017). The critical and 

analytical human resource development procedures are among those essential 

pillars on which the whole structure of HRM edifice. Human Resource 
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Development involves training, development, motivation and control of 

individuals at work and is done through good potential practice model to increase 

the organisational performance. However, they can never be taken as a face 

value because every organisation is different from other in respect of its context, 

internal and external environment. This includes culture, management style, 

mission, vision, size, structure, strategic objectives and the social, legal, 

economical, technological and political aspect. Therefore, it cannot be assumed 

that good practice model which is successful in one organisation do have a 

potential to give the same results in the other organisation. Hence, the model 

should be organisation specific. The ‘Crossvergence’ approach has developed 

an understanding about the appropriate practice because it offers the vision of 

interaction between model of good practice of HRD and the features of 

organisational context leading towards appropriate practice. In this section the 

focus will be on the training and development as a good practice and what is 

required to adopt, adapt and abandoned from the good practice model so it can 

be appropriate for the organisations in question. This has been further explained 

with the help of Figure 2.7 below.  
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Figure2. 7-‘Crossvergence’ the interaction between ‘good practice’ and 

particular contexts 

  

Source: McCourt and Eldridge (2003)  

 

The training and development is a long process of evaluating the participant’s 

ability, skills, knowledge and level of learning gained through the process. 

Therefore, before reaching to the appropriate practice there is a need for a good 

practice model. There are different elements in good practice model, some of 

them are universal and every organisation must adopt them as they are, some 

are totally conflicting and rejected and some of them needs modification 

according to the context of that organisation. 

There is a big debate on the importance of training process even though these 

are being criticized by many of the authors. For example, the outdoor learning is 

widely practiced and accepted approach in different organisations for the 

development of their employees. They have a belief that the process of outdoor 

  Models of HRD 
  ‘Good practice’ 
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particular 
Context (economic,  
Legal etc.) 

        ‘Appropriate’ 
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learning helps to develop the personal and team skills. Even though some of the 

organisations rejected this approach due to certain reasons which includes 

unavailability of the proper outdoor trainer or the suitability of outdoor locations. 

Some of them accepted and adopted due to the availability of quality trainer and 

location and some of them molded the model and brought it in conjunction with 

the organisational outlook. Adaptation is the process of shaping some model 

according to the organisational needs resulting in effectiveness of that good 

practice model in a practical way. This research will focus to examine training and 

development as a good practice and how this can be applicable to Pakistani 

public health service sector for the development of nursing staff. Therefore, the 

emphasis from here onwards will be on the training and development literature, 

its strategic importance and its impact on the development of nursing staff in the 

public hospitals of Lahore, Pakistan.  

Several definitions have been provided throughout the years on HRD. Human 

Resource Development is one of the main functions of human resource 

management. It is a process in which employees can enhance their skills and 

improve performance through learning and change (Nadler 1970, Swanson and 

Holton 2001, Stewart and Rigg 2011). It has been widely accepted that if workers 

are well trained than they can perform effectively and efficiently. The true 

meaning of HRD in ‘bigger picture’ is about adult learning through training and 

development (Gibbs, 2011:4). It is an ongoing phenomena which involves 

individuals and organisations where the human element of it is the heart of HRD 

(Sheikh, 2020).  
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Mclean and Mclean (2001) has defined HRD as, 

 

“HRD is any process or activity that either initially or over the long term has the 

potential to develop adults’ work-based knowledge, expertise, productivity and 

satisfaction, weather for personal or group team gain, or for the benefit of an 

organisation, community, nation or ultimately, the whole humanity”. 

 

McLagan (1989) studied roles of HRD and their competencies for ultimate 

effectiveness.  He described the relationship of HRM and HRD as a ‘wheel’ and 

identified three main functions of HRD as career development, organisational 

development and training and development. As HRM constitute the process and 

policies which includes recruitment and selection, retention and promotion, 

retirement and termination (DeSario et al., 1991:75), HRD on the other hand 

mainly focuses towards the ‘development dimension’ of human resource 

management.  

Nadler (1991) presented HRD model with four main components which are 

training, education, learning and development. He further defined HRD as, 

 

Organised learning experiences provided by employers, within a specified period 

of time, to bring about the possibility of performance improvement and/or 

personal growth (Nadler and Nadler, 1989:4) 
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This definition has emerged the reason for debate among the authors who has 

supported either the element of performance or learning (Rigg et al., 2007). The 

above definition mainly focuses on the individual (employee) and his/her 

relationship with the organisation. Therefore, this is considered as the micro 

aspect of HRD which emphasizes on the organisational actions to enhance the 

skills and capabilities of their employees with a belief that motivated workforce 

can increase organisational competitiveness (Armstrong, 2001; Rohmentra, 

1998; Rao, 1986; Devanna et al., 1984). Macro aspect of HRD on the other hand 

covers the development of whole nation or societies through the development of 

their health, education and population. As Rao (1995:15) stated that, 

 

“At the national level HRD aims at ensuring that people in the country live longer; 

live happily; free of disease and hunger; have sufficient skill base to earn their 

livelihood and well-being; have a sense of belongingness and pride through 

participation in determining their own destinies. The promotion of the well-being 

of individuals, families and societies provides a human resource agenda for all 

countries the world over”. 

 

This has encouraged this argument that HRD is a process to facilitate 

development of individuals from intellectual, psychological, moral, economic, 

cultural and social aspect so they can contribute towards the betterment of 

community and nation (Analoui, 2007). It has been identified in the last decade 

that the organisations who apply HRD can have positive impact on the well-being 
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of societies as well as on the overall economy (Claydon and Beardwell, 2007). 

Analoui, (1999) described HRD as a process of organized learning developed by 

the employer for their employees to enhance their skills for the better 

performance and organisational growth within specified time.  Organisations have 

achieved better outcomes if they considered HRD as an integral part of their 

corporate culture (Garavan & Murphy, 2009). It has been previously suggested 

by Garavan et al., (1995) that there are three perspectives of HRD which 

organisations might adopt depending on their needs and the decisions by the 

management toward the appropriation of best approach for the organisational 

growth. These perspectives are Capability Driven HRD Perspective: This view 

assumes the achievement of goals through the development of human capital. 

Second is Psychological Contract Perspective: which assumes the achievement 

of goals through good relationship between employees and employer and finally, 

Collective Learning/Learning: Organisation view which assumes the 

achievement of goals through organisational effort towards generating, improving 

and transforming knowledge rather than just concentrating on individual learning. 

Luoma (2000) also recognised three approaches to HRD and suggested that 

capability driven approach is best among them to develop quality of employees 

in long run. He has categorized them into, Need Driven: This view assumes that 

performance gap should be addressed through identifying training needs. 

Second is Opportunity Driven: This view assumes developing market and the 

opportunities associated with it which requires training to achieve those 

opportunities and finally, Capability Driven: assumes that gaining and retaining 
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of competitive advantage is through continuous development of human capital. 

Since the focus of this research is on the training and development, therefore, we 

cannot ignore its strategic importance. Hence, there it will be pertinent here to 

briefly discuss about human capacity building and strategic human resource 

development before exploring training cycle. 

2.7 Human Capacity Building  
 

Capacity building/development is a broader term which includes organisational 

capacity building, enabling environments and individual capacity 

building/development. The significance of capacity building has been discussed 

widely in literature and by the practitioners with regards to challenges and 

limitations in developing countries to comprehend and implement this 

phenomenon and their struggle to achieve millennium and sustainable 

development goals (Kenny and Clarke, 2010; Debrah and Ofori, 2005). Since the 

emphasis of this research is on the development of human capital for the delivery 

of effective patient care, therefore, the focus is on the human capacity building 

aspect in this discussion. As discussed earlier, the role of environments 

(institutional constraints) play imperative role in shaping the human resource 

management and development functions in that particular context, therefore, 

human capacity building good practice model cannot be taken as a face value 

(Schwartz, 2012; World Bank, 2010; OECD 2006). There has been a lot of 

criticism around the capacity development initiatives to be taken as a face value 

without considering institutional and resource constraints (World Bank, 2010; 
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OECD2006). To overcome these challenges, it is imperative for the donor 

countries to consider Pakistan for foreign direct investment for sustainability and 

continuous development, so the previous efforts with regards to development can 

be sustained and continuous future development goals can be achieved through 

development assistance by strengthening the capacity of developing countries 

(Analoui and Danquah, 2017; Saasa, 2008; Franks, 1999).    

There has been argument among the practitioners and the academicians if the 

capacity development only focuses on developing the system’s capacity of any 

institute and the organisation to improve their performances (Cornforth and 

Mordaunt, 2011 cites Cairns et al. 2005), however, enabling environments and 

human element in capacity building has been identified as key feature by UNDP 

(2008). The thesis has focused on the individual capacity building element 

because this research is about the nurses’ social skills and capabilities to perform 

at the best possible level. In this research capacity refers to their social skills and 

abilities combined with their experience and knowledge to achieve high quality 

care standards. The focus is on acquiring those skills through systematic training 

and development practices as well as learning and education through holistic 

SHRD model developed and discussed in chapter 7. Highest level of capacity 

can be achieved through knowledge, skills and attitudes (Franks, 1999). In order 

to implement the holistic approach of capacity development in this project, there 

is a need to study enabling environments in detail in public health sector of 

Pakistan and how to cope in these ever changing and challenging environments 

as well as to understand the policies and procedures of these organisations fully 
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in which these nurses operate. Therefore, the proposed SHRD model highlights 

enabling environments, organisational policies and procedures, and provides a 

foundation for the need for future advance study in which these areas can be 

further explored. 

2.8 Strategic Human Resource Development 

This has been argued by many writers that Strategic Human Resource 

Development is about developing people by focusing on the long-term 

perspective with regards to the formulation of policies and practices to support 

business operations. (Analoui, 2002; Armstrong, 2001; Bratton and Gold, 2012). 

Garavan (2007:25) however, took the conversation away from the conventional 

approach of long-term planning and stressed on the coherence, vertical 

alignment and horizontal integration of learning and development activities to 

achieve strategic goals (Gold et al., 2013). It has been noticed in many 

organisations that they do not consider HRD proactively at the time of strategy 

formulation. Luoma (2000) identified three links between the organisational 

strategy and the human resource development which he named as, Reactive 

Approach: where organisations focus on current needs of the business alone by 

ignoring future development needs. The second is Opportunistic Approach: when 

the organisation sees a change in some specific industry and considers that 

development is necessary according to the opportunity available to gain 

competitive advantage. This sort of approach could be reactive but also have 

potential to meet the future needs and finally, Proactive Approach: Under which 



65 
 

 

 

organisations focus on the future needs and develop their employees to gain 

required knowledge, learning and skills to cope with future requirements and to 

sustain competitive advantage. Lyon (2016) argued that organisations can 

perform amazingly well if SHRD is deployed. It is therefore, important for the 

organisations to be able to cope with the current and future organisational needs 

by developing their staff to compete in the market. To do so, organisations need 

to develop a learning culture in the organisation, so that the skills and knowledge 

of employees in the organisation are up to scratch to meet the current and future 

organisational requirements and to stay competitive and successful. Analoui 

(2007:166) highlighted nine characteristics of strategic approach to HR 

development. He has mentioned that SHRD has a significant role in defining 

goals and missions of the organisation along with implementing a strategy. He 

has stressed that senior management should actively be involved by taking 

leading role in HR development, environmental factors should be considered 

carefully by HR and senior managers, engagement of senior management for the 

development of HR strategies to fulfil current and future organisational needs, 

line managers should be considered as strategic partners for HR development, 

there should be a strategic fit between HR development and other characteristics 

of HRM, it is imperative for the organisations to use trainers as facilitators for the 

implementation of any change, HR development activities should be evaluated 

against future oriented cost effectiveness and organisational culture should be 

influenced by the role of HR.  
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Quality staff is a key if organisations want to achieve their goals and to maintain 

their dominancy in competitive arena. Learning through training helps in 

developing individuals as well organisations (Maybey and Salaman, 1995). 

SHRD involves strategic management of training, education and development to 

achieve organisational objectives as well as to utilise learning, skills and 

knowledge of employees to the maximum level (Garavan, 1997:17). He further 

emphasized that SHRD is about acquiring learning through training, education 

and development. Maybey and Salaman, (1995) also emphasized that learning 

can be achieved through training, education and development by enhancing 

employees’ skills, knowledge, behaviour and working abilities to fulfil current and 

future organisational needs. Nadler (1974) also agreed that the development side 

of human resources results in different learning aspects which are education, 

training and learning. Armstrong (2001:516) further divided learning into 

individual, team and organisational learning and added career management and 

management development as core elements of HRD alongside training, 

education, learning and development. Tseng and Mclean (2008) added that 

SHRD is about achieving organisational goals through improving businesses and 

employees with strategies, career development, organisational development and 

training and development opportunities.  

It is therefore, clear from the above discussion that many writers have similarities 

on how learning can be achieved and highlighted training, education, 

development and learning as main components of SHRD. However, what lacking 

is its strategic importance in transitional economies where HRD activities are 
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mostly carried out without considering the strategic aims and objectives of the 

organisation. On these grounds, Analoui (2007) has presented strategic model 

for human resource development and categorized into five stages of policy 

formulation, awareness rising, Intervention, transfer and outcome and utilisation. 

He explained that at the first stage of formulation of HRD policies it is assumed 

by many writers, implementers and participants that strategic objectives should 

be clearly communicated however, it has been noticed that it has hardly been the 

case and it is in fact the senior management which is mainly aware and not the 

implementers (trainers, planners, developers) who are directly involved in the 

process.  Analoui and Karami, (2003) stressed that awareness about strategic 

policy is a key to success, to maintain competitive gains and to establish learning 

through knowledge, skills and competencies. Therefore, it is imperative that 

trainers and participants should be fully aware of the organisational objectives.  
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Figure2. 8-Strategic Model of Human Resource Management 
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developmental programmes to enhance learning among the work force to 

achieve organisational objectives.  The fourth stage is transfer which is significant 

in terms of transfer of learning through training interventions into the workforce. 

Training evaluation should be conducted to measure its utilisation and to assess 

the achievement of organisational objectives. All five stages of SHRD are shown 

in Figure 2.8 above. 

As the Figure 2.8 shows the strategic elements of HRD like training, education, 

learning and development, however, the focus in this research will primarily 

remain on training and development aspect. 

2.9 Training 

Training is not simply desirable, it is a global business requisite and the emerging 

horizon of current needs have made it more incumbent. Learning and 

development is usually a function of HR department and is existing as specialist 

function in over two fifths of the organisations. It is a split between HR and other 

business areas in one fifth of the organisations and in under two fifths of the 

organisations it makes a part of general human resource activities (CIPD, 

2015:3). Training and development is one of the human resource strategy which 

should be aligned with the business strategy. It is aligned in one fourth of the 

organisations, broadly aligned in two fifths of the organisations with some 

discrepancies and not aligned in 6% of the organisations. Main reasons for no 

alignment identified in CIPD (2015:3) survey report is the lack of clarity about the 

business strategy, lack of resources and lack of understanding about the 
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capability and potential of learning and development activities by the business 

leaders. Training and development of human resources is for the betterment of 

organisations in long run. Therefore, Bee & Bee (1994:4) has emphasized that it 

is vital for the evaluation that,  

 

“Training must be driven by the business needs of the organisation.”  

 

Moreover, training should be conducted when there is a need for improvement of 

human performance in the organisation (Peterson, 1992:14) or in other words the 

need for training arises when there is some gap between the actual and desired 

performance. According to Blanco (2018) in order for the organisations to 

become extremely resilient, it is imperative that training of any kind is given the 

utmost importance. Siddique (2017), however, highlighted training as critical 

element of improving resilience in organisations. Goldstein, (1993:3) mentioned 

that there is a consensus between many writers that training helps in changing 

behaviours through learning due to education, development, planned experience 

and instructions. Kooij and Boon (2018) labelled training and development and 

work assignments as one of the high performing HR practices. Neves (2018) 

confirmed this by adding selection and compensation features on top and 

referring them as common HR practices that most organisations should have. 

Garavan (1997: 2) suggested that training supports in developing skills, 

knowledge and attitudes through learning which results in performing jobs 

effectively.  Analoui (1993) added that the main purpose of the training is to 
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improve job performance presently and to be prepared for the future. He further 

argued that for it to be effective, it must be strategic and transferable. Armstrong 

(2001:547-8) presented ten conditions for effective training that individuals needs 

to be motivated towards learning. Learners should know the expected standards 

of their after-training performance, appropriate feedback should be provided to 

trainers, learners should be satisfied with the level of training, learners should be 

actively involved and participate during the training, appropriate training methods 

should be used to fulfil the requirements of the participants, keep participants 

engaged and interested. Trainees should be given enough time to learn, absorb 

and implement before evaluation. Quick feedback should be provided to learners 

to improve and learners should be aware with all four styles of learning (activist, 

reflector, theorist and pragmatist). It is significant to follow strategic approach to 

eradicate any chance of ineffectiveness in training which is also known as 

systems approach to training (Analoui, 2007:183). To plan a systematic training, 

it must begin with the need analysis. It is therefore, agreed by different authors 

that the first step before conducting a training should be the identification of 

training needs hence the first part of this section delineates training needs 

analysis (TNA). The whole process from the identification of training needs till the 

evaluation is systematic training process and is used to viaduct gaps and enable 

learners to polish their skills for effective performance. Different authors 

presented different stages for the systematic training process but researcher will 

focus into the detail of training need analysis, designing the training programmes, 

training delivery and training evaluation and the relevance of TNA with training 
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design, delivery, evaluation as well as the implications of TNA to individuals, 

managers and stakeholders. Before discussing training needs analysis, design, 

delivery and evaluation, it is vital to start with the training programmes. 

 

2.9.1 Training Programmes  

Organisations use training programmes to serve different purposes. The need 

mainly arises due to the occurrence of performance gaps with a continuous 

change in the external environments (Bee and Bee 1994: p 6-7) and because of 

that the internal factors like human resources are needed to be developed 

according to the business needs (ibid. pp. 8-10). The key objective of training 

programmes is to develop human resources to cope with these changes. 

Therefore, organisations invest in training their employees for their development 

so that with improved performance, efficiency and capability they can better 

respond to the challenges from the competition (Birchall and Smith, 1999). 

There are various parameters to determine training gaps, (Hart, 1991) 

highlighted absenteeism, poor communication, lack of sense of 

responsibility, lack of interest in routine work. Some other factors could be 

inefficient workforce, to ignore operating procedures, poor quality 

standards, too many errors and mistakes, delays and malfunctions and 

poor performance. He further emphasized that a good training programme 

should result in enhancing the skills through learning and transfer of 

knowledge of targeted workforce as well as to improve their general 

behaviour which is key for required outcome. It is important to pre-assess 
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the design of training programme in such a way that it should be aligned 

with the business and human resource strategy so that the maximum 

benefits can be derived in comparison to the cost incurred.   

 

2.9.2 Training Process 

A systematic approach to training process is based on the needs of the 

organisation. Hamblin (1974) has highlighted five phases to this process. They 

are to analyse the organisation's needs and identify training goals in a view that 

the targeted employees shall gain knowledge and skills to achieve organisational 

objectives. This phase results in deciding if training is really required or when the 

training will be required and who should be trained. Secondly, to design a training 

system in such a way that learning goals can be achieved through proper 

implementation. Focus in this process is to identify learning objectives (which aids 

in accomplishing the learning goals) and learning facilities (necessary funding, 

course content, lessons and sequence of lessons). Thirdly, to develop a training 

package of resources and materials, including developing graphics, audio-

visuals, manuals etc. Moreover, to Implement the training package there is a 

fourth phase which includes delivering the training, support group feedback, 

clarifying training materials, administering tests and conducting the final 

evaluation and finally to evaluate training, before, during and after 

implementation. Reid and Barrington (1997) has also categorized training 

process in almost similar fashion as shown in Figure 2.9 below 
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Figure2. 9-Systematic Division of the Training Process 

 

 

 

 

 

 

 

Source: Reid and Barrington (1997) 
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Boydell and Leary, (1996:1) added that, 

 

“Training that is ill directed and inadequately focused does not serve the 

purposes of the trainers, the learners or the organisation”  

 

This can be stated from the above definition that any training lacking mature 

training need analysis process and lacking stakeholder’s involvement is simply a 

waste of time and money (Boydell and Leary, 1996).  Training is required to 

enhance the performance of individuals or groups in any organisation and the 

training need analysis is a method to identify such needs. Therefore, the process 

of training need analysis helps to identify the gap between potential and the 

present performance of the workforce of any organisation (Peterson, 1998:8). 

According to (Bee & Bee, 1994:20), training needs analysis is a process to assess 

the performance gap which is hidden somewhere among three main areas of 

need. The first one is organisational needs, if there is a gap in performance at 

organisational level or if there is a need for change at organisational level which 

could affect the organisation then there is a need for TNA e.g., training need for 

familiarizing cultural change in the organisation. The second one is group needs 

in which the performance gap which could affect any group then the need of 

training for that group is required. e.g., training for marketing staff for the new 

product launching in the market and finally individual needs, when there is a gap 

in the performance of any individual or if there is need to identify the training for 

individual e.g., the training about the time management. These three areas of 
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TNA can be addressed through applying three levels of TNA which are 

implementing, improving and innovating. Implementing performance need at 

organisational level means to identify whether the organisation is capable of 

meeting its current objectives or performance, if not then identify the ways of 

achieving those objectives, at group level it is about to identify that how well the 

group is performing for the achievement of current objectives and at individual 

level it is about to find out that up to what extent the individual needs to be trained 

on and for bringing their performance up to the standards. Improving performance 

need is required when the organisation is meeting its current objectives but there 

is need to improve its performance for achieving higher/future objectives. At 

group level this is the team which find out the area for improvement due to their 

combined effective efforts and at the individual level it is about the continuous 

improvement in the skills of the individuals. Finally, innovating need arises when 

the organisation changes or adopt new strategies and objectives, at group level 

it is about when there is need to work across the boundaries with different groups, 

the chance for establishment of high-quality association and communication and 

new ways of functioning mutually and at individual level is to find out that 

individual is competent enough to think extensively and capable of doing work 

with different people having different backgrounds (Boydell, 1996:19-23).  

 

2.9.2.1.1 Assessing Training Needs in Appropriate Area and Level 

Now it is known that training need is analysed on three levels and in three areas 

which is also explained with the help of Table 2.3 below. 
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Table 2.3 Identifying Training Needs 

         Areas of need 

Levels of business 

benefits 

Organisation Group Individual 

1.Implementing-Doing 

things well 

Meeting current 

organisational objectives 

Working together to meet 

existing targets and 

standards 

Being competent at the 

level of existing 

requirements 

2.Improving-                       

Doing things better 

Setting higher objectives 

and reaching them

Continuous improvement 

teams 

Having and using 

systematic, continuous 

improvement skills and 

processes 

3.Innovating-                     

Doing new and better 

things 

Changing objectives and 

strategies 

Working across 

boundaries to create new 

relationships and new 

products and services 

Being able to work 

differently and more 

creatively with a sense of 

shared purpose 

Source: Boydell and Leary (1996)  

The box above in Table 2.3 highlighted for discussion purposes. It is imperative 

to identify the level and the area which needs to be addressed. For instance, 

shaded area in table depicts that the organisation require TNA at the third level 

(group) i.e. innovating- doing new and better things.  

 

2.9.2.1.2 Choosing the Best Technique for TNA 

There has been a great debate on the methods and techniques which can be 

used in conducting TNA. The main task is the identification of performance gaps 

and for the identification of performance gaps there is a need to collect the 

performance data. As Goldstein (1993:48-49) have presented nine techniques 
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with their positives and negatives in detail, they are, Observations, 

Questionnaires, Interviews, Group Discussions, Tests, Reports, Records, Work 

Samples, Print Media (Magazines, Journals, Newspapers) and Key Consultation 

(Date from related people). In addition to that McCourt and Eldridge (2003:248) 

have suggested skill testing, Performance management appraisal and self-

assessment techniques. Reid and Barrington (1997:228) have highlighted the 

importance of SWOT analysis to analyse the strengths and weaknesses (internal 

factors) and opportunities and threats (external factors) to be considered 

thoroughly at the time of TNA. Bee and Bee (1994:19) has however, added 

succession planning (planning to replace the managerial posts by new people), 

human resource planning (strategic planning of quantity and quality of labour 

needed) and critical incidents (learning from critical incidents e.g., knowledge 

deficiency among workers regarding safety measures during fire etc). Boydell, 

(1996:27) defined three ways of obtaining data which are getting feedback from 

others, using self-assessment and using objective data techniques. Buckley, 

(2000:33) stated some other ways like exit interviews, probation interviews, 

customer surveys, benchmarking, organisational reviews and functional audits 

and Peterson, (1998:14) emphasis on quality management, quality circle as a 

source of data, absenteeism, grievances, accidents and illness are some other 

ways through which the performance could be measured. Furthermore, Boydell 

(1996) also identified three models for the assessment of training needs. The first 

model is about the analysis of training needs by the training specialist and the 

management’s role seems soft in it.  



79 
 

 

 

In the second model the training needs are analysed by the management and the 

training specialists must act as a consultant or advisor to the management. In the 

third model the management and the training specialists work together as a team 

for the analysis of training needs and planning for change, this is the ideal 

situation because for the generation of productive results there should be close 

group effort between them. 

After the TNA the emphasis should be on the objectives of the training that what 

is the framework in which the training should be conducted, why training is 

needed to be conducted and what results should be achieved from the training. 

Once the TNA phase is completed and the objectives are smartly settled, then 

there is a need to design the training programme. Costly and irrelevant training 

could confuse the learners and too little training could also cause performance 

problems, therefore, it is important to keep the balance. Goals of trainers and 

trainees should be clear if they are certain about the objectives, the performance 

standards, knowledge, skills and attitudes of the trainees plus the effectiveness 

of the training programme which helps in bridging the connection between the 

training and the training needs (Buckley, 2000:113). 

 

2.9.2.1.3 Relevance of TNA with Training Design, Delivery and Evaluation 

The first step for the training process is TNA and its significance should not be 

ignored for the proper implementation of the whole training cycle otherwise 

organisations will not be able to derive maximum benefits through it or even might 

suffer higher costs without any return (Boydell and Leary, 1996:1). TNA offers the 
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foundation for clear objectives of the training and those objectives finally reinforce 

the suitable design, delivery and evaluation of the training (Bee and Bee, 

1994:111-112). 

 

2.9.2.1.4 Implications of TNA for Individuals, Managers and Stakeholders 

Individuals are learners who need to be trained. TNA was formally decided by the 

external experts for the individuals regarding what they need to learn. The major 

reasons for involving individuals in TNA process so that they can discuss their 

own needs and have detailed information about the organisational objectives. 

Furthermore, they are helpful in analysing the circumstances and are useful in 

making decisions about what is required to change, what training they need for 

themselves and what could be the best possible technique for that. By doing this 

organisations can expect high commitment and motivation from the individuals to 

implement any changes. (Boydell, 1996:45). Therefore, there is a positive 

relevance of TNA with individuals as more involvement of learners can help in 

providing more accurate need for training. This leads to better commitment, 

motivation and build positive attitude in individuals toward work which results in 

increase in the overall efficiency of the organisation. Some of the individual roles 

are learning transfer, fortification of suitable behaviour, awareness of results, 

dynamic participation, motivation, willingness to change, and time reflection of 

training process whereas (Pedlar, 1994:204) classify their involvement as self-

development. 
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Managers on the other hand include line managers, senior managers and human 

resource managers. Line managers receive information from individuals 

regarding what they need in training to become more efficient at work and then 

they further deliver this information to the senior management. Once the training 

has been performed they also provide feedback to the senior management about 

evaluation of the TNA and the level of achievement of TNA and organisational 

objectives. Moreover, they have a strong role in encouraging learners and to 

provide suitable resources and favourable conditions for them in order to get 

response by engaging them in following learning actions (Boydell, 1996).  

Senior managers are the sources of providing information that what are the 

missions, visions, strategy and overall directions of the organisation and what 

should be the boundaries for conducting TNA activities. TNA can never be 

evaluated well if the learners are not clear about the objectives, mission, vision 

and strategy of the organisation and in long run could affect their learning needs 

(Boydell, 1996). Therefore, the implication of TNA to the senior managers will be 

positive if mission, vision, strategy and objectives of the organisation are clear to 

the learners to identify training needs.  

There is a close interaction of the human resource professionals with the senior 

management for the preparation of training design, plan to bridge performance 

gaps and to receive feedback from the line managers. HR professionals have 

different roles as to identify training needs, plan, design and delivery progress 

review and to evaluate their results, therefore, this can be stated that HR 

professionals are deeply involved in the whole systematic training process and 
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support in developing the human potential for the achievement of organisational 

objectives. 

 

“A stakeholder is any group or individual who can affect or is affected by the 

achievement of the organisation’s objectives” (Yamak, 2005).  

 

The following are some of the stakeholders discussed below by (Boydell, 

1996:46-49). Clients and customers are one of the sources of gathering 

information for TNA. At organisational level this can be done through customer 

surveys to gather opinion about their requirements. This can help in identifying 

the weaknesses which organisations should try to remove through training for 

ultimate customer satisfaction. At the individual and group level the information 

could be gathered through customer-mapping, role negotiation and functional 

audits etc. 

Budget holders are important people and they should also be involved in the 

process of TNA. They might be the people from the finance department who 

usually have budgets for TNA. Budgeting should be carried out before successful 

completion of TNA to carry on the training activity, therefore, involvement of 

budget team is quite significant to avoid financial setbacks for training. 

Colleagues and co-workers could be the valuable source for providing 

information. This can be done either unofficially or through systematic training 

process like 360degree feedback from customers, suppliers, bosses, 

subordinates or co-workers. 
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Suppliers are relatively considered less active in the TNA process in practice 

even though they have potential to play a key role and should be treated equally 

important as customers. 

Key initiative takers like Investors in people, individuals involved in business 

process re-engineering, quality and customer care are some of those people who 

are involved in the projects or programmes which could result in initiation of TNA 

programme. 

 

2.9.2.2 Training Design 

Training design is a process to decide what to prepare as a course design and to 

make a learning package. Training programme moves along with of training 

design. (Buckley and Caple, 2004:31). Wills (1993) mentioned that the success 

of a training programme is based on a good designed course.  McNamara (2018) 

believed that there should be an advanced knowledge about the training goals, 

objectives, documentation, learning activities and course evaluation before 

designing a training programme. Buckley and Caple (2004) agreed with 

McNamara and suggested that without clear objectives, design and delivery is 

not possible. Davies (1973) however, highlighted the significance about the 

awareness of the behaviours of the trainees.  Once the training needs are 

properly identified then the next stage is to develop an effective training design 

for the achievement of training objectives (Tannenbaum & Gary 1992) or other 

option is to get it designed or buy it (Bee and Bee, 1994:128). A good TNA makes 

the task simple and eliminates any doubts or confusions (Wills, 1993:54). It is 

http://www.authenticityconsulting.com/#_blank
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significantly important to conduct TNA properly for turning a training programme 

into action (Bee and Bee, 1994:99). Training content which is the integral part of 

training design comes through TNA (Patrick, 1992). For a good training design 

and to achieve optimum results it is important to assess training needs and to 

identify training objectives (Scot et al., 2002:223-228). As training and 

development is one of the human resource strategies which should be aligned 

with the organisational strategy, therefore, the training design should be in 

accordance with the organisational goals and strategies. Boydell and Leary 

(1996:1) described TNA as the foundation for training design. For effective design 

one should be aware with the abilities, experiences, preferences and needs of 

the learners. As the learners are already identified at the TNA stage even though 

during this stage it should be clear that what is a target and why, what is the range 

of learners, how much they are in number, what are their needs and preferences, 

what are those particular issues which should be resolved through this design 

and what is the purpose and objectives of training for which the appropriate 

training design is required. Hence, the course designers should be aware with 

the training needs. As they already have the information about the area for which 

the training is required and now it is required to make an effective design for the 

achievement of those objectives. The more definite the TNA is, the more effective 

the design will be. There are different training activities defined by different 

authors that could be adopted in training design depending upon the training 

needs and objectives of the organisation. They are distant learning, job rotation, 

lectures, group discussion, outdoor learning, action learning, video or film, 
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project, demonstration, simulation, case studies, e-learning, business games, 

coaching, guided reading and one to one instructions.(Foot and Hook, 1999;Neo, 

1998;Kleiner, 1996;Armstrong, 2001) but this should be noticed that these 

learning methods are for the achievement of  training objectives so these 

methods needs to be effective for the accomplishment of more complex skills and 

in-depth learning. This should not be assumed that one learning method alone 

could lead to achieve training objectives as incremental benefits could be enjoyed 

through the blend of learning methods. Always choose an active method if it costs 

the same as passive, keep it simple, adopted method should be easy for the 

assessment of learners programmes and finally, the selected method should not 

be only for the achievement of specific objectives but also enhancing the learning 

skills of learners, that is to learn more about learning (Honey, 2003). Effectively 

assessed training needs are the guidelines for the effective design and to provide 

the basis for design, it covers the element of what should be the training methods 

and on what points the course designer need to be more focused which could 

result in saving time and intensifying the efficiency for whole training process.  

Different authors have presented different steps involved in the training design 

process. Reid and Barrington (1997) stressed on the importance of the 

involvement of stakeholders and suggested that their consultation while 

designing a course is a valuable factor. They have presented six steps plan for 

training design which are to review the training objectives, to determine 

appropriate learning activities, to assess training times, to construct the 

timetables, to brief the trainers and to organise the preparation of material and 
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equipment. According to CIPD (2015:3) annual survey report, almost half of the 

training content is developed from the scratch by practitioners either internally or 

externally, two fifths through adapting existing content and one tenth through user 

generated content. 

 

2.9.2.3 Training Delivery 

In the previous two steps there was a discussion about the training need analysis 

and the design of training activities. Now here the focus is on the training delivery 

process. Even though the former two steps were the preparation of effective 

delivery but (Buckley, 2000:23) argued that, 

 

 “The selection of, or the systematic design and development of training content 

is no guarantee of success; training programmes have to be delivered properly”. 

 

It means that even if the TNA stage has done effectively and the effective design 

has also been properly developed, there is still a need for effective delivery and 

the relevance of the training delivery with TNA has been defined by Boydell and 

Leary, (1996:24), as, 

 

 “Identifying training need is really about delivering effective training”. 

 

The first essential for effective delivery is a need for skillful trainer. He must 

possess good interpersonal skills, familiar with the subject, understand the need 
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of trainees, good sense of humor, leadership skills, have patience, dynamic, 

assertive, empowering, friendly, organizer, planning skills, passionate, developer 

and motivator. 

Moreover, a trainer must have good personality traits (Rae, 1991).  Buckley and 

Caple (2004), thought that the regular assessment of a trainer is required for his 

growth. Wills (1993), supported Buckley’s view and put a time line of three to six 

months for such assessment. Ibaraki (2006) highlighted ten most required 

attributes of a trainer is that trainer should be versatile, trainer should have 

diversity of knowledge and believe in learning as an ongoing process, trainer 

should be updated with the use of innovative technology, trainer should be a 

confident speaker, trainer should be willing to learn, trainer should be able to set 

his goals and targets, trainer should be able to concentrate on the job in hand, 

trainer should have diverse personality to understand people with different 

behaviours and backgrounds, trainer should have patience to rule out any 

possibility of confrontation and trainer should be able to think logically and 

analytically. There is also need for the establishment of training partnership 

among the trainer, trainee and the line managers before the start of training 

programme and it is vital that the training transfer programme should be 

effectively managed before, during and after the training (Buckley, 2000:234). 

There are different ways defined by (Pearce, 1995:5) for the delivery of the 

training programmes. There is a large diversity of course like specially designed 

courses, commercially available courses, managed on-job learning, off-job but 

factory site, off-site, commercial or college training providers, non-residential or 

http://blogs.technet.com/cdnitmanagers/archive/tags/Stephen+Ibaraki/default.aspx
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residential, open learning or twilight learning, outside working hours, day release 

and part time courses. For the training delivery there are certain barriers which 

could create the problem in its effectiveness and therefore, some strategies 

should be developed earlier to deal with these barriers. The expected barriers 

could be perceptual blocks, cultural blocks, expressive blocks, intellectual blocks, 

emotional blocks and environmental blocks. Green, (2000:20) suggested that for 

the effective delivery it is also vital that the training venue should be 

environmentally favourable, there should be suitable psychological conditions for 

learning and effective comprehensive resources and materials should be 

provided to the learners.  

Participation of trainee’s in the training delivery process have big impact on the 

outcome. Many authors have consensus towards training where the feedback 

from the participants is invited, and classified such approach as free learning 

approach. They have further suggested that the trainer shall act as a facilitator 

and not as a training driver and therefore, recommended some do’s and don’ts 

which they believed that trainer shall follow.  These are; Don’t teach: create 

learning environment for participants, Don’t inform: let the participants find out, 

Don’t drive: let them try out, Don’t condition: develop their skills through training, 

Don’t impose standards: let them set their own targets, Don’t enforce discipline: 

let them analyse and decide for their own best interest, Don’t tell them what’s 

right: show them, Don’t do things for them: let them to be self-sufficient to be able 

to help themselves and team. King and Eaton (1999) highlighted that trainees are 

aware, highly capable of improving their knowledge and skills and responsible for 
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their contribution to the business and the trainer should expect that.  Rae (1983) 

proposed “Tell, Show and Do” phenomena which is almost like the idea of 

trainees’ participation which King and Eaton (1999) also suggested.  

 

2.9.2.3.1 Methods of Training Delivery  

Reid and Barrington (1997) argued that trainer shall not choose the method for 

training, this shall be decided by the person who has designed the training 

course. Buckley and Caple (2004), suggested that target population is important 

to consider before training delivery and Forsyth et al (1995) mentioned that 

choosing a training delivery method is not an easy process as it depends on 

various factors like number of learners, types of learners, heterogeneous or 

homogeneous population, availability of funds and time, administrative set up and 

institutional environment and have presented their instruction methods according 

to the size of population. The first one is Mass Instruction; this method is utilised 

in the cases where the population of trainees is huge. This could be over 30 or 

even over 100. Method mainly adopted for such sort of training is mass media 

i.e., TV broadcast, Internet etc. Second method is Group Instruction; these 

methods are used when the population of learners is somewhere between 2 and 

30. Methods of training can be discussions, critical thinking, and oral 

communication, sharing of knowledge and ideas between the participants 

(Buckley and Caple 2004) and finally, Individualized Instruction methods; which 

are used where the learning is required for individuals. This could be open, 

flexible, resource based etc., as it is mentioned in the Table 2.10 below. However, 
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there is a chance for it to be unsuccessful if the participants do not take part 

actively to interact and participate in the training session. Buckley and Caple, 

(2004) mentioned that most common method used by the trainers are “lessons” 

because of its interactive nature leads towards the transfer of knowledge and 

skills. However, for such type of method the number of participants should be 

lower to yield the maximum benefits from this method. Kleiner and Read (1996) 

suggested that simulation and role play also keeps the training session 

interactive. Buckley and Caple, (2004) stressed towards the practical nature of 

this method where training is provided through real life scenarios to document 

the behaviours of trainees as well as to assess the performance gaps. Downside 

of this method however, could be its time-consuming nature. According to 

Buckley and Caple (2004) computer-based training is getting popular with the 

technological advancement and innovation. This can be bought on line as these 

manuals and exercises are updated on the regular basis. Progress of participants 

can be measured through point calculation system. The drawback however, is 

that this method can be expensive, focuses on the smaller population and it is 

hard to measure participants behaviours. Kleiner and Read (1996) further divided 

this type of method into computer assisted instructions and computer managed 

instructions. Buckley and Caple, (2004) highlighted that tutorial or coaching is a 

method of training mainly based on one to one interaction between the trainee 

and the trainer. This can be provided on or off the job. The disadvantage of this 

process is that the amount of time consumed on a single individual can be utilised 

to train a group of participants. Kleiner and Read (1996) stated that training which 
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is only based on the lectures is not good enough because of the lack of 

participation from the trainees. Bly (2001) agreed with them and mentioned that 

videos should be used as a part of lecture to avoid poor delivery. Rae (1983) 

believed that if the trainer has good public speaking skills along with the 

knowledge and appropriate material then lecture can be a powerful tool of 

instruction. 

According to CIPD (2015:3) annual survey report, in house training methods like 

on the job training, coaching from the line managers and internal development 

programmes are more common and most effective methods of training and 

training through E-learning is more popular in bigger organisations. Some 

methods of instructions have been highlighted in Figure 2.10 below. 
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Figure2. 10-Methods of Instruction 
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2.9.2.4 Training Evaluation 

The process of training is incomplete without its assessment (Bee and Bee 

1994:173). Training cannot be labelled as successful without training evaluation 

and it is necessary to verify the achievement of goals which has been identified 

at the time of TNA. McCourt and Eldridge (2003:243) described that training 

evaluation is a process which gives information about TNA and design for the 

next time. It is also about questioning yourself, “Did we accomplish our 

objectives?” (Burrow, Berardinelli, 2003). Evaluation is the process of gathering 

and analyzing information systematically about the training programme which is 

helpful in decision making and to provide guidelines for the assessment of its 

effectiveness (Raab, 1991). Lingham, T., Richey, B. and Rezania, D., (2006) 

defined that,  

 

“Some companies heavily invest in employee training and development. But 

since the return rarely justifies the outlay, these organisations often come up 

short. The reason for this? Evaluation.”   

 

According to Hashim (2001) training evaluation is very important to find a 

relevance between the components of training and to improve training 

programmes. Training Evaluation is an ongoing process to assess training 

programme to analyse the cost benefit ratio and to measure the level of 

achievement of training objectives. (Rae, 1991). Bramley (1996) suggested that 
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evaluation should be considered as a vital part of the training cycle which is 

further explained through Figure 2.11 below.  

According to this Bramley (1996) explained that training evaluation should be 

assessed before the design of training. Different writers have different opinion on 

the matter that when the process of training evaluation should start. Davies 

(1973: 81) mentioned that training evaluation shall start right from the point where 

TNA finishes. 

 

Figure2. 11-Training Cycle - Evaluating Training Effectiveness  

 

 

 

 

 

 

 

Source: Bramley (1996:3)  
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Richley and Rezania (2006) agreed to the fact that training evaluation should be 

conducted at every stage of a training process. After discussing different opinions 

of various writers, most of them have agreed with Reid and Barrington (1997) that 

the training evaluation should be considered right at the time of setting training 

objectives. There are different reasons for conducting training evaluation, the 

most accepted reason is that the information gathered through evaluation which 

helps in facilitating the participants in the context of job performance and assist 

the decision makers in improving the training programmes. Evaluation conducted 

by the training institutions is to maintain training (Smith, 1990), same conducted 

by the trainer to evaluate himself and his product. There is a major criticism 

available on the training evaluation and (Philips, 1991) stated that training 

evaluation results show more talk than actions. Few other writers described that 

evaluation in training is unsystematic and the means for its evaluation are very 

simple (Smith, 1990; Davidove, 1992; Shelton, 1993; Shamsuddin, 1995). Gutek, 

(1988) stated that there is a little need required for conducting evaluation and 

there is no, or less serious demand required by the organisations for it, whereas 

(Chen, 1992) stated that the literature available for training evaluation is not fully 

utilised in practice. Therefore, (Hashim, 2001) suggested that complete efficiency 

and effectiveness of the training programme can never be ascertained by the 

training evaluation but still it is helpful in generating the approximated outcomes. 

On the other hand, Reid (1997:343) itemizes variety of justifications for the 

evaluation of training. He argued that the investment in learning and development 

could be assessed and the expenditures could be validated through data, if any 
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flaws detected could be refined in future, quality feedback to the trainers, up to 

what extent they are able to meet the desired objectives and finally, 

 

 “The evaluation enables the effectiveness of an investment in training to be 

appraised in general terms and provides data that can justify expenditure on 

training”.  

 

Bee and Bee, (1994) described that the training evaluation is a process to test 

the effort to acquire information on the effects of the training agenda and to 

appraise the significance of training in the beam of that information. (Buckley, 

2000) highlighted that evaluation is a reliable process in getting feedback which 

is helpful for the trainer to improve operational design for the execution of existing 

and prospect training courses. However, things are changing, and evaluation of 

training is an important mean of justifying the investment in training. Furthermore, 

financial results and the improved performances are demonstrated by it. Hashim, 

(2001) although mentioned that evaluation is the last stage of the systematic 

training process, but it should continue throughout the process which helps in 

determining that either training is moving in the right direction or if there are any 

errors noticed during any stage could be rectified instantly. Therefore, TNA has 

a twofold link with training evaluation. Firstly, training objectives which were 

defined at the time of TNA can be assessed and secondly, any gaps between 

TNA and training implementation can be addressed for future training analysis, 

design and delivery. Reid and Barrington (1997:342) suggested that training 
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evaluation is about getting the answers of five basic questions. They are; why is 

Evaluation required? There are two main objectives for training evaluation which 

are to assess the effectiveness of the training method and to improve it by looking 

at the outcome of training (Davies, 1973: 83).  According to Carr (2002) transfer 

of knowledge and the performance of workers can be assessed through training 

evaluation. Hashim (2001: 374) however, agreed with Davies (1973) by stating 

that training cannot be improved without proper evaluation. Reid and Barrington 

(1997:342) suggested that there are five main reasons for training evaluation 

which are to assess the training objectives, to assess performance of workforce, 

to evaluate the effectiveness of workforce by conducting cost benefit analysis, to 

evaluate performance of trainers and to help trainers to eradicate any flaws in the 

training programme. The second question is that who should do it? It is very 

important to define that who is responsible for conducting evaluation (Reid and 

Barrington (1997).  Rae (1991) mentioned that to avoid the element of biases in 

evaluation, the process should be assessed by multiple assessors. Clifton (1998) 

also agreed and advised that training managers, training specialists, line 

managers or even some external evaluators should be involved in the process of 

training evaluation for better results. Third question is that what aspects should 

be evaluated? Different authors have varied opinions regarding the aspects of 

evaluation. Rae (1991:7-9) mentioned thirteen different aspects, four aspects 

highlighted by Reid and Barrington (1997) and Buckley and Caple (2004: 208-

233) whereas Barmley (1996) suggested five steps and Carr (2002) has 

described two aspects for evaluation. Fourth question is that what kind of 
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measurement will be used? There is again a difference among the writers in 

selecting the measuring techniques for evaluation. Some of them emphasized on 

the aspect of ‘what and how’ should be evaluated whereas other focused on 

‘when and how’ element. Bramley (1996) suggested that key elements like 

transfer of knowledge, skills, attitudes, behaviours, effectiveness and costing 

aspects should be evaluated while Reid and Barrington (1997) suggested that 

evaluation should be conducted through observations, line management 

appraisal, group discussions, tests, interviews and questionnaires and classified 

them as most used methods and finally, when it will be done? Rae (1991) has 

highlighted that training evaluation should be conducted several times, before, 

during and after the training. According to CIPD (2015:4) Annual Survey Report, 

one in seven organisations do not evaluate training, learning and development, 

almost one third believe on the level of satisfaction of the participants, almost one 

five organisations assess learning if it has been transferred into workplace 

through training and only few organisations evaluate its bigger impact on 

business and societies. Evaluation is generally conducted to assess the 

effectiveness of training mainly from the feedback of participants and line 

managers. Three in ten organisations evaluate the impact of training and learning 

on productivity by assessing sale figures, profits, savings, quality and change in 

behaviours. This data is mainly used to review the training delivery methods. It is 

further shared in more than half of the organisations internally, however, under 

one fifth shares externally. Some of the barriers highlighted in the report are the 



99 
 

 

 

quality of data collection and the capability of the department to conduct further 

evaluation. 

2.10 Towards Exploratory Framework 

As shown earlier, a number of writers have contributed to the HRD debate like 

Beer et al (1984), Fombrun et al (1984), Guest (1997), Storey (1989), Hendry and 

Pettigrew (1990). However, these models and approaches seems to have 

stressed on developed rather than developing countries. Analoui and Antwi 

(2010, 2013), have further contributed to this debate.  

Doctors and physicians form the backbone of any healthcare sector, however, 

they alone cannot deliver their optimum in the absence of important tier of nursing 

staff. Owing to greater degree of contact and on ground delivery and practical 

dispensation of medication the nursing staff particularly the females has a 

linchpin role in the health care of the patients in Pakistan.  By considering the 

need of Pakistan, the strategic HRD model developed by Analoui (2007) has 

been adopted as a guide for present exploration. The model is comprised of five 

steps,  

1) Policy formulation,  

2) Awareness Rising, 

 3) Intervention,  

4) Transfer & Utilization and  

5) Outcome.  
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All these stages are required to achieve organisational objectives in any business 

settings as healthcare in this case. Researcher is emphasizing on the 

significance of better health care provisions which are a basic human rights and 

should be available to every single human being. Therefore, quality patient care 

is of prime value and should be on the top of organisational objectives of any 

health care organisation in any country. The five stages of this model have been 

discussed below in further detail. 

 

1- Policy Formation: The foremost stage of this model is the formulation of 

HRD policies. Strategic objectives should be clearly defined and 

communicated, e.g., policy regarding quality patient care, therefore, in this 

pursuit the researcher will be contacting ministry of planning and 

development, ministry of health and national commission for human 

development in the context of exploring current policies for the 

development of skills and competencies of nursing staff. 

  

2-  Awareness Rising:  Analoui and Karami, (2003) stressed that awareness 

about strategic policy is a key to success in order to maintain competitive 

gains and to establish learning through development of knowledge, skills 

and competencies. Therefore, it is imperative that HRD professionals, 

trainers and participants (nursing staff) in this case should be fully aware 

of the organisational objectives. It is therefore, important that proper TNA 

is conducted, nursing staff to be consulted for their perceptions to know 
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how their existing skills and competencies can be improved for quality 

patient care. 

  

3- Intervention: It is a third stage which include training, education and 

development. It involves studying organisational culture in terms of 

behaviours, attitudes and beliefs of the workforce and how they can be 

improved by introducing training programmes to enhance learning. 

Researcher will probe if the development of skills and competencies 

through training can change nursing staff’s attitude and behaviour towards 

better patient care.  

 

4- Transfer & Utilization: The fourth stage is transfer & utilization which is 

significant in terms of transfer of learning through training interventions into 

the workforce, as if nursing staff has learned regarding delivery of quality 

patient care through social skills training in this case. 

 

5- Outcome: This is a final stage of this model where the outcome of learning 

through training will be assessed. In this case if training has improved the 

standards of quality patient care.  

2.11 Conclusion 

In summing up the discussion this can be stated that need for developing skills 

and competencies of nursing staff can be done through training needs analysis 
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which is an important phase of training and has deep relevance with the later 

activities. All the next stages of the training cycle depend upon TNA. If TNA has 

completed successfully then the design will be created according to the needs, 

the delivery will be implemented to achieve those needs and the evaluation will 

be done according to expectations. Even though there is some criticism on 

evaluation, but it still has its own significance. Therefore, the trainers and the 

managers should be more focused in finding out the exact TNA which is a central 

point for other activities. In today’s competitive environment organisations will 

only survive where the learning rate is greater than change. The source of 

competitive advantage lies within the organisation in form of its people and their 

knowledge, skills and competencies. Moreover, the importance of both national 

and organisational cultures implies that every new practice should be carefully 

examined before its implementation into the organisation. This research aims to 

contribute to the body of knowledge and learning around best practice in social 

skills and competency development through training by detailing a project to 

identify the learning needs of an identified population of registered nurses in 

relation to improved quality care service.  

This chapter has discussed literature on HRM and HRD in detail and explained 

different models and techniques with regards to workforce management and 

development. This encompasses HRM and models which highlighted softer and 

harder versions of HRM, HR strategy, strategic HRM, HRD, systematic training 

and development and strategic HRD. In order to evaluate quality care standards 

of any public hospitals across the globe, it is imperative to examine their practices 
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in that particular context. Therefore, next chapter offers the opportunity to discuss 

human resource management and development in the national context of 

Pakistan as well as focuses on the quality care aspect and the role of HRD in 

determining the balance between the care and cure through nursing sector 

development, role of education and professional development for quality care, 

role of organizational culture in achieving those standards and the need of skills, 

values and behaviours of nursing staff in order to achieve those quality care 

standards. Moreover, it also highlights the possible opportunities and 

threats/challenges like clinical governance, team working and role of leadership 

in order to achieve quality care milestones. In the case of Pakistan, it can be 

stated that due to the improvement in HDI over the years and the intervention of 

international communities for the development of education and the shifting of 

government priorities from centralized to decentralised clearly demonstrates the 

transitional period and therefore, Pakistan fits under the transitional model of 

NHRD. This trend is quite hopeful in terms of meeting possible future challenges 

of developing nursing workforce to achieve the level of patient care through 

systematic training interventions. In a nutshell this chapter has been focusing on 

the significance of HRD and training interventions and the next chapter will 

highlight its significance in achieving quality care objective through governance 

and the development of nursing staff.   
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Chapter 3 – Pakistani Context 

3.1 Introduction 

Pakistan, officially the Islamic Republic of Pakistan, is situated in South Asia, and 

connected with Central Asia and the Middle East. Islamic history begun in this 

region with the arrival of Muslim traders back in the 8th century while British has 

captured the region in the 18th century (Country watch, 2020). Pakistan is ranked 

5th in the world for its population exceeding 233.5 Million people which indicates 

that human resource development can contribute hugely toward its national 

development. Pakistan is a nuclear power with 6th largest armed forces in the 

world. Pakistan gained independence from British India on 14th August 1947 

through the movement led by Muhammad Ali Jinnah commonly known as Quaid-

e-Azam, a founder of Pakistan. Pakistan is 33rd largest country in the world by 

area with 650 miles coastline. The total area of Pakistan is 340,509 square miles 

which is almost equal to the combined area of France and United Kingdom. 

Pakistan is comprised of four provinces which are Punjab, Sindh, Baluchistan 

and Khyber Pakhtunkhwa, and three territories which are the Islamabad Capital 

Territory, Gilgit–Baltistan and Azad Kashmir along with four major languages and 

variety of other regional languages which are distinctive in their cultures and 

history. Northern highlands of Pakistan constitute Karakorum, Hindu Kush and 

Pamir mountain ranges including some of the highest peaks in the world, 

particularly K-2 (second highest peak in the world) with 28,251 ft. and Nanga 

Parbat (ninth highest in the world) with 26,660 ft. Pakistan also has the world’s 

http://en.wikipedia.org/wiki/Islamic_republic
http://en.wikipedia.org/wiki/South_Asia
http://en.wikipedia.org/wiki/Central_Asia
http://en.wikipedia.org/wiki/Middle_East
https://en.wikipedia.org/wiki/Four_Provinces_(Pakistan)
https://en.wikipedia.org/wiki/Punjab,_Pakistan
https://en.wikipedia.org/wiki/Administrative_units_of_Pakistan
https://en.wikipedia.org/wiki/Islamabad_Capital_Territory
https://en.wikipedia.org/wiki/Islamabad_Capital_Territory
https://en.wikipedia.org/wiki/Gilgit%E2%80%93Baltistan
https://en.wikipedia.org/wiki/Azad_Kashmir
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second highest alpine plains called Deosai Plains along with Katpana desert 

which is world’s highest cold desert. Shandur Top, the highest polo ground in the 

world at 3,700 meters is also situated in Pakistan. Field hockey is a national sport 

of Pakistan and has won three gold medals in Olympic games history and a 

record four times world cup triumphs. Pakistan has also won a world cup in cricket 

however, squash has been the most successful sport where Pakistan has 

excelled the most and dominated this sport over the last five decades by winning 

over 30 British titles, 14 world open titles and many PSA professional titles.  

3.2 Economy of Pakistan 

According to IMF (2012) Pakistan is ranked as 27th largest economy with regards 

to purchasing power parity and 45th largest in terms of GDP. According to GOP 

(2017) census by Pakistan Bureau of Statistics, these figures have even 

improved to 24th and 42nd respectively. Average GDP growth rate is 5% which 

includes 9% growth in 2005 and 2% in 2009 and increased from $75 billion dollars 

in 1999 to $166.5 billion in 2009 with 23% agricultural, 25% industrial and 52% 

service sector contribution. Pakistan is classified as agrarian society because of 

the involvement of 44% workforce in agriculture sector, 21% in industrial and 35% 

in service sector according to Economic Survey of Pakistan 2008-2009; Labour 

Force Survey 2007-2008; Budget Report 2009-2010 (Gibbs, 2011:384). 

According to GOP (2019), Pakistan economic survey, recent provisional GDP 

growth rate for 2019 is estimated to be 3.29% with estimated agriculture sector 

growth by 0.85%, industry 1.40% and service sector by 4.71%. According to 
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World Bank (2012) business index ranking Pakistan holds 107th position even 

above India who has 133th position. It has been noticed that situation has 

worsened over the years as per World Bank (2019), it is only recently when 

Pakistan has climbed back up 28 places and reached back to 108th ranking due 

to change in regulation to promote business.  Pakistan has also been placed in 

the next eleven countries due to its huge potential of becoming one of the world’s 

largest economies of 21st century (O’Neill et al., 2009; O, Neill and Stupnytska, 

2010). According to economic assessment conducted by the IMF chief in October 

(2016) in Islamabad, Pakistan, stated that the economy of Pakistan is out of 

crises.  According to the prediction of The World Bank that China-Pakistan 

Economic Corridor can bring greater foreign investments and by 2018 the 

economy can grow up to 5.4%. Poverty has also reduced from 64.3% in 2002 to 

29.5% in 2014. Budget deficit has also dropped from 6.4% in 2013 to 4.3% in 

2016 which results in improving Pakistan's fiscal position. Historically, Western 

Governments have imposed sanctions on Pakistan and left it isolated mainly due 

to the completion of successful nuclear tests by Pakistan in 1999. This has 

worsened the economic situation of Pakistan due to drop in remittances and 

exports which resulted in poverty alleviation to 29.5% and that was because the 

assistance remained suspended from the World Bank and IMF (CIA report, 

2013).  There were some other factors which also contributed towards economic 

mismanagement primarily due to political instability, formulation of inappropriate 

economic policies and inflation etc. According to World Bank’s (2017) leading 

Economist to Pakistan, Enrique Blanco Arams stated in his press release that the 
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major challenge for Pakistan right now is to create jobs for over 2 million labour 

force every year for next 20 years. This will need economy to grow to cater this 

as well as a plan to invest massively in human capital for competitiveness and 

productivity of labour. According to Country Watch (2020), economic 

development index of Pakistan is composed of bank stability risk, 

monetary/country stability, government finance, and unemployment and gross 

national product growth/decline ratio. Scores are given from 0 the lowest and 100 

the highest. Pakistan’s score is 19, 15, 31, 41 and 3.00% respectively. 

3.3 Socio-Cultural Aspects 

There are several divergent cultures and ethnic groups in Pakistan which affects 

the socio-political and economic system and ultimately HRD strategy (Gibbs, 

2011:382). Females comprise 51% of the total population but their contribution 

towards national development is significantly low and because of this lower 

proportion of females getting higher education which can be seen clearly as out 

of 51 million of total workforce, females are only 10 million so there is a huge gap 

and opportunity towards the education and development of females for national 

development. This can also be reflected through the literacy rate as males are 

69% and females are 44%, and the total average rate is 56%. Healthy, dynamic 

and qualitative workforce contribute towards the national development of any 

country, but the life expectancy in Pakistan is 65.4 years compared to the average 

of the world which is 67.2 years according to (Economic Survey of Pakistan 2008-

2009; Labour Force survey 2007-2008 and World Report, 2009). Religion is 
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hugely accepted and practised in Pakistan, even though there are 96% of Muslim 

population, the society is hugely influenced by Indian traditions (Khilji, 2002).  

3.4 Human Development Index 

Human Development Index reflects the level of human development of a country. 

It comprises of three main factors like health that includes life expectancy at the 

time of birth, education which can be determined through the literacy rate and 

living standard which can be evaluated by examining the GDP per capita in 

purchasing power parity terms (UNDP, 2016). The scores obtained through the 

assessment of the above factors offer country’s the status of highly developed, 

medium and low developed nations. Any country ranging between the score of 

0.800-1.000 is high developed, scoring between 0.500-0.800 is medium 

developed and attaining scores below 0.500 is categorized as low developed. 

Pakistan ranked 141st country out of 180 countries according to UNDP Human 

Development Index 2009 and fell just into the category of medium developed 

countries by scoring 0.572 which has improved over the years as it was 0.400 in 

1980, however, the score and ranking has dropped again to 147th and the score 

to 0.550 (UNDP, 2016). These figures have been improved recently and place 

Pakistan on 125th position (Country watch, 2020). From health point of view in 

Pakistan, life expectancy at birth is 66.4 years, adult mortality rate (per 1000 

people) is 143, adult mortality rate male (per 1000 people) is 179, deaths due to 

malaria (per 100,000 people) is 1.8, deaths due to tuberculosis (per 100,000 

people) is 26, HIV prevalence adult % for (ages between 15-49) is 0.1, infant 
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mortality rate as (per 1000 live births) is 65,8, infants lacking immunization, DTP 

(% of one-year-olds) is 21, infants lacking immunization, measles (% of one-year-

olds) is 37, public health expenditure (% of GDP) is 0.9, stunting (moderate or 

severe) (% under age 5) is 45.0 and under-five mortality rate (per 1,000 live 

births) is 81.1. From educational point of view, expected years of schooling 

(years) is 8.1, adult literacy rate (% ages 15 and older) is 58.7, government 

expenditure on education (% of GDP) is 2.5,  

Gross pre-primary ratio (% of preschool-age children) is 70, gross enrolment 

ratio, primary (% of primary school-age population) is 94, gross enrolment ratio, 

secondary (% of secondary school-age population) is 42, gross enrolment ratio, 

tertiary (% of tertiary school-age population) is 10, mean years of schooling 

(years) is 5.1, population with at least some secondary education (% aged 25 and 

older) is 35.4, primary school dropout rate (% of primary school cohort) is 20.4, 

primary school teachers trained to teach (%) is 84, pupil-teacher ratio, primary 

school (number of pupils per teacher) is 47 and finally gross national income 

(GNI) per capita (2011 PPP$) is 5,031, adjusted net savings (% of GNI) is 14.1, 

domestic credit provided by financial sector (% of GDP) is 48.8, domestic food 

price level index is 7.1, domestic food price level volatility index 13.2, gross 

domestic product (GDP) per capita (2011 PPP $) is 4,745, gross domestic 

product (GDP), total (2011 PPP $ billions) is 896.4 and gross fixed capital 

formation (% of GDP) is 13.5 (UNDP, 2016). 
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3.5 National HRD 

HRD in Pakistan is addressed by both public and private (Corporate) sectors. 

Changes have been made in public sector after the 18th constitutional 

amendment and thereafter HRD is dealt at federal level by the planning and 

development division, ministry of labour, manpower, and overseas Pakistanis 

and at provincial level by planning and development department and labour and 

human resource development departments. There are some other major 

departments working on HRD are the National Commission for Human 

Development (NCHD), National Vocational & Technical Education Commission 

(NAVTEC), Technical Education and Vocational Training Authorities (TEVTA) 

and Higher Education Commission (HEC) (Tabassum, 2017:1060) 

NHRD focuses on government’s intervention to achieve economic and social 

growth. This can be further interpreted as how the country examines the 

contribution of skills to its social and economic life (Gold et al, 2013:9). 

Traditionally, NHRD was referred as national vocational education and training 

(NEVT) which is mainly focused on the development of country’s human capital 

and provides strategic solutions to the country’s private, public and non-profit 

organisations. NHRD places priority towards the transfer of skills (Rigby, 2004) 

which is significant to get it right for the competitiveness of national economy 

(Van den Berg et al., 2006) and more so considering the competition from 

developing and emerging economies like of China and India (Mankin, 2009:11).  

National human resource development can be assessed by assessing country’s 

level of manpower planning and human development. McLean (2004) argued that 
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there are some more factors like health, safety, community, culture and those 

which are not normally considered as human capital investment and manpower 

planning do also contribute towards NHRD. Zanko and Ngui, (2003: 13) 

discussed that NHRD does include basic education, productivity and equity in 

labour forces, industrial training, generating comparative data for labour market 

and long-term learning and management development (Gold et al., 2013:10). 

There are two main concepts of states involvement toward NHRD, it is 

voluntarism and intervention. In voluntarism governments encourages 

organisations to take the responsibility of their HRD whereas in interventionism 

government influence decision making in organisations on HRD (Bratton and 

Gold, 2012: 10). In the case of Pakistan, this can be stated that due to the 

improvement in HDI over the years and the intervention of international 

communities for the development of education and the shifting of government 

priorities from centralized to decentralized clearly demonstrates the transitional 

period and therefore, Pakistan fits under the transitional model of NHRD (Gibbs 

2011: 383).   

 

3.5.1 Factors Influencing NHRD Strategy 

After discussing economy, socio-cultural factors, Human Development Index and 

National Human Resource Development of Pakistan, it is now feasible to identify 

the factors which are directly influencing the progression and development of 

Pakistan’s National HRD. There are some factors which are supporting national 

approach to HRD and the others are working against its successful 
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implementation. Harbison and Myers (1964) have classified countries in four 

different categories to examine their level of economic and human development. 

According to these categories Pakistan may best suitable under level 3 where 

they have recommended different factors which are required for the development 

of human resources. These factors are the improvement of higher education in 

science and technology, making primary education compulsory, enhancing the 

quality for secondary education and concentrating on the training and 

development of non-academic professionals. 

 

3.5.1.1 Positive Factors 

Concentrating on the implementation of effective NHRD strategy is significantly 

important. According to Gibbs (2011:385) there are number of positive factors 

which can help in developing Pakistan as nation. Firstly, it’s the population itself, 

since Pakistan is ranked as 5th most populous country in the world which means 

that there is an abundance of human resources available in the country which if 

developed can become a huge asset towards the national development. 

Secondly, females in the society are not actively involved in the development due 

to multiple factors hence, there contribution towards the development of country 

is between 20-25%. Government seriously needs to focus towards the 

development of female workforce. Another positive factor is the availability of 

cheap labour which can attract foreign companies to invest in Pakistan. Student’s 

ratio of completing primary education is only 63%, primary education should be 

available and made compulsory for every child which can further increase the 
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literacy rate and will contribute towards the human and economic development. 

18th Amendment in this regard has already made a huge impact by empowering 

provinces toward the improvement of education. Organisations like World Bank 

and IMF are funding and shall continue to finance for human development in the 

region. Over a million overseas Pakistani’s living in developed countries can 

make valuable contribution and influence educational, economic and social 

change in the country. 

 

3.5.1.2 Negative Factors 

For the economic and human development of Pakistan, it is necessary that 

Pakistan should put 100% effort to minimise these negative factors for their 

strategic eradication. The main factors are political instability which has been 

prevailing for decades, ethnic divide between the people from regions, gender 

discrimination is clearly seen from the number of female workers ratio 20-25% to 

men’s 80-85%, and corruption is rampant in almost every department. Moreover, 

centralised governance has taken away the rights of decision making from the 

institutions and are heavily involved in imposing decisions, insufficient allocation 

and distribution of budget which primarily goes to the Army almost 70% because 

of its fight against terrorism where Pakistani army is engaged through national 

action plan to eradicate it completely, only 2-3% of GDP allocated towards 

education and energy crises which Pakistan is under generating for domestic, 

commercial and industrial units. Pakistan is also unable to compete in the global 
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market because of low technological and industrial development as well as low 

global competitive index (Gibbs 2011:385).  

These factors are obstructing country’s position to develop and implement 

effective NHRD strategy, however, Pakistan has improved significantly after 

gaining independence in 1947. It is rated in the category of medium development 

countries in human development index, literacy rate is rising, important strategic 

location, development of China-Pakistan Economic Corridor, population size, 

diaspora and international funds can help in developing effective NHRD strategy. 

Besides that, it is imperative to overcome impeding factors which are hindering 

its development and government should intervene to develop and implement 

strategic policies by considering these positive and negative factors for the 

development of its human resources.  

3.6 Organisational Context 

To survive in a constantly changing environment it is imperative for the 

organisations to maintain their ability to learn (Burgoyne et al., 1994; Mabey & 

Salaman, 1995; Daft & Marcic, 2001; Garratt, 2001; Pedler et al., 1991). For 

successful learning organisations needs to be able to cope with ongoing change 

by developing such culture (Morgan, 2006) and it is significant for the survival of 

organisations that there learning rate should be at least equal to the change in 

environment (Garratt, 2001). According to Morgan (2006) culture is the 

combination of norms, values and beliefs emerges through interacting socially. 

Culture is imperative for the development of new skills, behaviours and rationality. 
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Hofstede and Hofstede (2005) has further divided culture into the national and 

organisational culture by stating it as a ‘collective programming of mind’, 

emphasizing that organisational culture is influenced by national culture’s 

underlying values. To encourage organisational learning, it is important to create 

and maintain learning culture which is key to advance the organisational ability 

(IAEA, 1998). Culture in most of the Pakistani organisations is a family like and 

can influence HR decisions with regards to recruitment, training and promotions 

(Khilji, 2002). This can be further explained and equated with a boss to be the 

head of the family and colleagues are like siblings and friends with a paternalistic 

working culture. Eldridge and Mahmood’s (1993) revealed that such association 

among colleagues tie them together as a unit, however, Iqbal (2009) identified 

different style of management which are power distance, highly directive and 

paternalistic behaviour. Gill’s (1998) also highlighted that the softer version of 

management is prevailing in British and American organisations compared to 

Asian organisations in which the management is more controlling. Hofstede 

(2007) agreed by stating that Pakistan is low on individualism and high in power 

distance management style. This trend is however, changing slightly due to the 

operations of multi-national companies in Pakistan for competitive gains and 

resulted in the introduction of better HR policies and transformation of public and 

local organisations but classified HR practices in Pakistani organisations as rigid 

(Khilji 2002, 2004).  He further added that that HR practices in Pakistani 

organisations are rigid.  Decisions are mostly politically influenced which leads to 

discourage creative people management and the job promotions are mainly 
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seniority focused rather than capability driven. HRD in Pakistan has not been 

treated in a holistic way and is not focused in developing human capital. 

Moreover, the area of HRD lacks qualified HRD staff (Jamil, Hunjra & Khalid, 

2013). Out of 2% budget allocation of education and vocational training sector, 

the spending on HRD activities in public sector is minimal whereas it is slightly 

better in public-private and non-profit sectors (Aftab, 2007). According to (OECD, 

2016) development assistance report, official development assistance and 

foreign funding is strengthening HRD and organisations in Pakistan. Pakistan 

Society for Human Resource Management (PSHRM) is trying to help 

organisations by offering strategic partnership for the promotion of HR but 

organisations seem not to get the maximum benefit due to the flaws in their 

planning process, resulting in the failure of fair systems for the implementation of 

training and assessment policies and career development of employees 

(Qureshi, 1995). Keeping workforce trained results in increasing turnover and 

profit margins (Atif, 2010; Hamid, 2011). Even though, there is an acceptance for 

the training and its contribution towards development in Pakistan but still there is 

lack of professional training programmes.  

3.7 Pakistan Vision 2025 

For the progression of any nation, their vision should be coherent and long-term 

objectives should be clearly defined. It is not possible without a comprehensive 

road map and its subsequent implementation. A national vision provides 

directions for targets to be achieved. Pakistan Vision 2025 is evolved by planning 
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commission, ministry of planning, and development and reform departments of 

Government of Pakistan and has been approved by National Economic Council 

on 29th May 2014. Vision 2025 has considered policy guidelines for the 

development and implementation of effective strategy to achieve national goals 

and aspirations. Pakistan is currently grappling with multiple challenges like 

political stability, socio-economic development, good governance and security 

etc however, many nations have overcome these through effective economic 

planning, good governance and effective policy implementation and evaluation. 

It is imperative for Pakistan to remain focused in order to meet current challenges 

and future targets of exceeding Sustainable Development Goals (SDGs) of 

provision of health services universally, to eliminate poverty and hunger, 

education development, modernization of energy services, provision of clean 

water and sanitation so as to become part of upper middle-income generating 

countries by 2025 (Pakistan vision, 2014:3). The real aim is to see Pakistan 

among ten largest economies of the world by 2047. Pakistan Vision 2025 is a first 

step towards developmental journey which will lay foundations for development 

and sustainable growth to achieve greater vision of becoming high income 

economy by 2047. Seven elements have been identified for the realization of 

Vision 2025 which are related to the Sustainable Development Goals (SDGs) and 

four out of seven elements have also been outlined in Millennium Development 

Goals (MDGs).  
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Table3. 1: Development and Reform 

 Pillar Links with MDG Link with SDG 

1 People First: Developing social and 

human capital and empowering 

women. 

This pillar encompasses 

poverty eradication 

(MDG1), access to 

health and education 

services (MDG’s 

2,4,5,6), and gender 

empowerment (MDG 3) 

SDG’s 1 (poverty), 3 

(health), 4 (education), 

and 5 (Gender). 

2 Growth: Sustained, indigenous, and 

Inclusive growth 

While this was not an 

explicit goal, it was a 

key driver of MDGs, as 

well as being implicit in 

MDG1 (equity, decent, 

work), and MDG 6 

(environmental 

sustainability) 

The target is virtually 

identical to SDG 8 and 

also to SDG’s 10, 12, 

13,14,15 

3 Governance: Democratic 

governance: institutional reform and 

modernization of the public sector. 

Again, while not an 

explicit goal, there is 

abundant evidence that 

shows the positive 

impact of good 

governance on the 

human development 

goals 

Again, the language is 

similar to that of SDG 16 
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4 Security: Energy, water and food 

security 

These are incorporated 

in MDG 1 (hunger) and 

MDG 6 (water) 

Linked to SDG 2 (zero 

hunger), 6 (water 

security), 7 (energy 

security), and 11 (urban) 

5 Entrepreneurship: Private Sector 

and entrepreneurship-led growth 

 This is linked to 9 (foster 

innovation) 

6 Knowledge Economy: Developing 

a competitive knowledge based 

economy through value addition 

 SDG 9(innovation) and 4 

(education) 

7 Connectivity: Modernization 

transport, infrastructure and regional 

connectivity 

 SDG 9 (infrastructure), 

and 17 (global 

partnership)  

Source: Pakistan vision (2014:10).  

 

Health sector contributes significantly for the socio-economic development of any 

country. It is difficult to achieve rapid growth if the health sector is compromised 

and, therefore, people should stay healthy for better economic results. Health 

indicators of Pakistan are not up to the mark with low per capita health 

expenditures as public spending on health was less than 0.5 percent of GDP in 

2011. Pakistan is far behind in its health sector as spending is $29.7 per person 

compared to Turkey and Malaysia who spend $346 and USA $696 respectively.  

Moreover, major portion of revenue is being wasted due to week management 

and poor governance. Pakistan is experiencing high infant, child and maternal 

mortality rate compared to neighboring countries on one side and lowest number 

of nurses, doctors and paramedics to population on the other. Paramedics have 
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a significant role in the health sector of Pakistan, however, only 43% of mothers 

are attended by skilled health workers whereas it is 95% in Turkey and Malaysia. 

Some other factors affecting health parameters are access to clean drinking 

water, food and sanitation, 47.4% people can drink water through improved 

sanitation facilities compared to 90% and 95% in Turkey and Malaysia 

respectively and 44% of the children suffer from malnutrition under the age of 

five. Moreover, health awareness in rural populations is insufficient therefore, 

they are more exposed to health hazards due to lack of education, health 

facilities, infrastructure, awareness and poverty. Government is emphasizing 

importance of health among the population of all provinces through monitoring 

and evaluating water and sanitation issues, primary health care, preventive 

healthcare, prenatal and postnatal treatments, food and diet, hygiene, drug 

regulation and population control. Primary focus is to ensure minimum health 

service delivery across Pakistan by spending 3% of the GDP on health sector 

and strengthening primary care in rural areas with improved governance to 

manage public health sector spending efficiently. The Government is keen to 

achieve health targets through expansion of lady health workers (LHV) focusing 

on deprived females, to strengthen primary care systems of rural areas, 

deployment and training of female officers in Basic Health Units/Rural Health 

Centers thus creating awareness and promote family planning, matching 

maternal health to fertility rate, launching vaccinations strategically nationwide, 

creating disease surveillance, health emergency and health information systems 

(Pakistan vision, 2014:36).  
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3.8 Nursing & Development 

Betterment of quality health care services is a global need (Aiken et al, 2013). 

Quality care is directly related to the patient’s well-being therefore, it is always 

at the heart of nursing administration (Dai, 2015) however, it is an extensive 

challenge to achieve nursing care quality (Koy et al, 2020). The workforce which 

is capable and committed if deployed strategically can help in achieving 

competitive advantage (Storey, 1995:5, Jackson and Schuler, 1995 and Baird 

and Meshoulam, 1988). Nursing sector revolves around comprehensive scientific 

and artistic roles. The artistic side of nursing has been given prime importance 

since the era of Florence Nightingale who has associated this art of nursing with 

‘devotion’ in her book Notes on Nursing, (1859). Nurses are described as a vital 

element in health sector which is connected to all aspects of patient care and can 

contribute in the development of a less complex and less costly healthcare 

system (Naylor, 2012). According to Collingwood (1958) and Gary (2012) the 

process of transformation from illness to wellness is crafted through the art of 

nursing. Nurses should consider art of nursing as a norm to understand the 

despairs of patients (Gaydos, 2004; Watson, 1988), to enhance the skillful 

practice of nursing (Johnson 1994; Watson, 1988), to be creative in meeting 

patient needs individually (Appleton, 1993; Watson, 1988), to create coherence 

(Finfgeld-Connett, 2008; Watson, 1988) and to provide care to the patients to 

facilitate the healings in a best possible way (Levasseur, 2002;Peplau, 1988, 

Watson, 1988; Wright, 2006). The art of nursing is somehow neglected in the 

nursing practice because the nurses are more focused on the tasks in hand and 
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their technical abilities to get the job done rather than focusing on the well-being, 

care and humanity (Chinn 2001; Gaydos, 2004; Gramling, 2004).  

Therefore, there might be a need for the training and development of nursing staff 

so they can concentrate on the quality care delivery and deal with complex 

situations in order to ensure well-being of patients. Training and development of 

human resources is for the betterment of organisations in long run. Moreover, 

training should be conducted when there is a need for improvement of human 

performance in the organisation (Peterson, 1992:14) or in other words the need 

for training arises when there is some gap between the actual and desired 

performance. Goldstein, (1993:3) mentioned that there is a consensus between 

many writers that training helps in changing behaviours through learning due to 

education, development, planned experience and instructions. Garavan (1997: 

2) suggested that training supports in developing skills, knowledge and attitudes 

through learning which results in performing jobs effectively. A research has been 

conducted in USA by the Institute of Medicine (IOM, 2000), where they found that 

around 98,000 deaths annually happened due to the negligence of healthcare 

providers, therefore, they have developed a new health system with the vision for 

safe, high quality health care based on the evidences, system orientation and 

central to the patients (IOM, 2001). Later, a report has been issued in 2004, which 

clearly indicated the direct relationship between nursing quality care with 

improved patient outcomes demonstrated the vigilance of nursing staff towards 

minimizing the errors and protecting patients (IOM, 2004). This can be achieved 

if the medical staff is motivated due to human resource practices in the 
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organisation as well as their accountability through feedbacks from the patients 

(Androniceanu et al, 2020). Therefore, the role of nursing is imperative for the 

delivery of quality health care in any health care setting and training and 

development strategy can work as a bridge to cover the gap in order to achieve 

high quality care standards.  

Cure has been the focal point of attention in Pakistan as production of doctors 

have always been more than the nurses. There are 162 registered nursing 

colleges in Pakistan in which 50 students enroll in each of them every year. 

Three years’ diploma is required to become a general nurse while one-year 

diploma is necessary to become a midwife or public health nurse commonly 

known as lady health visitors (LHV’s). Besides clinical specializations just five 

colleges offer advanced diploma in ward administration and teaching, only two 

universities offer Bachelor of Science in Nursing (BScN) degree, and one 

university offers Master of Science degree in Nursing (Upvall, Karmaliani, Pirani, 

Gul, & Khalid, 2004). These institutions are regulated by Pakistani Nursing 

Council (PNC), an organisation which is responsible for devising a curriculum, 

approving nursing schools for accreditation, advisory to government over 

nursing education and issue licenses for nursing practice. Nursing in Pakistan 

is further categorized into general nursing, midwifery and public health nursing. 

Our focus however, is on social skills development of general nursing staff in 

order to improve quality care standards through training and development 

interventions.  
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3.9 Quality Health Care  

Nash et al (1999), defined that health care quality is about receiving the best 

care, in a finest possible healthcare system, from the outstanding provider, in 

the pre-eminent manner, in accordance with patient’s distinctive conditions.  

 

Five features have been highlighted in the above definition, they are, 

 

 Optimal Care 

 Appropriate Provider 

 Appropriate Setting 

 Appropriate Manner 

 Patient’s Unique circumstances 

 

The term optimal care refers to comply with the accredited principles of medical 

practice. Appropriate provider means that optimal care should be provided by 

skilled, trained and qualified personnel in an appropriate setting which 

highlights that the patients should be treated in a place which is rich with 

effective resources, can deliver desired level of care effectively and can reduce 

the chances of risk to the patient. Most appropriate manner means that the 

patient should be involved in the decision making process regarding his 

treatment as well as treated with respect and integrity and finally, patient’s 

unique circumstances should be considered before deciding a treatment. The 
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above definition highlights the process of quality care but lacks the ability to 

measure it. Therefore, it is vital to discuss the 5 D’s in order to measure the 

quality of health care. They are, 

 

 Death 

 Disability 

 Disease 

 Discomfort 

 Dissatisfaction 

 

Death is measured by the mortality rate in any health sector which can be one 

of the indicators of quality care. Disability is about the patient’s level of 

impairment whereas, Disease is about the level of its clearance after the 

treatment. The process of care can also be measured through the level of 

management of minimizing Discomfort/Pain in patients and finally the level of 

satisfaction of patients (Dissatisfaction) which is one of the most broadly used 

aspect for the measurement of quality care (Ross, 2014:9-10). Therefore, to 

improve the quality care standards it is significant to control and minimise the 

number of deaths, disabilities, diseases, discomfort and the level of patient’s 

dissatisfaction due to medical negligence and to ensure that, there is a need 

for the quality care management interventions in order to regulate and monitor 

quality care standards.  
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3.9.1 Quality Care Management 

The goal of quality management in any organisation is to ensure that products 

or services provided by the business should meet customer’s criteria of 

satisfaction, similarly, in healthcare sector, to achieve the desired levels of 

quality patient care, there should be a proper infrastructure in terms of quality 

management which is still a challenge. To overcome this challenge and to 

improve patient outcomes, it is vital to change the way of delivering care. 

Meeting the highest quality standards mean to protect the patients from 

intentional acts of malevolent persons as well from the mistakes of health 

workers. It is not possible to eliminate the harm completely, however, a 

systematic quality management design should be implemented to control the 

system in order to minimise the extent of harm (Ross, 2014). Moreover, with 

regards to the management of quality, Juran (1986), highlighted three main 

principles. He suggested that in order to ensure quality assurance, it is 

important to focus on quality improvement, quality planning and quality control. 

Since, nursing is a hub for this research, therefore, it is imperative to analyse 

the quality care from nursing perspective.  

  

3.9.2 Nursing and Quality Care 

According to OECD (2005) there is a shortage of nurses across the globe and as 

per Dawn Review (2004), there is a scarcity of 1 million nurses in Pakistan alone. 

These inadequate levels of staffing can lead to adverse events in any hospital 

setting (Aiken et al., 2002). Some other factors which are contributing towards 
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the sparsity of nursing profession are mainly its association with the low status 

image of this profession in this region (Buchan, 2001) and therefore, families do 

not encourage their children to opt for this profession. Salaries on the other hand 

are not substantial to fascinate students. This shortage creates a huge gap 

between expectations and actual service delivery, much of that can be improved 

by developing and refining existing nursing staff. Poor working environments in 

hospitals can lead towards nursing dissatisfaction and burnout (Hayes et al 

2006). The patient who is admitted in the hospital needs someone who can listen 

to him patiently and talk to him politely i.e., the care factor, however, the nurses 

are mainly involved in medicine distribution, carrying out doctor’s orders, and 

clerical functions rather than focusing on their primary tasks like monitoring of 

vital signs and dressing wounds i.e., the cure factor. Quality patient care is a goal 

to achieve for nurses as well as the organisations, however, in this current climate 

of staff shortage and workload issues, irregular shift times, overtimes and work 

processes can easily stress out the nursing staff which can be somehow dealt 

through supportive leadership if any otherwise stress can affect their performance 

(Laschinger and Finegan, 2005). According to the National Institutes of 

Occupational Safety and Health, eleven factors have been linked with nurses 

which can trigger stress (Khan et al, 2015). They are, 

 

 Not enough time to perform job effectively due to work overload.  

 Lack of time management and pressure due to pending tasks.  

 Lack of support from supervisors or managers.  
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 Expose to possible infectious diseases.  

 Lack of sleep/rest for shift workers.  

 Needle sticks injuries.  

 Possibility of exposure to work-related threats and violence.  

 Role of conflict and ambiguity within staff and/or with management. 

 Lack of staff, training and/or failing to retain experienced nurses.  

 Slim chance for career development due to limited opportunities for 

promotion.  

 Dealing with difficult or terminally ill patients can also stress nursing staff 

despite it is a part of nursing. 

 

It has also proved through recent researches that the quality care among nursing 

staff can be improved through high educational level, great skill set, training and 

development, permanent job positions and through good relationships with 

doctors (Tourangeau et al 2006).  Therefore, the next section will highlight the 

need for education and training for the development of nursing staff in order to 

achieve quality care goals. 

 

3.9.3 Education & Professional Development for Quality Care 

Nursing education is very important, but pre-registration education can only take 

as far as towards the initial preparation for practice, therefore, high quality of 

nursing can be achieved through continuous professional education, so the 
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nurses can respond in best possible way to the needs of patients and health 

services (Clark et al., 2015).  They further highlighted the need for quality care 

and stressed that it can only be achieved through strong organisational 

commitment and investment in continuing professional development (CPD). 

Aiken et al., (2003) and Levett-Jones, (2005), added that patient outcomes and 

quality care is directly proportional to the support and education available to 

nursing workforce. Nursing services are expected to be in align with the dynamic 

changes in health care requirements. To fulfil these expectations, nursing 

workforce should be purposefully developed to enhance their capabilities through 

continuous professional development programmes.  Evidence based training 

need analysis (TNA) should be applied and aligned with CPD strategy to improve 

services. Surprisingly, it is reported that robust needs analysis is commonly a 

missed step in the process of designing CPD for nurses (Hicks and Hennessey, 

1999; Pascoe et al., 2007; Carlisle et al., 2011). Sometimes, it can be challenging 

to try to meet the demands for professional development in health services 

because there is always a possibility of risk that reactive (rather than proactive) 

education provision may yield unproductive use of limited resources. Literature 

has vastly discussed the relationship between professional development as a key 

human resource management practice and its positive impact on organisational 

performance (Carlisle et al., 2011). Ongoing professional development and 

strong educational foundation is vital for diversified nursing roles (Pascoe et al., 

2007). There is also a need for consultation with nurses during training need 

analysis before designing an education or training strategy (McKinlay et al., 
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2012). However, the most challenging step is to obtain valid data which totally 

depends on the collection method. Therefore, Carlisle et al (2011) has concluded 

the best way of collecting data is through using a questionnaire developed by 

Professor Carolyn Hicks and Dr Deborah Hennessey, academics from the 

University of Birmingham, United Kingdom in 1996. This training needs analysis 

questionnaire has also been acknowledged and credentialed by World Health 

Organisation (WHO) as reliable and valid tool which can be used by any health 

care team in any health care settings. Moreover, over 7000 health care 

professionals and researchers have acknowledged its validity and reliability 

(Hicks and Hennessy, 2011). Nurses should consider their duty of care as a prime 

responsibility and continuous professional development as an ethical act to treat 

patients through learning and education. The positive relationship between high 

education in nurses and better patient outcome has also been proven through 

previous researches (Aiken et al., 2003). It is however, important that CPD is 

relevant, has some purpose and covers different elements of personal and 

professional development through education and learning at work. Another 

pivotal element which can ensure quality care is the culture within the 

organisation.  

 

3.9.4 Organisational Culture & Quality Care 

Organisational culture is about modelling organisational behaviour through 

values, norms and beliefs of the organisation (Davies et al., 2000). The emphasis 

has been placed in recent years on the organisational culture and its capacity to 
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transform healthcare system through innovation and change (Ingersoll et al., 

2000; Shortell et al., 1995). It is to believe that culture can contribute towards 

shaping any healthcare system through efficiency, patient-centred approach, 

refining quality care as well as the holistic organisational performance (Scott et 

al., 2003a, b). There are four main types of cultures highlighted by Quinn and 

Kimberly (1984) which are group, rational, developmental and hierarchical based 

on the values of the members of that organisation.  

 

Scott et al., (2003b) and Wakefield et al., (2001) mentioned key factors of 

organisational culture that can be decisive in the process of implementation of 

quality are, 

 

 Leadership support,  

 Employee satisfaction and empowerment,  

 Solid system for information processing and analysis, 

 Sub-cultural diversity and  

 Patient outcomes.  

 

As mentioned above, employee is satisfied if he is motivated at job which could 

well be due to having the opportunity for innovative trainings at the organisation 

tailored to improve organisational resilience to deal in changing environments 

(Flandin et al, 2018). Some other important factors are, staff perceptions about 
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the organisational efforts towards the delivery of high quality care creates a 

pivotal role towards the improvement of quality care standards (Arnetz, 1999); 

clinical governance by involving public and patients (Royal College of Nursing, 

2003); as patient has a greater experience of receiving care (Donaldson 2003), 

therefore, they are mostly considered as care evaluators and managers 

(Department of Health 2000); it has been widely discussed that there is a direct 

relationship between nurse staffing and the quality of patient care (Blegen et al. 

1998, Aiken et al. 2001, 2002); Nurses’ skill set should not be compromised 

(Jenkins and Carr, 2001); there should be level of autonomy and decision-making 

for nurses (Porter O’Grady 1992, O’May & Buchan 1999); recently, there is a 

global focus towards the recruitment and retention of qualified nursing staff 

because their shortage can affect quality care delivery (Aiken et al. 2001, Kovner 

2002, Newman & Maylor 2002); retention is a key because it has been noticed 

that many nurses has left this profession either from burnout, dissatisfaction or 

stress (Aiken et al. 2002, Tierney 2003). However, the situation in low-middle 

income counties has not changed much with regards to quality health service 

(Jonsson et al., 2007). In case of Pakistan for instance where there is an 

existence of strong cultural traditions and financial controls are not good enough, 

administration is ineffective and rigid hierarchical structure prevails in healthcare 

organisations which is under performance agreement to improve as a part of 

hospital reforms (Ghaffar et al., 2000). However, Abdullah and Shaw (2007) 

highlighted the significance of performance based reward and incentive culture 

and its potential to contribute towards the effective and efficient workforce, high 
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levels of productivity and provision of professional quality patient care in the 

country. In order to achieve and maintain professional quality patient care 

standards it is important that nursing staff possess high level of technical and 

social skills along with right attitude, behaviour and commitment to offer best 

possible care.   

 

3.9.5 Skills, Values & Behaviours for Quality Care 

Cahill (1995) has described skill mix as the combination of competencies, 

knowledge, experience and abilities required by the nursing staff in order to 

provide expected level of care. Nursing is a very demanding profession. It 

requires right individual with equitable temperament along with a technical 

knowledge. To become an effective nurse, it is important that nurses own unique 

qualities, skills and personality traits which include the level of commitment to 

help others, good communication skills, ability to adapt quickly, possess physical 

mental and emotional stamina, decision making under pressure, paying attention 

to details, self-confidence and commitment to development.  

 

NHS (2018), has introduced leading change, adding value (LCAV) framework 

which dictates that nurses should possess following values and behaviours which 

are, 

  

 Care,  

 Compassion,  
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 Competence,  

 Communication,  

 Courage & commitment to improve quality care and patient’s experience.  

 

NHS (2018), further highlighted the need for those skills which nurses would 

require to meet day to day job requirement to improve the standards of quality 

patient care, they are, 

  

 Listening and communication,  

 Caring,  

 Judgement,  

 Teaching and Advising,  

 Counselling and  

 Managing.   

 

Since management is involved as a part of a nursing job on a daily basis 

therefore, it is important to note that nursing staff should also have these 

managerial skills which are, 

 

 Task related,  

 People related and  

 Analytical & Self-related (Analoui, 1993)  
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Katz (1974) however, referred them as, 

 

 Technical skills,  

 Human skills and  

 Conceptual skills.  

 

Ross (2014:19), also mentioned that it is significant for the quality health care 

delivery that health care professionals should reflect, 

 

 Medical skills and 

 Analytical skills 

 

In order to ensure high standards of quality care, nursing staff should own the 

above mentioned skills and traits. Moreover, it is imperative to identify the 

opportunities and to meet the challenges for the prevalence of quality patient care 

across the board.  

 

3.9.6 Opportunities for Quality Care 

Quality care is described by WHO (2006) as an approach which is patient 

focused, available to everyone on equitable basis, which is effective, efficient, 

accessible and delivered in a best possible safest way to the individuals.  Nursing 

is always changing with the time but one thing which has always been the focus 
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is the delivery of effective patient care to meet patient’s needs individually as well 

as to assess the current nursing procedures for the maintenance of high 

standards and improvement of quality care delivery. Patient’s safety and quality 

care can be compromised due to the shift from the effort of ensuring quality care 

to the need of reduction of cost (Cranston 2002). In this instance, normally clinical 

governance has to ensure that this does not happen. In order to maintain, 

promote and develop high standards of patient’s satisfaction, safety and care, it 

is significant for the nursing staff and other health care workers to follow a guide 

regarding clinical governance (Braine 2006). Therefore, a model has been 

developed by Corkin and Kenny (2017) shown in Figure 3.1 below to manage the 

opportunities in order to deliver high level of quality care. 

 

Figure3. 1-Process of Managing Opportunities to Enhance Quality Patient 

Care 

 

 

 

 

 

 

 

Source: Adopted from Corkin and Kenny (2017:33) 
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3.9.6.1 Clinical Governance 

The process of ensuring continuous improvement of quality services and 

safeguarding health care standards is only possible through planning, formulating 

and implementing public policies regarding clinical governance. Clinical 

governance oversees vast aspects for the betterment of quality care, however, 

the most important element is ‘Risk Management’ as it is widely present in clinical 

practice. Some of the most common examples of risk are, human error, which 

can be unintentional and not predictable, risk in controlling infection, 

administration of medicines etc., therefore, risk management strategy should be 

implemented as a part of clinical governance, so the patients, public and staff can 

be protected against the risk by identifying, assessing and reducing it through risk 

management (Clarke and Corkin 2012).  It has also been identified that the 

existence of poor management system is the main cause of patient safety issues 

and failures in the hospitals which indicates that this is more of an organisational 

rather than individual failure (Currie and Watterson 2007). It therefore, becomes 

an obligation for responsible healthcare staff who is in control of budgeting and 

development to implement measures for quality assurance. Nurses should also 

be aware of clinical governance process as well as should actively take part in 

clinical audits and self- governance programmes for their own professional 

development (Brennan and Flynn 2013).   
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3.9.6.2 Team Working 

Team work is a phenomenon in which group of people work together in order to 

achieve organisational common goals and objectives, in the case of health sector 

the goal is to achieve high quality care standards (Ellis and Bach 2015). 

Organisational failures can be prevented and patient safety can be reinforced 

through effective team working activities. It has the potential to make an 

immediate contribution and impact towards patient safety and delivering quality 

care (Baker, 2005). Team Strategies and Tools to Enhance Performance and 

Patient Safety (TeamSTEPPS™) is a systematic approach developed by the 

Department of Defense (DOD) and the Agency for Healthcare Research and 

Quality (AHRQ) to integrate teamwork which identifies the existence of different 

but interrelated types of teams and their role for quality patient care. Core teams 

consist of individuals which are directly responsible for the delivery of quality care, 

this includes a team of physicians, nurses, physiotherapists and pharmacists. 

Coordinating teams are a group of people who controls daily operational and 

resource management for core teams. Contingency teams have been formed 

when there is a state of emergency or for some specific event for small period of 

time e.g., rapid response teams or cardiac arrest teams. Ancillary services 

include domestic staff and cleaners who are responsible for direct, time and task 

specific care to the patients, they provide services in support to ensure quality 

care. Support services provides indirect task specific services, they are mainly 

responsible for the management of logistics, environment and assets of the 

organisation and they ensure that the environment is clean, comfortable and safe 
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for the patients. Administration is the main element for the successful 

implementation of any quality care standards improvement initiatives. This mainly 

includes executive leadership of organisation which helps in shaping climate and 

culture within the organisation to facilitate and flourish teamwork system (King et 

al, 2008). It is therefore, significant that team members work closely with 

cooperation and shared responsibility to qualify the shared vision of providing 

quality care (Brennan and Flynn 2013). This enables an opportunity to 

understand the clinical abilities and skills of team members which helps in solving 

problems and contributing towards effective care through exchanging information 

(Rosenstein and O’Daniel 2008). Patient safety can be compromised through 

inability of the teams to work effectively and efficiently in any organisation. 

Therefore, all those barriers which could hinder team’s performance must be 

considered carefully before its implementation e.g., improper communication and 

negative behaviours or attitudes of team members which can possibly be 

controlled if there is a high level of trust and respect between each other (Regan 

et al 2016). 

 

3.9.6.3 Leadership Styles 

According to Northouse, (2004) leadership is a process in which common goals 

can be achieved through individuals who can further influence other group of 

individuals. Tregunno et al (2009) highlighted the correlation between the 

effective leadership and quality care. It is vital for nursing profession that more 

staff should be involved in senior leadership roles in order to ensure high quality 
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service standards by instigating guidelines and molding health policies. 

Transformational leaders should have the capability to motivate and inspire the 

members of a team through mentoring, creativeness of their leadership style and 

through emotional intelligence and integrity (Doody and Doody 2012). For the 

leadership to be effective it is necessary that individuals should be appraised 

fairly with regards to their weaknesses and strengths which can help leaders to 

instill positive qualities, values and behaviours in nursing staff (Ellis and Bach 

2015). The blame culture which surprisingly still exists in the health care services 

should be addressed in a way that the nurses who report mistakes or discuss 

their concerns should not face negative experience (Keers et al 2015). They 

should be encouraged for bringing those issues up so they can be dealt with 

efficiently in order to avoid repeating the same mistakes and to improve quality 

of care because bullying and blaming can stop nursing professionals to highlight 

their concerns, report errors and more importantly to challenge unsafe practices 

which can compromise the quality of care (Currie and Watterson 2007). 

 

3.9.6.4 Risk Assessment 

Assessing a risk of potential harm and its extent is an integral part of the risk 

management process (Clarke and Corkin 2012). The basic element to ensure 

quality care is to minimise risk as much as possible through proper risk 

assessment and management. It is vital that all areas of practice should be 

supported in order to minimise the chances of error. An open dialogue and timely 

communication among disciplines through standardised communication tools 
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can encourage conducive learning at workplace (Rosenstein and O’Daniel 2008). 

One of the main example is situation-background-assessment-recommendation 

(SBAR) tool (Institute of Healthcare Improvement, 2017) which is mainly used to 

transfer information among the professionals in most effective way. According to 

Marquis and Huston (2015), this tool has multiple benefits and keeps the 

communicator focused, enhance confidence, maximises inter-professional 

working, adaptable to different environments and disciplines as well as enhances 

the ability of critical thinking if used correctly.  

 

3.9.6.5 Inter-Professional Education 

Effective Inter-professional team work, clarification on roles at workplace, 

awareness of situation, mutual respect for each other and communication 

through appropriate pathways plays a pivotal role in ensuring patient safety and 

quality care (Corkin and Morrow 2011). Braine, (2006) further added that 

situation, background, assessment, recommendation (SBAR) communication 

technique should be made as an essential component of inter-professional 

education programmes (IPE) in order to raise awareness regarding the 

significance of cohesive team working which can be further implemented at 

workplace. Bradley, (2006) suggested that required knowledge regarding other 

professional roles as well as the dynamics concerning other groups can be 

studied and understood by the students in a safe and risk free learning 

environment through IPE. They can further benefit through high quality IPE 

programmes by experiencing real life situations which can instill positive learning, 
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teach team collaboration and follow reflective practice, however, its 

implementation can be quite challenging (Corkin and Morrow, 2011).  

  

3.9.6.6 Communication Pathways  

Effective communication is vital for any team to be successful (Braine 2006). 

There could be various reasons for the failures in communication between health 

professionals, patients and their families like language barriers or not keeping the 

records properly etc., (Rosenstein and O’Daniel 2008).  Therefore, it is significant 

for the professionals to understand their role, responsibility and accountability 

legally and professionally in order to ensure effective patient care (Nursing and 

Midwifery Council 2015). Communication among the health professionals and 

patients can help through sharing information regarding patients which in turn 

can enhance safety of patients, minimise clinical errors and improve quality of 

care. Clinical errors should be critically and closely examined and analysed, 

points should be learned from there to take appropriate actions in future to 

promote quality care (Attree 2007). Therefore, communication is vital for patient 

safety and quality care. Along with the opportunities just discussed, meeting the 

challenges to ensure quality care is quite salient and demanding. 

 

3.9.7 Challenges for Quality Care 

There are a lot of challenges for less developed nations like Pakistan in the 

context of ensuring delivery of quality health care under the slogan of “health for 
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all”. One of the main challenge which will be under discussion is the ‘governance’ 

in public health sector.  

 

3.9.7.1 Governance  

According to World Bank (2004), Governance in health care system is about 

taking regulatory actions in, planning, organizing, functioning and evaluating all 

those interrelated systems to achieve organisational objectives.  The matter of 

effective governance has been widely discussed and has given more importance 

in recent years in a belief that good governance in health can promote efficient 

health service delivery (Lewis and Pettersson, 2009). The United Nations (2006) 

has highlighted good governances as the process of accountability, exchanging 

the information and keeping it transparent with effective and efficient public sector 

management and the existence of legal framework (Peace, human rights, justice, 

and liberties) for development. According to WHO (2007), 

 

 “The leadership and governance of health systems, also called stewardship, is 

arguably the most complex but critical building block of any health system. It is 

about the role of the government in health and its relation to other actors whose 

activities impact on health. This involves overseeing and guiding the whole health 

system, private as well as public, to protect the public interest. It requires both 

political and technical action because it involves reconciling competing demands 

for limited resources, in changing circumstances”.  
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Chhotray and Stoker (2009) defined Governance as a process which involves 

decision making and its implementation through actions. According to Schneider 

(2004:25), there has been a debate among some authors over the vagueness of 

the concept of governance and the confusion regarding its conceptualization 

(Kohler-Koch and Rittberger 2006:28). There have been different theories used 

within different disciplines with regards to Governance, however, this concept is 

becoming more significant in international development due to the need of ‘good 

governance’ in international aid and a lot of its credit goes to the World Bank due 

to the introduction of ‘good governance’ as a part of international development 

agenda in 1989 (World Bank 1989). The concept of governance is fairly recent in 

health sector and was firstly introduced by World Health Organisation (WHO) in 

2000 by stating that there should be transparent rules, strong accountability and 

governance through effective oversight in health sector (WHO 2007). More 

recently, according to Balabanova et al. (2013) health system governance has 

been described as, 

  

“An aggregation of normative values such as equity and transparency within the 

political system in which a health system functions’’.   

 

There are six main components for good governance and should be considered 

thoroughly before implementing any changes or reforms in health care industry. 

They are, stewardship, which means according to the World health report (2000),  
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“Careful and responsible management of something entrusted to one’s care”. 

 

This stewardship must be exercised and implemented by the policy makers, 

health ministers and officials who are involved in reforming health policies. 

Transparency, is another component for good governance which should be “built 

on the free flow of information” (UNDP, 1997). The formulation, implementation, 

enforcement and evaluation of health policies should be transparent among the 

stakeholders and the general public to build their trust and confidence which is 

beneficial for the whole society. Participation, is significant in governance, 

therefore, Government and health ministers should ensure participation from all 

interested parties involved in any stage of policy. Fairness, has vital contribution 

in good governance because it eliminates the idea of discrimination and provide 

access to health services and resources equally to lead a healthy life (ECOSOC, 

2000). According to (ECOSOC, 2000), 

 

 “Equality of opportunity for people to enjoy the highest attainable level of health”.   

 

Accountability, is the process of taking responsibilities of the actions whether they 

were a success or a failure with regards to public health policy and to implement 

processes in order to improve public health functions in the long run. Rule of law 

is one of the key pillar on which the process of good governance edifices. It 

ensures that all stakeholders involved at any stage of health policy reforms 

should be accountable including the state.     
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There has been number of corporate governance failures in the recent past 

mainly due to the inefficiency of boards. Some of the examples are Enron, Tyco, 

Parmalat and Marconi and according Kakabadse et al., (2001) this failure could 

be minimised if the board have acted relatively earlier. One of the other elements 

of such failures could be the gap between expected contribution from board and 

the actual board performance/reality about director’s behaviour (Oseichuk et al., 

2009). Defining the effectiveness of board has always been a challenge (Garratt, 

2003; McIntyre et al., 2007) so as what makes board an effective governance 

mechanism (Nicholson and Kiel, 2004).  

 

The concept of corporate governance has given even more importance after the 

financial crises in 2008, which according to Aras and Crowther, (2010) was 

primarily due to the failures in corporate governance. Similarly, Abdullah (2004) 

highlighted these reasons of Asian financial crises in 1997/1998 by stating the 

need of reforming board structure. Therefore, it has been understood by the 

governments and the scholars that there is a need for the development of 

effective corporate governance mechanism in order to enhance firm’s ability to 

avoid failures. Moreover, this cannot be guaranteed that the board will use the 

best practice code or even these practices can bring the required level of results. 

O’Regan et al (2005) stated that a study conducted in Irish technology firms with 

regards to the role of directors in governance, 88 Chief Financial Officers have 

been interviewed which resulted in their satisfaction where they believe that the 

best practice has been followed but not really sure if this concept has been 
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understood or briefed to the board of directors. To measure this effectiveness in 

the public sector is even a bigger challenge because unlike private sector where 

board is accountable to shareholders, in public sector they are accountable to 

general public or their representatives (Rose and Lawton, 1998).  There are 

different perspectives on the corporate governance which defines how 

organisation operates; these are agency theory, stewardship theory, stakeholder 

theory and managerial hegemony which can be further understood by the Table 

3.2 below. 

 

Table3. 2: Perspectives on Corporate Governance and the Role of the Board 

Perspective Interests Board Members Board Role 

Agency Theory Owners/members 

and managers have 

different interests 

Owner/members 

representatives 

 Safeguard owner’s 

interests 

 Oversee 

management 

 Check compliance 

Stewardship 

Theory 

Owners/members 

and managers share 

interests 

Experts  Add value to top 

decisions/strategy 

 Partner/support 

management 

Stakeholder 

Theory 

Stakeholders have 

different interests 

Stakeholder 

representatives 

 Balance 

stakeholder needs 

 Create policy 

 Control the 

executive 
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Managerial 

Hegemony 

Owners/members 

and managers have 

different interests 

Owner/members 

representatives 

 Ratify decisions 

 Provide legitimacy 

for managerial 

decisions 

Source: Adapted from Cornforth (2004) 

 

3.9.7.1.1 Agency Theory 

According to Comforth (2004), agency theory dominates corporate governance 

arrangements, where there is an agent-principal relationship between the 

manager and the owner of the business. The owners who act as a principal 

control all the powers and decisions of the business (Eisendhart, 1989). Under 

this theory of corporate governance mechanism, it is considered as the best 

possible way of ensuring that the managers act in align with the interest of 

principal/shareholders through board who are responsible for undertaking, 

monitoring and controlling such activities (Keasey et al., 1997). On practical 

grounds, this is quite possible that agent-principal interests are different, 

therefore, this mechanism of agency theory is there to ensure that such situation 

does not occur (Jensen, 1993). Yet, in a situation of a possibility of conflict, the 

board members are mainly responsible due to their role of a stewardship and 

they are expected to handle such situations and enable management to realize 

the value of stakeholders of the business on behalf of shareholders (Monks and 

Minow, 2001). Moreover, Dalton et al., (1998) classified board as the guardians 

of an agent-principal relationship. However, there has been a lot of criticism 

around the board’s inability to fulfil their responsibilities (Drucker, 1974; Kosnik, 
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1987). Recently, there has been more focus on the refinement and improvement 

of board’s capability to better control and monitor. 

 

3.9.7.1.2 Stewardship Theory 

Stewardship theory, its principles and assumptions are opposite to that of agency 

theory and it is primarily focused on the human relations tradition (Hung, 1998). 

This perspective promotes the idea of partnership between shareholders, 

management and the board of directors (Pound, 1995) and there is an alignment 

between firms and management’s interests (Lam and Lee, 2008). According to 

Donaldson (1990: 375) managers are considered as the stewards of the 

company, being faithful and trustworthy and often even motivated by non-

financial rewards just to gain recognition from peers and bosses. Under this 

environment, board is focused to work closely with management in order to 

improve performance and to achieve organisational objectives by playing a 

pivotal role in strategic decision making (Hung; 1998; Cornforth, 2004). The board 

is quite active under these circumstances (Hung, 1998; Lam and Lee, 2008) and 

is mainly composed of experienced individuals (Cornforth, 2004). However, this 

can still be argued that even this perspective does not clarifies much regarding 

the board operations and, 

 

 “... Fails to provide a causal explanation or to add much to our knowledge of 

organisational life. It does not reflect the interplay of power, conflict and ideology” 

(Hung, 1998: 107).  
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3.9.7.1.3 Stakeholder Theory 

According to Yamak, (2005), 

 

“A stakeholder is any group or individual who can affect or is affected by the 

achievement of the organisation’s objectives”.  

 

Freeman (1984), defined stakeholder as any other individual or group which can 

affect or be affected by organisational operations. This is much clear from the 

definitions that the stakeholder theory involves all the parties who have their stake 

in the business. Thus, stakeholders are diverse group of people in a firm 

comprising of customers, suppliers, employees, shareholders and creditors 

(Bhagat and Black, 1999). This stakeholder theory has been developed to 

provide an alternative model to those which are primarily focused on 

shareholders (Cornforth 2004). Due to the focal point in this perspective of 

corporate governance includes owners, managers and all other stakeholders, 

therefore, this make it different from other theories (Hung, 1998). The 

stakeholder’s perspective has been widely accepted, acknowledged and praised 

due to its moral credibility and not just a hub to serve shareholder’s interests but 

offer normative validity, instrumental and descriptive power (Donaldson and 

Peterson, 1995). This model of governance mainly exists in public sector 

(Cornforth, 2004) where primary focus is on public interest and client satisfaction 

rather than profit maximization (Rose and Lawton, 1998). 
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3.9.7.1.4 Hegemony 

Under this perspective, corporate managers control the operations of the 

organisation, resulting in loosing director’s control and the board is there merely 

to acknowledge management’s action. According to Cornforth, (2004:17) the 

board is, “essentially symbolic to give legitimacy to managerial actions” and with 

a little influence of directors in this situation the board could be transformed into 

a passive board (Okpara, 2011). This perspective is quite old and goes back to 

Berle and Means (1932) era who stated that even the business owners are mainly 

the shareholders who controls the business in theory but practically they have 

either little or no control, and with the expansion of business and growth in shared 

ownership can minimise the influence of large shareholders. Due to the 

management’s intense involvement in decision making on day to day issues and 

their knowledge of operations of the business keeps board members on the back 

foot specially the non-executive directors (Hendry and Kiel, 2004).  The study 

regarding the board has been conducted by Mace (1971) and Lorsch and 

MacIver (1989) where they examined that in normal circumstances, managers 

are mainly responsible for decision making and hold power, however, at the time 

of crises directors gets involved to make strategic decisions. Furthermore, there 

has been empirical evidences available regarding the failure of corporate 

governance due to the passivity of boards (Kakabadse et al., 2001). The power 

and its possession is the major concern in this perspective, however, this could 

be argued that there is a decrease in the passivity of boards since the 1980s (Kiel 

and Nicholson, 2003), it is also clearly suggested in corporate governance 
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reforms regarding the element of independence of board and directors therefore, 

it implies the existence of hegemony, a concern and a matter of significance in 

governance. In health care sector, there are different dimensions to governance 

which are under discussion in greater depth below.  

 

3.9.7.2 Dimensions to Governance 

To ensure healthcare provision countrywide, it is significant that health services 

should be timely delivered by combining financial resources, supplies and human 

resources efficiently. This can be achieved through a proper ‘system’ 

implementation for the distribution and mobilization of resources and through 

motivating individuals, health workers and administrators for the delivery of 

quality healthcare services. Good governance is a key to make it happen. 

Therefore, it is mandatory to look for the options which can reflect the quality of 

health sector governance. The focus here is to identify one such proxy which is 

‘corruption’ and is one of the major factors affecting governance badly.   

Kaufman et al (2005), stated good governance as,  

 

“The traditions and institutions by which authority in a country is exercised”.  

 

 More precisely it covers the following elements,  
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 What are the capabilities of the government with regards to policy 

formulation, implementation and evaluation as well as how they manage 

their resources to provide efficient services?  

 

 Is there a process in the country which empower the citizens so they can 

select, monitor, hold accountable, and replace government? 

   

 Is there any admiration from the government and the nation for the 

institutions that govern economic and social interaction? 

   

There are six main dimensions to governance which has been highlighted by 

Kaufman et al (2005), they are, 

 

 Control of Corruption  

 Voice and accountability 

 Political stability and lack of violence  

 Government effectiveness  

 Regulatory quality and,  

 Rule of law  

 

Quality healthcare service environment can also be affected if any of the above 

is not operating effectively.  
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3.9.7.2.1 Control of corruption 

Generally, corruption can be understood as, 

 

 “The abuse of entrusted public power for private benefit” (United Nations, 2007).  

 

According to Shleifer and Vishny (1993) Corruption is, 

 

 “The sale by government officials of government property for personal gain”.  

  

Bardhan (1997) added that it can also be defined as,  

 

“Use of public office for private gains”.  

 

The principles of good governance like control of corruption helps in 

strengthening the law reform process and can possibly support government to 

avoid health reform failures and serves faithfully in the interest of public. 

Moreover, this can assist in finding the level and kind of corruption between public 

officials, tracking undue favours, nepotism, civil servant accepting bribes, 

indiscretions and oversight in public purchasing and most importantly, how the 

corruption is managed by the government (Lewis, 2006). According to UN (2007), 

 

 “Corrupt governance fails to offer citizens’ adequate and accurate information 

about government and policies, curtails the public’s opportunities for participation, 
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violates the public’s right to be informed about government activities and 

procedures, and compromises the right to political participation. Thus, corruption 

weakens the accountability of State officials, reduces transparency in the work of 

State institutions and allows human rights violations to go unpunished”.  

 

Behaviours can be shaped through perceptions and the governance indicators 

are built on these factors as if anyone like to invest in a county and perceives the 

existence of corruption or similarly, if a patient perceives poor quality care, it 

discourages investment as well as health demand for such institution/country, 

however, perception is only a part of a bigger issue of assessment of governance 

in health sector (Lewis, 2006). In low-income counties corruption can be 

problematic in health sector (Vian et al., 2010) There could be various ways and 

means of corruption, the main examples can be poor construction of health 

facility, absenteeism of health professionals, stealing drugs, fiddling with funds, 

soliciting of informal payments to improve levels of service, and acquiring 

licensing and accreditations through bribes (Vian, 2008). On the contrary, 

politically stable and less corrupt countries will have more chance to attract local 

and foreign investments (Kaufmann et al., 2005). Good governance is directly 

related to property rights, civil liberties and greater foreign investment (Hellman 

et al., 2000), according to Kaufman and Wei, (1999) to “grease” government’s 

wheels. However, it is quite challenging to capture the effectiveness of health 

care sector along with the level of corruption and the degree of accountability and 

therefore, can damage the effectiveness of governance in this sector. Moreover, 
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inadequate guidance on performance of health sector by using national indicators 

to access health, difficulty in locating and aggregating these performance 

indicators, diverse nature of health care, highly inconsistent and random 

demands of health care, large number of sui generis events, involvement of 

multiple actors for ensuring effective health service delivery and limited resources 

and tools to quantify challenges which makes it even more difficult to measure 

and define governance in health sector (Lewis, 2006).         

It is a general perception in Pakistan that corruption is quite common and 

engrossed in public health sector and may be the biggest challenge for good 

governance.  One of the main causes of corruption is the absenteeism of those 

health workers also known as “ghost workers” who never existed but created 

unlawfully by the officials managing the clinical system in order to draw their 

salaries. Another example of the same terminology is the health workers 

assigned to work in a particular area where they failed to attend clinic but drew 

salaries commonly in rural areas. There are many other examples like charging 

illegal fees, corruption in the pharmaceutical, procurement bids through 

influences, bribes and kickbacks to avoid monitoring the contractual obligations, 

stealing of drugs and medical supplies in order to resell privately, dispensing 

drugs to “ghost patients”, graft and padding of bills, over invoicing and payments 

or even simply pocketing patient’s money. Expired, counterfeit, harmful drugs and 

poor quality of medications are available in the pharmacies due to corrupt 

management and monitoring capacity (Pappas et al, 2008).  
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3.9.7.2.2 Voice and Accountability 

Accountability constitute the responsibility of actions, decisions and processes 

with regards to the success or failure of policies made for the improvement of 

public health functions (UNDP, 1997). External voice and responsibility on the 

other hand entails the effectiveness of the voice of citizens or institutions and 

their influence on government’s actions. On a broader side, this is a human right 

issue and it is noteworthy, that in democratic developing societies there should 

be a viable political system and existence of independent media with the trust in 

the government which can thereafter stimulate government decision making. This 

is how communities can be involved with regards to the oversight of health care 

services, however, the lack of voices on the other hand can leave nations at the 

mercy of public sector (Lewis, 2006).     

Health for all is written in the constitution of Pakistan which pledges health care 

for public and has signed multiple international treaties with regards to the 

provision of equity in health services, nevertheless, health inequalities are 

noticeable and health expenditures seems to favour the privileged in the country 

(Pappas et al, 2008). 

 

3.9.7.2.3 Government Effectiveness 

In order for the Government to work effectively, it is pivotal that the public servants 

and the bureaucrats can efficiently and skillfully perform their roles and 

responsibilities at local, regional and national level. Moreover, government should 

assign a task force to evaluate the effectiveness of policy formulation and 
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implementation process, current administrative and technical skills, identifies the 

gaps and take precautions for bridging those gaps. Furthermore, government 

effectiveness encompasses the effective use of resources and its capacity to 

govern (Lewis, 2006).  

Pakistan has a major problem of deprived quality of care and inapt government 

health services. Swift progression of private sector is the indication of poor quality 

care services from the public sector where satisfaction rate is less than 30 per 

cent mainly due to lack of availability of medicines, difficulty to commute due to 

long distances mainly in rural areas, attitudes and behaviours of health workers. 

The processes around health planning, policies and programme implementation 

are flawed due to lack of coordination between them and disjointed working 

independently. Planning comes under planning commission who plan 

independently to follow the priorities set in policies formulated by Ministry of 

Health at the province. On the contrary, divisional and district governments are 

responsible for the implementation of these policies and service delivery but they 

are not obliged to take directions from provincial or federal government (Pappas 

et al, 2008).  

 

3.9.7.2.4 Rule of Law 

Rule of law is one of the main pillar on which good governance rests. It is there 

to ensure that all organisations, institutions, persons, officials and even the state 

are accountable for their actions and the law will be equally enforced and 

independently adjudicated in concurrence with international standards for human 
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rights. It further ensures that health policies are clear, fair and in the interest of 

public (UNDP, 1997). In Pakistan, patient safety has been affected, no proper 

system in place to target the issue of medical negligence which is well 

documented, its rectification or compensation for the sufferers. There is no such 

policy in place for the protection of patients and similarly, patients do not have 

much trust in public health institutions. There is a lot of tolerance in following the 

rule of law like many public sector physicians running their own private practices 

alongside (Pappas et al, 2008).  

 

3.9.7.2.5 Political Stability and Lack of Violence 

Another dimension of good governance is political stability and lack of violence 

in the country. Health development bureaucracies, policies and programmes can 

be extremely affected due to political instability and violence. A study has been 

conducted in the health sector of Sindh province in Pakistan which revealed high 

turnover in top positions due to political influence as well as identified the 

existence of political favouritism for administration and management positions in 

bureaucracy without considering any credentials or relevant experience. 

Moreover, country like Pakistan which has been a target of terrorist attacks in 

recent years and where political leaders mainly addressing security issues have 

relegated the health sector further down on the priority list which badly affected 

implementing some of the health development programmes and ignoring more in 

the process. Therefore, it can be stated that political violence and its fallout 

contributes more to the public health issue which may further lead to unavoidable 
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deaths in long term and can put pressure on already week health care system of 

Pakistan (Pappas et al, 2008).   

 

3.9.7.2.6 Regulatory Quality 

It is extremely important that any activities, accreditations or licensing in health 

sector should be properly monitored and regulated. There is a potential of 

creating more problems for the population if the health sector is not properly 

regulated. In Pakistan, the existence of fraudulent and substandard 

pharmaceuticals are quite common and alarming as 40-50 per cent of total supply 

of medications are counterfeit. Moreover, even the doctors are running clinics 

who are not qualified. The government procedures for regulation of the quality of 

pharmaceuticals and quality of medicine are poor and not up to scratch. (Pappas 

et al, 2008)  

Therefore, it is important that the elements of good governance should be 

evaluated along with the organisational culture, opportunities, skills, attitudes, 

behaviours and all the other factors discussed earlier for the delivery of quality 

patient care. There is also a need to establish a strategy with regards to the 

development of human resources and nursing in particular in this case. 

3.10 Conclusion 

In summing up this discussion, it can be concluded from the above discussion 

that this chapter mainly focused on Pakistani context and highlighted human 

development issues on the national scale. It has further highlighted the 
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significance of quality care and the skills required by the nursing staff to achieve 

quality care standards in the light of governance and rule of law and other 

opportunities to develop and challenges to cater with quality care standards. It 

can be inferred from the above literature that quality care standards are essential 

to be maintained in order to achieve better patient care experience and high 

patient reported outcomes.   
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Chapter 4 - Methodology & Framework 

4.1 Introduction 

In the previous chapters discussed literature review of Human Resource 

Development, Strategic HRD, Training and Development, role of corporate 

governance and quality patient care have been deliberated. In this chapter 

research design and methodology will be outlined. The aim of this research is to 

contribute to the knowledge and learning around best practice in social skills and 

competency development through HRD activities by detailing a project to identify 

the learning needs of identified population of registered nurses in relation to offer 

improved quality care services. This could possibly be identified through primary 

data collection techniques of questionnaires and semi structured interviews with 

nursing staff. This two-way approach of gathering data will enable in generating 

better results, therefore, methodology adopted is in accordance with research 

questions.  

Social sciences are different from natural sciences with regards to interpretation 

of data and analysis of results, therefore, the results are usually checked over 

large samples to ensure the credibility of the analysis but according to Bryman 

(2012:12-13), data analysis results in reducing huge data into relevant 

information to make proper sense of it. Data being relevant in social sciences in 

hugely significant (Punch, 2001:9).  

Methodology is a critical element of this research, therefore, the focus is to 

explore the processes of current training practices and policies, if any, with 
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regards to skill development of nursing workforce in order to improve the 

effectiveness of quality care.  Mixed method (triangulation) approach has been 

adopted to conduct this research. This will enable to understand the level of 

determination of health care policy makers with regards to formulation and 

implementation of quality health care policies, role of HRD professionals in terms 

of identifying training needs of nurses for quality care delivery and nursing staff 

and their level of social skills, competencies, motivation and commitment to offer 

quality care.  

This chapter deliberates upon research definition and purposes, research 

philosophy, brief description of the research methodology and discusses the 

strategy employed, statistical techniques, challenges encountered during the 

fieldwork and ethical issues. Researcher will be using quantitative and qualitative 

methods together in this research, commonly called triangulation method. The 

researcher will be utilising ‘between triangulation method’ where data will be 

collected through questionnaires (Quantitative) and will be further supported 

through semi structured interviews (Qualitative).  Finally, data analysis methods 

and statistical techniques will be applied to interpret data, quantitative through 

SPSS and thematic analysis before discussing challenges, limitations and 

conclusions of this project. 

4.2 Aims of Research 

This research aims to explore and assess the contribution of the HRD practices 

towards quality of patient care. Moreover, it will explore the extent of social skills 
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training and development opportunities available for the nursing staff. The thesis 

does so by employing questionnaires and semi-structured interviews with nursing 

staff of five major public hospitals of Lahore, Pakistan. The main aim of the 

research is to understand the following questions: 

 

 How training and development of nursing staff contribute to quality care 

of patients in public hospitals of Lahore, Pakistan? 

 How effective social skills development for nurses can improve the quality 

of patient care?  

4.3 Definition and Purpose of Research 

Research is about resolving a problem through organized and systematic way of 

investigation (Gray, 2009). Observed phenomena can be described, explained, 

predicted and controlled through systematic inquiry. Sometimes, it is assumed 

that we might know the answer of the problem we are researching for, but we 

cannot be certain until our problem has been subjected through detailed 

examination, anything before that is just a guess.  Research definition above can 

be further divided into two elements of what and how, thereby meaning that what 

is a problem which needs resolution and how to investigate it in a comprehensive 

manner.  Mathew and Ross, (2010) further explained that the process of 

investigation must serve a purpose, possess meaningful structure, be robust & 

rigorous, must be defendable and to ensure the systematic way of discovering 

facts and finding solutions to the problem in hand. The crux of research is the 
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thought behind it, how we really going to find out, building up arguments through 

ideas and concepts and finally the evidences used to prove the arguments. Every 

research has specific aims and objectives, however, the most common objectives 

for any research is to articulate new concepts, verify and test them, identify cause 

and effect relationship for any event, process or analysis, understand problems 

through theories, concepts and tools, finding solution to those problems and 

finally, resolve those problems (Rajasekar, et al. 2013:3).  

This research is however, about exploring, identifying, examining and assessing 

required nursing social skills through HRD microscope in order to improve quality 

patient care standards in Public hospitals of Lahore, Pakistan and how suitable 

HRD guiding model if adapted in its context can bridge any performance gaps or 

improve standards of quality care. 

4.4 Research Design 

According to Creswell (2008: 3), research designs are, 

 

“Plans and the procedures for research that span the decisions from broad 

assumptions to detailed methods of data collection and analysis”.  

 

He further added that in order to appreciate the specific elements of the chosen 

research design and methodological approach, it is vital to understand other 

approaches and methods (Creswell, 2011). In a simple perspective, research 

design is how we approach to view knowledge, what is being looked for, what we 
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expect to find out, our own belief, extent of finding out and the justification of the 

knowledge being created.  

The research design can be further explained Figure 4.1 below to demonstrate 

clearly researcher’s position with regards to this research.  

 

Figure4. 1-The Research Onion 

 

 

Source: Adopted Saunders et al (2015) 
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4.4.1 Researcher’s Position 

Healthcare system in Pakistan is composed of primary, secondary and tertiary 

healthcare. Primary healthcare offers curative and preventive healthcare services 

and includes basic health units and rural health centers. Secondary healthcare 

mainly offers technical, therapeutic and diagnostic services and located at Tehsil 

and District level. Tertiary healthcare hospitals offer more specialized patient care 

and therefore, the hospitals selected for this research are tertiary hospitals of 

Lahore, Pakistan (Hassan et al, 2017). The reason for selecting these hospitals 

is due to researcher’s birth ties associated with Lahore and therefore, is keen to 

contribute towards the improvement of quality health care in this region of the 

world.  The focus in Pakistan has always been on raising and development of 

doctors and therefore, the nursing workforce has mostly been ignored. Nursing 

in Pakistan is categorized into general nursing, midwifery and public health 

nursing. The research will however focus on the social skills development of 

general nursing staff so they can render high quality care services through proper 

training and development interventions. There is also a need to analyse internal 

and external environments in which nurses operate in order to assess the impact 

of quality care. Main internal factors which can affect quality health care is stress 

due to overload of work, lack of time management and pressure due to pending 

tasks, lack of support from supervisors or managers, exposure to possible 

infectious diseases, lack of sleep/rest for shift workers, possibility of work-related 

threats and violence, conflict and ambiguity within staff and/or with management, 

lack of staffing, lack of training and/or failing to retain experienced nurses, low 
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paid job, economic constraints, low possibility for career development due to 

limited opportunities for promotion (Khan et al, 2015). Nursing education is 

another factor which can take as far as initiating the job but high quality of nursing 

can only be achieved through continuous professional education and 

development, so the nurses can respond in best possible way to the needs of 

patients and health services but lack of continuous education and development 

can also affect quality care (Clark et al., 2015). Organisational culture can also 

play a pivotal role towards shaping any healthcare system through efficiency, 

patient-centered approach, refining quality care as well as the holistic 

organisational performance whereas lack of leadership, low level of employee’s 

satisfaction and empowerment, low patient outcomes, lack of sub cultural 

diversity and lack of sound system for information processing and analysis also 

contributes towards poor quality of care (Scott et al., 2003a, b). Poor working 

environments in hospitals can lead towards nursing dissatisfaction and burnout 

(Hayes et al 2006). Another factor which is contributing towards the sparsity of 

nursing profession is mainly its association with the low status image in this region 

(Buchan, 1999). According to an article published in tribune express by Chauhan 

(2014) where she mentioned that nursing is generally considered as low 

privileged job, not considered as well reputed profession and is generally meant 

for women, therefore, families do not encourage their children to opt for this 

profession and this profession is not a first choice for many. Salaries on the other 

hand are not substantial to fascinate students, in private hospitals they are 

around £150/month and in public hospitals it is around £100/month. This shortage 
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of nursing workforce and lack of financial incentives creates a huge gap between 

expected and actual quality care delivery. On the other hand, one of the main 

external factors affecting nursing is the culture of a country, patients prefer female 

nurses over male and it is not culturally acceptable to have male nurse which is 

also adding further in the shortage of nursing workforce. Political influences put 

nurses under added pressure when political members admitted, or someone with 

high profile, there is always a chaos, security risks, sexual harassment and even 

threatening to death situations. It is quite normal for the patients and their family 

members to lose their patience and react in breaking things, misbehaving with 

nursing staff and even beating and blaming them for the deaths of their friends 

and family members, however, the salaries on the other hand does not justify the 

risk. Corruption is another external factor with the potential of damaging the effort 

of providing or improving quality care interventions.  In low-income counties 

corruption can be problematic in health sector (Vian et al., 2010). There could be 

various ways and means of corruption, the main examples can be poor 

construction of health facility, absenteeism of health professionals, stealing 

drugs, fiddling with funds, soliciting of informal payments to improve levels of 

service, and acquiring licensing, education and accreditations through bribes 

(Vian, 2008). Therefore, it is imperative for the researcher to take these factors 

into account while assessing the quality of health care in this region. The 

emphasis of this research is to improve practices for quality patient care 

therefore, the philosophy followed is pragmatic because in this approach stress 

is on the fact that research problem must be addressed by contributing practical 
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solutions for future development. Researcher puts value on reflexive inquiry 

under this philosophy on the basis that something out there is not right and needs 

improvement. Pragmatists believe that the world can be interpreted in different 

ways and so is the research. There is more than one single way of addressing 

problems, therefore, it is challenging to obtain clear understanding of a problem 

through single point of view and hence, they believe that there may be the 

existence of multiple realities out there. The method of theory development 

adopted under this research is inductive because the data will be collected initially 

and theory will be developed subsequently through the analysis of data. The 

research is exploratory and descriptive which will enable the researcher to 

identify and verify phenomena, and also explain relationships between variables. 

Quality healthcare in Pakistan lacks fully articulated framework for assessing 

training needs of nurses with regards to their social skills development, designing 

and sequencing appropriate interventions and determining results, therefore, 

qualitative and quantitative methods combined (mixed method) to generate 

quantifiable impact of a project as well as an explanation of the process and 

interventions that produced these results. Research strategy for this particular 

research is case study since there are five hospitals under research and not the 

whole health system of Pakistan to uncover things like social relationships and 

behaviours of nurses, also called social processes. Moreover, the theory will be 

generated at the end of this research grounded in data, collected and analysed 

systematically. Time horizon defines the time to undertake this research, since 

the research will be undertaken to address the problem for this particular time 
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and does not require long time periods for the collection of data, therefore, the 

process will be referred as cross sectional. The data collected through 

quantitative questionnaires will be analysed by SPSS, however, for further 

clarification of quantitative data, semi-structured interviews will be conducted. 

The purpose of interviews will be to supplement and enhance value to the 

quantitative data. Table 4.1 below clarifies further, the researcher’s position for 

this research. Therefore, it can be stated that because of researcher’s 

philosophical assumptions, it has placed research outside of functionalism and 

because researcher is interested in the views and interpretation of the 

participants in the research, and due to the exploratory study which aims to 

identify the skills and competencies required by nurses in order to deliver quality 

patient care in the hospitals of Lahore, Pakistan. The researcher feels that 

adopting triangulation, using questionnaires as a main method supplemented by 

semi-structured interviews are mechanism to have access to the view point of the 

employees and their needs. It is important to explain that initially 750 

questionnaires will be distributed in five hospitals by myself. In the questionnaires 

the respondents will be asked if they wish to be interviewed further. Then a 

selection will be made on the basis of responses on the questionnaires with 

regards to the willingness of the participants who would like to be interviewed.  

Moreover, the researcher is aware that outside agencies such as nursing 

organisations, trade unions, HR office have access and understanding of this 

topic. Therefore, they will be contacted, interviewed and secondary data will be 

collected. In order to have access to participant’s knowledge, experience, and 
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views, researcher will first contact them and ensure their prior 

consent.  Researcher will further ensure that participants are not under any 

undesirable influence and will arrange most convenient place for interview. To 

collect the data, researcher will ask for their consent for tape record the interview 

if participant agrees or otherwise will take note. Interview time will be 

approximately between 20 to 40 minutes for each interview and researcher will 

try to reduce the time and potential stress. Once the data is collected it will be 

analysed by gathering all the transcripts, categorises them, and read through to 

identify themes before dividing the data and look for factors or issues in each pile 

of data by paying attention to the research aim, objectives and questions. The 

researcher will contact the hospitals where the participants in research are 

working after obtaining ethical approval and consent from the hospital 

administration.   

 

Table4. 1: Framework for Research Design 

Philosophical 

Perspective 

Approach 

To Theory 

Developme

nt 

Research 

Methodolo

gy 

Research 

Strategy 

Time 

Horizon 

Data 

Collection 

Data 

Analysis 

Pragmatic Inductive Mixed Case Study 

 

Cross-

sectiona

l 

Questionnaires 

+ 

Semi-

structured  

Interviews 

SPSS 

Thematic 

Analysis 

Secondary 

Data 
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Source: Adapted from Bryman (2008) 

4.5 Philosophical Perspective 

Research Philosophy is about developing a knowledge based on certain beliefs 

and assumptions.  

 

4.5.1 Research Assumptions 

The main research assumption is ontology, epistemology, axiology, human 

nature and methodology. Despite sociological influence, researcher will find that 

these assumptions are crucial, interdependent and consequential for each other 

in a way that its ontological view will affect epistemological persuasion, which 

further effects their opinion on human nature which results in determining the 

choice of methodology based on researcher’s logical assumptions. However, as 

discussed earlier, the researcher should be aware that their philosophical 

assumptions might have a significant impact on “What to research?” It is argued 

that theory of society and the philosophy of science is behind all organisational 

theories (Burrell and Morgan 1993).  The assumptions in social sciences about 

the nature of social world and the way researcher investigates are explicit (Sayers 

1992). Philosophical assumptions are important to make before drafting research 

questions (Creswell, 2008) which according to Khun (1970) often based on the 

‘concept of paradigms’ which means that there can be more than one set of 

beliefs, techniques and values about reality within members of given community. 

Research Philosophy is about certain beliefs and assumptions about the topic 
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under research in a hope of developing knowledge. It is about finding solution to 

a specific problem in any organisation, is indeed the development of new 

knowledge. During every stage in research, researcher makes multiple types of 

assumptions knowingly or unknowingly (Burrell and Morgan, 1979). There are 

various research methods available to approach social reality and it is significant 

to understand the underlying philosophical ideas before the selection of any 

approach. There are two main assumptions to philosophy highlighted by 

Holloway and Wheeler (2003) which are ontology and epistemology, ontology is 

a study of things which are real and exist around us whereas epistemology aims 

to identify the true meaning of knowledge. Mathews and Ross, (2010:23) defined 

ontology as, 

 

“The way the social world and the social phenomena or entities that make it up 

are viewed”  

 

Whilst epistemology as, 

  

“The theory of knowledge and how we know things”. 

 

Saunders et al (2015:124) added that there are three main types of assumptions, 

Epistemological assumptions are about human knowledge, Ontological 

assumptions are about facing the realities during research and axiological 

assumption are about the level of interference of your own values and their effects 
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on the research process. Creswell (1998:77) also highlighted two additional 

philosophical assumptions and named them as Rhetorical which according to 

Creswell (1998:77) is an assumption in which there is more use of literary and 

personal narratives and more specific in using terms like dependability, 

transferability, objectivity, validity, confirmability and credibility (Guba and 

Lincoln, 1994) & Methodical assumptions which are all explained in Table 4.2 

below. These assumptions are the foundations to understand research 

questions, selected method and interpretation of results (Crotty 1998). An 

ingenious and steady set of assumptions can establish a reliable research 

philosophy to support methodological choice, research strategy and data 

collection techniques and analysis measures. This will enable in designing a 

comprehensive research project, in which all aspects of research can be 

compatible (Saunders et al 2015:124). 

 

Table4.2: Philosophical Assumptions with Implications for Practice 

Assumption Question Characteristics Implications for practice 

(Examples) 

Ontology What is the 

nature of reality? 

Reality is subjective and 

multiple, as seen by 

participants in the study 

Researcher uses quotes 

and themes in words of 

participants and provides 

evidence of different 

perspectives 

Epistemology What is the 

relationship 

Researcher attempts to 

reduce distance between 

Researcher collaborates, 

spends time in the field 
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between the 

researcher and 

that being 

researched? 

themselves and that 

being researched 

with participants, and 

becomes an ‘insider’ 

Axiological 

 

What is the role 

of values? 

Researcher 

acknowledges that 

research is value laden 

and that biases are 

present 

Researcher openly 

discusses values that 

shape the narrative and 

includes own 

interpretation in 

conjunction with 

interpretation of 

participants 

Rhetorical 

 

What is the 

language of 

research? 

Researcher writes in a 

literary, informal style 

using the personal voice 

and uses qualitative 

terms and limited 

definitions 

Researcher uses an 

engaging style of 

narrative, may use first-

person pronoun, and 

employs the language of 

qualitative research 

Methodological 

 

What is the 

process of 

research? 

Researcher uses 

inductive logic, studies 

the topic within its 

context, and uses an 

emerging design 

Researcher Works with 

particulars (details) before 

generalizations, describes 

in detail the context of the 

study, and continually 

revises questions from 

experiences in the field 

Source: Adopted from, Creswell (1998:74). 
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4.5.2 Research Paradigms 

Remenyi et al (1998) suggested that researcher should give profound attention 

towards some key questions, such as “How to research”, “What to research” and 

“Why research”. Researcher should consider indispensable assumptions about 

two dimensions for the development of philosophical perspective, they are, the 

nature of society and the nature of science. Sociological dimension is further 

categorized in two different views (regulatory and radical change). In regulatory 

view of society, researcher perceives society as interconnected and integrated 

and assumes that its evolution is rational whereas in radical change perspective, 

researcher perceives that society is under constant conflict and highlight its 

human struggle to get rid of the control of societal structures. These opposing 

views were the reason of emergence of two school of thoughts, modernism 

emerged from rational/regulatory perspective of society and radical change 

perspective underlies post-modernism (Burrell and Morgan, 1979). The other 

dimension for the development of philosophical perspective is ‘nature of science’ 

and entails subjective or objective approaches to research. Burrell and Morgan 

(1979) further combined subjective/objective and radical change/regulatory 

continuum and developed functionalist, interpretive, radical humanist and radical 

structuralist paradigms for organisational analysis.  
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Figure4. 2-The four paradigms for the Analysis of Social Theory 

 

 

Subjective 

                 Radical Change  

 

Objective 

Radical Humanist Radical 

Structuralist 

Interpretive Functionalist 

                 Regulation 

Source: Adapted from Burrel and Morgan (1979: 22) 

 

4.5.3 Research Philosophies  

There are five major research philosophies in social sciences. They are 

positivism, critical realism, postmodernism, pragmatism and Interpretivist. Since 

the research has adopted mixed method approach, therefore, only pragmatism 

philosophy will be discussed hereunder. 

 

4.5.3.1 Pragmatism 

The focus of this philosophy is to improve practices. Pragmatists have an option 

to adopt vast variety of research strategies according to the nature of their 

research problems. They further proclaim that concepts are only pertinent if they 

have the capability to support actions (Kelemen and Rumens 2008). It attempts 

to reunite the concepts of subjectivism and objectivism. They consider reality is 

what they reflect from ideas practically and knowledge is what they use to carry 

out successful actions. Pragmatists focus on the research in which the problem 

must be addressed by contributing practical solutions for future development.  
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Under this philosophy the researcher values reflexive inquiry process which is 

based on some doubts and a sense of something out there is not right, results in 

recreating a belief after the resolution of a problem (Elkjaer and Simpson, 2011). 

The research under this philosophy aims to identify the practical outcomes of the 

problem in hand rather than focusing on the differences in literature, therefore, 

there may be substantial variation in the level of existence of objectivism and 

subjectivism elements in the result. Moreover, in this approach research 

questions and problems will determine that which research design and strategy 

should be adopted. Pragmatists believe that the world can be interpreted in 

different ways and so as the research, there are more than one single way of 

addressing problems and it is challenging to obtain clear understanding of a 

problem through single point of view and therefore, they believe that there may 

be the existence of multiple realities out there. Multiple methods are popular to 

engage under such philosophical belief however, it is not precise, and any 

method can be used for the collection of data as well as it is credible, reliable and 

relevant (Kelemen and Rumens 2008). Ontologically, it is complex, rich and 

external. There is a flux in processes, experiences and practices and the reality 

in this philosophy is the practical consequences of the ideas. Epistemologically, 

it focuses on practices, problems and relevance. It tends to solve problems as 

well as contribute towards the future practice where knowledge is considered as 

an element which can enable successful actions. Axiologically, researcher is 

being reflexive, the research is value driven and sustained by researcher’s own 

beliefs and doubts. The methods which will be considered under this philosophy 



180 
 

 

 

in accordance with research questions and problems as range of methods can 

be adopted like mixed, multiple, qualitative, action research and quantitative. The 

emphasis under this research is on the practical solutions and outcomes 

(Saunders, et al., 2015). 

4.6 Approaches to Theory Development 

There are three main approaches to theory development, they are deductive, 

inductive and abductive approaches. The conceptualization of entire research 

process is based on how researchers consider the aspects of reality, what are 

their beliefs of how values can interfere in research, the level of relationship 

between the researcher and the topic under research, methodological 

assumptions and the rhetoric of the study. Bryman (2008:9) stated that it is 

necessary to examine these approaches to understand the significance in the 

relationship of researcher and what is under research. According to Ketokivi and 

Mantere (2010), in deductive approach set of premises are the basis for drawing 

logical conclusions, if the premise is true so as the conclusion. Apparently, in this 

approach the process initiated with the theory followed by hypothesis which leads 

towards the collection of data and its analysis which eventually generate findings 

for researcher to decide whether to reject or accept the hypothesis, in case of 

rejection it will lead back to the revision of theory. According to Saunders, M et al 

(2015:145),  
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“If your research starts with theory, often developed from your reading of the 

academic literature, and you design a research strategy to test the theory, you 

are using a deductive approach”. 

 

On the contrary, in inductive approach initially the data is collected, and theory is 

developed subsequently through analyzing data. The researchers assume and 

infer the implications of their findings that familiarized and endorsed the theory 

which further fed back to the findings in research as well as into the theory which 

is the outcome of research under this stance. According to Saunders, et al (2015),  

 

“If your research starts by collecting data to explore a phenomenon and you 

generate or build theory (often in the form of a conceptual framework), then you 

are using an inductive approach”. Bryman (2008:11) further added that 

generalizable interpretations can be derived through observations in this 

approach. The third approach is abductive approach which according to 

Saunders, et al., (2015) is, 

 

“Where you are collecting data to explore a phenomenon, identify themes and 

explain patterns, to generate a new or modify an existing theory which you 

subsequently test through additional data collection, you are using an abductive 

approach”. 
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In this approach data is collected to identify themes, explore phenomena and 

patterns either to modify existing or to generate new theories which should duly 

tested through further collection of data.  

4.7 Research Methodology  

According to Williams (2007) methodology is a systematic process adopted in 

align with guideline provided to define objectives, manage data and communicate 

findings. It can be stated that research methodology is a plan of procedural 

framework to carry out research. Methodology assists research process by 

defining the approach for questions in hand and putting them into practice 

(Robson, 1997). According to Blaikie (1993:7),  

 

“Methodology is frequently used when method is more appropriate”.  

 

Research methodology defines the path for researchers to conduct their 

research, to generate and test theories, assist them in using logic, defining the 

satisfactory criteria for study and how to find a relationship between research 

problems and theoretical perspectives (Blaikie, 1993:7; Creswell, 1994). 

Methodology has evolved in social sciences because of criticism and exchange 

of information and ideas. According to Burns (2000) methodology is mainly 

concerned with the validity of research. Methodology is a critical element of this 

research. It is not possible to get reliable information without its proper 

implementation. Therefore, methodology is important for the completion of 
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successful research. It requires in depth investigation about the current training 

and development practices, needs for human resource development and 

effective quality care delivery by nursing staff. It is also significant to identify the 

gaps which are hindering human performance in health services sector of 

Pakistan.  

 

4.7.1 Quantitative Method 

According to Williams (2007), this technique has emerged around 1250 A.D 

whereas Creswell (2014:4), argued that its popularity has increased in late 20th 

century along with mixed research methods. In this discourse of research, the 

entire focus is on measurement of quantity and numerical computations. The 

statistical analysis, deductions and conclusions thus drawn determine the 

outcome of the research. This type of research is more suitable for physical 

sciences like physics and chemistry while mathematical empirical formulae and 

applied methodology is exercised for such research (Creswell, 2014). Based on 

objective analysis of research statement, tests, experiments and measurements 

lead to analysis. There are three main historical trends regarding quantitative 

paradigm which are highlighted by Williams (2007) as research design, 

measurement procedures & test and statistical analysis whereas Johnson and 

Onwuebuzie (2004) added that research entails deduction, explanation, 

prediction, confirmation, theory or hypothesis testing, collection of data and its 

statistical analysis. Mathews and Ross (2010), stated that quantitative method 

can also be used to validate and test existing theories, due to its ability to 
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measure reality hidden in data for the purpose of creating meaning through 

objectivity. Eventually, due to tangible results either research inquiry is proved or 

rejected. This approach, however, ignore human behaviour and social aspects of 

the humans being studied. That is the reason for researcher to choose mixed 

method in order to obtain qualitative information to support quantitative evidence. 

 

4.7.2 Qualitative Method 

This approach is usually followed in the social sciences where knowledge about 

subjects is more significant. Instead focusing on numerical values and empirical 

methods of formulas and objective tangible, human relations under diverse local 

or regional scenarios, class and gender subjectivities, and data collected is 

comparatively analysed. In this paradigm, researcher is the key figure for 

collection of data and its analysis (Johnson and Onwuebuzie 2004).  In this type 

of research case studies, grounded theory, ethnography and content analysis are 

used as tools of the research (Williams, 2007). The subject matter cannot be 

analysed in an empirical manner however, efforts are made to reduce intangibles 

to the maximum and research could be made as authentic and realistic as 

possible. The results are often not very accurate due to involvement of researcher 

bias towards the outcome of the study (Johnson and Onwuebuzie 2004).  

 

4.7.3 Mixed Method /Triangulation 

Mixed method is the integration of qualitative and quantitative data used in a 

single study (Fetters, 2020). Any paradigm, once used independently, has 
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inherited strengths and weaknesses which often leaves a gap of validation and 

credibility (Bryman, 2008). With the purpose of making any research more 

comprehensive, authentic and meaningful, a combination of methods is used now 

and commonly called mixed method paradigm (Creswell, 2009; Johnson and 

Onwuegbuzie, 2004). The primary philosophy focused in this case is pragmatic 

which emphasises on finding the solution to a given social problem. In this case, 

the approach to knowledge in theory and practice considers multiple approaches, 

view-points, perspectives and positions. Mixed method paradigm or simply mixed 

research is a diverse approach of integration or synthesis of two or more 

paradigms (in this case an integration of quantitative and qualitative), leading to 

better validation and justification (Campbell and Fiske’s, 1959). It is also the use 

of measurements coupled with construct validation technique adopted to 

complement the results of the earlier two methods.  

Prior to the mixed method of research two commonly research methods used 

were quantitative and qualitative. The third research method first appeared as 

multiple operationalism method or multi-method research was used by Boring 

(Boring, 1953). It entailed utilization of two or multiple and independent analytical 

processes which could withstand imperfectness and minimise errors to instill new 

level of confidence in researcher and add authenticity and validation to the 

research. Webb et al (1966) was the first to introduce the term triangulation or in 

between methods between quantitative and qualitative methods and the term 

through its evolutionary transformation later became to be known as ‘combination 

of methodologies (Denzin, 1978). The main emphasis was given to removal of 
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biases, its elimination or making it minimal. The role of researchers, their bias 

and idiosyncrasies making the research lopsided and lacking realism was 

curtailed and participation of the researcher made neutral (Johnson and 

Onwuegbuzie, 2004). The researcher is facilitated in removing inconsistencies 

and contradictions and obtaining far more accurate results. Mixed method 

Paradigm can be precisely defined as:  

 

“Mixed methods research is an intellectual and practical synthesis based on 

quantitative and qualitative research, it is the third methodological or research 

paradigm (along with quantitative and qualitative research). It recognises the 

importance of traditional quantitative and qualitative research but also offers a 

powerful third paradigm choice that often will provide the most informative, 

complete, balanced and useful research results” (Johnson, Onwuegbuzie and 

Turner, 2007:129).  

 

The mixed methods paradigm is not essentially suitable for all types and purpose 

of research, however, it has distinct advantages over other methods. The 

researchers are more confident about the results of their research, the data 

collection technique is quiet comprehensive, leads to having better and richer 

data, easier in integration of theories, unmask uncertainties, inconsistencies and 

contradictions and leads to better validation and authentication (Jick, 1979). 

According to Morse (1991), the methodological triangulation method can be 

simultaneous or sequential. Simultaneous triangulation, also known as 
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convergent mixed method which is simultaneous collection of quantitative and 

qualitative data, but the degree of interaction is less in this case. However, its 

analysis complements each other at integration stage. In the sequential manner, 

which can be explanatory or exploratory, the data is collected and interpreted 

before planning the next method. In the exploratory sequential method, 

qualitative data is collected first and corroborated, quantitative data is collected 

subsequently, however, in the case of explanatory sequential method, 

quantitative data collection is made in the first phase followed by collection of 

qualitative data. Denzin (1978), mentioned three possible outcomes through 

triangulation methods are convergence, inconsistency and contradiction. 

Creswell (2014) highlighted three further advanced mixed methods which are 

embedded, multiple mixed methods and transformative which integrates 

elements from explanatory/exploratory sequential and convergent approaches. 

Researcher has adapted convergent parallel method for this project, the process 

of the questionnaires and interviews will be initiated parallel, the two sources of 

data will be analysed separately and then will be brought together for final 

assessment. To obtain relevant data it is imperative to select the best possible 

research strategy. 

4.8 Research Strategy 

Research strategy is like a model that offers direction in procedures within a 

research design (Creswell 2009). According to Mathews and Ross (2010:130), 

research strategy is like a research plan to achieve aims and objectives. Punch 
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(2001) stated that research strategy is a path for the research to answer research 

questions. There are certain factors which influence the choice of strategy like 

researcher’s belief, attitude concerning some specific theory or his inclination 

towards any of philosophical assumptions or other (Gray, 2009). 

 

The following are the characteristics and classification of research strategies. 

Survey: Can be used in order to identify numeric description of opinions and 

attitudes and much more through sample of studied population. Data collection 

usually include structured interviews and questionnaires (Creswell, 2009). 

Case study:  It is about investigating one case or small number of cases. It keeps 

researchers focused on a case and keep holistic and real world perspective. (Yin, 

2014). 

Grounded Theory: Grounded theory is mainly used to uncover things like social 

relationships and behaviours of groups, also called social processes. Moreover, 

the theory is generated grounded in data, collected and analysed systematically. 

It is best described as a systematic research strategy. According to Bryman, 

(2008) data collection, theory generation and analysis happen simultaneously 

and theory is created from data as the research progresses. 

Experimental: Measuring effects can be understood by controlled testing or 

manipulating one or more variables in order to comprehend casual processes. 

Ethnography: According to Mathews and Ross, (2010) it is about the association 

with social anthropological research, commonly called ‘the field’ or ‘natural 
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setting’. The researcher needs to spend a lot of time in order to understand their 

culture through observation and active listening towards the issues of interest.  

Phenomenological: In order to understand people’s perspectives, perception and 

events, this type of research attempts to do that.  Data collection is somewhat 

unstructured and much stress is on the inductive gathering of large quantity of 

data (Gray, 2009).  

Action research: Is quite unstructured, qualitative and uses inductive approach 

which involves practitioners and researchers. It can also be structured and 

involves experiments and control groups to test the hypothesis (Gray, 2009). 

Exploratory: This research is about exploring the phenomena that what is 

happening and to ask questions about it. They are mainly used when the 

knowledge about the phenomena is minimal.  

Descriptive study: The study seeks to ‘draw a picture’ of any concerned situation, 

event or a person and their relationship.  

Explanatory study: It is about explaining the phenomena and sets to give an 

intense interpretation for the descriptive information.  

 

The choice of mixed methods for this research is not a coincidence but a well 

thought out research strategy to achieve the research aims and objectives. 

Saunders et al. (2003) argue that research strategies should not be thought of as 

being mutually exclusive. They describe three research strategies; experiments, 

surveys and case studies. These strategies can use qualitative, quantitative or 

mixed/triangulation methods. Researcher’s choice of any research strategy 
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depends on the questions that the research seeks to answer, the event/people 

to be studied and whether the phenomenon is historical or contemporary. A case 

study research strategy has been adopted in this research, the researcher seeks 

to find out skills and competencies development of nursing staff and how these 

practices could facilitate five leading tertiary hospitals (cases) of Lahore, Pakistan 

in achieving their quality health care goals through training interventions. This is 

one of the reasons why the researcher has adopted case study research.   

4.9 Data Collection Research Methods  

There is a consensus by many researchers that qualitative and quantitative 

research can be used together which is called triangulation where different 

methods used to study one phenomenon and that is what will be used in this 

research. Methodological triangulation is further divided into within method and 

between method triangulation. In Within Method different strategies can be 

adopted for research by staying within single paradigm e.g., data collection from 

nursing staff through interviews, group discussions, observations whereas in 

Between Method is used to confirm the findings of one method (quantitative) 

through the other (qualitative), e.g., data collection through questionnaires can 

then further validated through semi structured interviews. Morse (2001:210) 

suggested that depending on the assumptions for research, qualitative and 

quantitative methods can be used simultaneously. Denzin and Lincoln (2000) 

explained that it is researcher’s belief which direct the research in the direction of 

how he wants world to know otherwise all researches are interpretive. Research 



191 
 

 

 

philosophy can be pragmatic, positive, realistic and interpretive. In pragmatism 

research philosophy there is a belief of finding multiple realities by interpreting 

the world in different ways (Saunders, Lewis and Thornhill, 2012). Multiple 

research methods (Qualitative & Quantitative) and research strategies can be 

integrated under this philosophy within the same study (Wilson, 2010).  

Researcher has adopted questionnaire and semi structured interviews as a part 

of collection of data within same industry and through multiple sources. These 

methods of collecting data has been explained hereunder, 

 

4.9.1 Collecting Data from Single Industry (Public Hospitals) 

Collecting data from single industry (Public Hospitals) is very important for getting 

results relevant to that specific industry. As this research is about training and 

development of nursing staff, therefore, the respondents will be from public 

hospitals in the same region of Pakistan. Khilji (2002) mentioned that it is quite 

possible to get industry specific results if operated in single industry setting. He 

has further elaborated that it is significant for HRM literature to use single industry 

approach to obtain generalized outcome (Becker and Gerhart, 1996; Khatri and 

Budhwar, 2002). 

 

4.9.2 Multiple Sources for Gathering Data 

Multiple source of gathering data is hugely important for its authenticity. In this 

research data will be collected from nurses of five different hospitals through 
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questionnaires and semi structured interviews. Therefore, an attempt will be 

made to incorporate data from multiple sources. 

 

4.9.3 Semi-Structured Interviews 

Semi-structured interview is nothing different than what colleagues discuss at 

workplace normally with regards to their issues and teach and council each other 

(Parera, 2020). Torrington and Hall (1998) describes an interview as a ‘controlled 

conversation with a purpose’. Beardwell and Holden, (1997) states that interview 

could be conducted through face to face interactions and through telephonic 

conversation with the participants. Some vital factors are highlighted by Hackett, 

(1995:12) for ‘good interview’ which need to be considered before conducting like 

privacy to the interviewing room, no interruptions and distractions during the 

process, proper lighting and seating arrangements or anything which will not 

hamper participant’s performance. Primary data will be collected through semi-

structured interviews. Researcher gets deep insight to the issues in question 

through interviews (Burgess, 1982). It also offers the opportunity to ask direct 

questions, obtain wider knowledge and gain understanding from the respondent’s 

point of view which is significant for research due to its tendency of exploring 

viewpoints as well as the reasons for having those opinions (King et al., 2004).  

Semi-structured interviews will be conducted with all levels of nursing staff and 

people involved in their development process. This will enrich knowledge and 

understanding of their experiences about training and development policies and 

practices. There are number of interview questions ranging from open, closed, 
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probing, leading, loaded, double- headed, multiple choice, self -assessment 

questions to hypothetical questions but in writers opinion open, probing and 

hypothetical questions could produce better results because through open 

questions interviewer can get constructive information about the views, opinions 

and the interviewee’s experience whereas probing questions are supportive in 

getting the comprehensive information regarding interviewee and hypothetical 

questions helps in getting the reliable information through interviewees 

experience that how did he counter in particular situation, while on the other hand 

self-assessment questions and multiple choice questions doubts accuracy 

because in self- assessment questions sometime the participant respond scantily 

whereas multiple choice questions may restrict the interviewee to come back with 

particular answer. Closed questions may fall short to give the bursting 

enlightenment of the facts, leading and loaded questions may contain the risk of 

biasing the information and the double headed question may confuse the 

participants among questions.  

 

4.9.4 Questionnaire 

According to Adams and Anna (2008), questionnaire should be clearly 

understandable to the participants for accurate outcomes. In this research data 

will also be collected through detailed questionnaire designed for nursing staff. 

According to Maltby et al., (2010) that in both qualitative and quantitative 

research, data can be collected through questionnaires. The questions within the 

questionnaire defines its qualitative or quantitative nature, however, most 
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researchers use quantitative questionnaire where quantification of data is 

required, sample size is relatively large, time and resources are limited and where 

to protect the privacy of a participant is an obligation. Questionnaire is one of the 

most popular method of collecting data and because it is an efficient and effective 

way of collecting large data, therefore, can be utilised in either explanatory or 

descriptive research (Saunders, et al. 2003). Questions in the questionnaire must 

be chosen very carefully because open questions are usually used during 

interviews in qualitative research to gather detailed information but sometimes 

lacks determined set of responses. In this process there is a possibility of 

collecting different answers which might potentially be quite different from each 

other. Moreover, researchers also require more time to analyse this data, 

therefore, mostly questionnaires include closed format of questions because they 

are short and precise with such options like Strongly Agree, Agree, Neutral, 

Disagree and Strongly Disagree to choose from as an answer. Main purpose of 

closed format questionnaire is to quantify data and generate required results. The 

questions should be very clear, so the respondents can easily understand and 

answer accordingly. They should not be of leading nature because then they can 

steer respondents’ answers in a particular direction. Some other questions which 

should be avoided in questionnaire are embarrassing questions and the 

questions which includes participant’s social desirability.  
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4.10 Methodology Adopted for Present Research  

In the case of this research, which is focused on seeking improvement in social 

aspects of the nursing staff to ensure quality health care, therefore, mixed method 

paradigm has adopted by researcher which is also identified by Creswell (2014) 

as one of the mixed method techniques. The research revolves around nurses 

and training and development practices currently used in order to maximise their 

social skills to achieve high quality care standards. The scope of this research is 

improvement oriented, therefore, research philosophy for the research statement 

will be pragmatic. Under this philosophy there is a belief of finding multiple 

realities by interpreting the world in different ways (Saunders, Lewis and 

Thornhill, 2012). For the purpose of this research, using convergent parallel 

mixed method will be adopted. Quantitative data basing on questionnaires will be 

distributed between the senior and junior nursing cadre. The main reason for 

using quantitative method is to develop deeper understanding with regards to 

care and skills required by the nursing staff to deliver the quality care in Pakistan 

which will enable researcher to have further understanding of quality care. Quality 

patient care in relation to nursing and their social skill development is at its early 

stage and adopting empirical paradigm in this research can be viewed as 

exploratory in nature whereas, qualitative data collection will be initiated in the 

form of semi structured interviews with the nursing staff under a well-structured 

plan asking wide ranging diverse questions. The qualitative method will be 

employed to support data generated through survey questionnaire. Both methods 

will be conducted separately in order to explore the similar area and to enhance 
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the knowledge and understanding of quality health care and its possible 

improvement through training interventions by improving people related skills of 

nursing staff (Analoui, 2007). There is a need to analyse internal and external 

environments in which nurses operate in order to assess the impact of quality 

care. Quality patient care is not just about nurses acquiring knowledge, skills and 

change in behaviours or attitudes for their own sake, but this is about making a 

positive change and generating progressive results through its proper utilization 

(transfer of skills). This research will use both qualitative and quantitative 

methods to answer the research questions. The quantitative approach aims to 

get access to the views and opinion of people using a Likert scale whilst 

qualitative approach is to corroborate the linkage of nursing social skills 

development training and the intended or observed outcomes of quality care. It 

can be argued that one single method is not appropriate to explore into 

reasonable depth and also to answer the research questions. Therefore, this 

mixed methods paradigm will help to increase the width and depth of research 

thus enhancing the range of inquiry and making richer data available for 

interpretation and analysis. According to Campbell and Fiske’s (1959) mixed 

research method leads to better validation and justification. This will enable to 

infer and draw a wider canvas of the issue and its deeper understanding. 

Research will investigate the level of involvement of policy makers/HRD 

professionals and nursing staff to meet the objectives for quality patient care. 

Researcher has classified this as a triangular approach to identify this relationship 

between social skills, training and development and quality care through semi-
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structured interviews and questionnaire from nursing staff which is also explained 

in the figure 4.3 below.  

 

Figure4. 3-Framework of Research       

 
       Pragmatism    Questionnaire/Interviews Mixed Method Research 
 
 
 
 
 
 
 
 
 
 
 
 
                     
 
 
 
 
 
 
 
 
 
 
 

Source: Self 
 

The issues and deficiencies in quality care delivery can be addressed through 

proper TNA, training design, delivery and evaluation, therefore, the aim is to 

collect at least 600 questionnaires from nursing staff of these five hospitals. 

Researcher is planning to collect everything in person in order to stay within the 

ethical boundaries of this research. After the collection of the questionnaires, a 

purposeful sampling will be made and a number of nurses will be contacted. The 
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intention is to gain access by getting their permission for interviews. Following 

the completion of this process, participants will be contacted and arrangement 

will be made for conducting interviews. Interviews will be scheduled after the 

approval from the ethical team. The data thus collected will be corroborated 

separately and thereafter will be integrated to draw relevant conclusions, 

outcome of the research conforming to the research statement and its objectives. 

SPSS will be used to quantify data collected through questionnaires whereas 

thematic analysis will be done to interpret semi-structured interviews. 

Researcher’s own role will be entirely neutral to avoid any biased outcome. Every 

effort will be made to make the research comprehensive and authentic and 

combining both methods will provide quantifiable impact of a project as well as 

an explanation of the process and interventions that yielded these outcomes. 

Therefore, in simple words, 150 nursing staff will be contacted from Lahore 

General Hospital (LGH), 150 from Jinnah Hospital, 150 from Services Hospital, 

150 nursing staff will be contacted from Mayo Hospital and 150 from Pakistan 

Institute of Neurosciences (PINS) Lahore. Aim is to distribute 750 questionnaires 

in total to the nursing staff and out of those 750 questionnaires it is expected to 

collect between 500-600 questionnaires. Now with regards to interviews, 32 

nursing staff, 8 from each hospital will be contacted further for interviews, it is 

expected to conduct at least 6 interviews from each hospital, the purpose of these 

interviews is to collect data to support the quantitative accounts provided.  

Therefore, in a nut shell potentially this research aims to gather data through 600 

questionnaires and 34 interviews in total. After the fieldwork, researcher has 
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managed to collect 600 questionnaires in total and in order to support quantitative 

data, a total of 10 interviews could be arranged due to nurse’s engagement and 

busy schedule during this pandemic, only 2 each from Mayo hospital, Jinnah 

hospital, PINS, LGH and Services hospital respectively. In most cases interviews 

lasted for about 30-45 minutes. The interviews were conducted over the phone 

with the participant who have agreed in the questionnaires that they are willing to 

be interviewed further. The reason of arranging interviews was to provide 

clarification, to enrich, supplement and add value to the quantitative data. 

Researcher has given the codes to keep the confidentiality of the participants. 

Two participants from LGH has given code of LGH1 and LGH2, participants from 

Mayo hospital has given code MH1 and MH2, participants from Jinnah hospital 

has given code JH1 and JH2, participants from Services hospital has given code 

SH1 and SH2 and finally participants from PINS have given the code PINS1 and 

PINS2 respectively. For example, one of the question asked from nurses that if 

your hospital have any human resource development department to oversee 

training and development responsibilities, the participant replied, 

 

“I am only aware of the admin department” …... SH2  

 

The detailed list of interview questions can be find in Appendix 2 and the 

responses from the respondents to interview questions are conferred in chapter 

6 during the discussion. 
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4.11 Sampling Strategy 

Sampling is an integral part of research. It is imperative to choose the sampling 

method correctly in order to have reliable analysis. Literature has highlighted 

different types and methods of sampling. According to Cooper and Schindler 

(2003), sampling is about drawing a conclusion for the total population through 

the selection of some features from that population. Bryman and Bell (2011), 

further added that sampling should be free from bias. The whole process of 

sampling includes clearly defining the target population followed by selecting 

sampling frame, choosing sampling technique, determining size of sample, 

collecting data and assessing the response rate (Taherdoost, 2016). The study 

has adopted simple random sampling technique for surveys as well as for 

interviews to gather data and the rationale behind is that the people involved in 

sampling frame stand equal chance to be included in the sample. Another reason 

for adopting simple random sampling method is to avoid human bias and 

therefore, the participants did not have any prior knowledge about this research 

until they have been contacted by the researcher himself (Groves, 2004; Bryman, 

2012). This mixed method oriented research, is based on primarily quantitative 

case study, supplemented by qualitative interviews to validate and enrich data 

findings from questionnaires to substantiate the research. The data has been 

collected through sample size of 600 questionnaires and 10 interviews from five 

major public hospitals of Lahore, Pakistan. The rationale behind choosing these 

five public hospitals in Lahore is because of the researcher’s knowledge and 

awareness of the city due to his birth ties. Moreover, attempts were made to gain 



201 
 

 

 

access to several other public health sector hospitals, but the permission was 

denied. However, it is noteworthy to mention that these hospitals are the largest 

public sector hospitals in Lahore, Pakistan.  

 

4.12 Interview Questions & Questionnaire Development to Answer 

Research Questions 

Interview questions and questionnaires have been developed for nursing staff of 

Public hospitals in question. The study is trying to explore the contribution of HRD 

practices to quality of patient care as well as to explore the extent of social skills 

training and development opportunities available for the nursing staff. In medical 

sciences, quality patient care is further categorized into patient reported 

experience (PREMs) and patient reported outcomes (PROMs). PREM is about 

what do patient think about the process of care e.g., (Dignity, Communication, 

Information, trust etc.) whereas PROM is more about the Safety e.g., (Did it cause 

any harm, complications, mortality etc.) and Effectiveness of Care e.g., (did it 

reduce symptoms, improve function, improve quality of life etc.). Therefore, it is 

significant for the nursing staff to realize and understand the status of PREMS 

and PROMS and their direct relationship with quality care. Research questions, 

interview questions and questionnaire which will be used in this study are outlined 

in Appendix 1 and 2.   
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4.13 Validity & Reliability of Research 

It is imperative and required for any research process to generate reliable and 

valid findings. Bryman (2012) highlighted that in order to maintain the reliability 

of research process, it is imperative that the measures are consistent and stable, 

if not, can compromise the integrity of research validity.  

 

4.13.1 Research Validity 

The underlying principles which ensure the validity of research are 

trustworthiness, utility and dependability. According to Merriam (1998:202),  

 

“Reality is holistic, multidimensional and ever changing”.  

 

Therefore, it is significant for researcher and participants to ensure this validity 

throughout the research process of data collection, analysis and interpretation. 

Validity in simpler word, is the efficiency of an instrument to measure what it 

supposes to measure and evaluate. In this respect, to evaluate acceptability and 

quality of research it is imperative that it has passes the crucial criteria of validity 

(Burns, 1999:160). Therefore, it is essential that the quality of research 

instruments remains intact throughout the whole process because the 

conclusions of researchers are based on the information collected through these 

instruments (Fraenkel & Wallen, 2003:158). The instrument and data can be 

validated by following below mentioned procedures because the study aims to 

consider number of issues to ensure its validity. 
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4.13.1.1 Content Validity 

This type of validity relates to effective and adequate measurement of different 

elements, skills and behaviours. Research instrument has been reviewed by 

supervisor as well as the ethics committee and will be sent for further verification 

to different relevant reviewers for its content validity. The plan is to send this in 

two groups where to validate that the questions are in align with the scope of 

study and to identify the level of reflection of questions to the research problem 

in hand. The other group will identify its statistical strengths and relationship 

among variables. 

  

4.13.1.2 Internal Validity  

Internal validity tends to identify the level of analogy of reality with research 

outcomes. Moreover, it also evaluates the degree of observation and 

measurement criteria fulfilled by the researcher, the way it supposed to be. 

Merriam (1998), have suggested six methods to boost the internal validity of the 

instrument and the data. They are,  

 

4.13.1.2.1 Triangulation 

Triangulation is a process of gathering data by using multiple sources to 

strengthen its validity of evaluation. Use of single source to collect data can be 

week, biased and questionable. Moreover, by using triangulation method or 

mixed method, the validity of data can be confirmed from multiple sources and 

therefore, researcher has adopted this method to corroborate research findings 
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4.13.1.2.2 Member Checks 

The interpretation of the data might be handed over to the participants for the 

sole purpose, so the participants can confirm its content’s validity. This can 

ensure the truthfulness and credibility of the information collected. 

 

a. Long term observation at research site 

Validity of data can also be enhanced through continuous and repeated 

observations. 

 

b. Peer Examination 

Research instruments, outcomes and data can be reviewed by peers who 

are not the participants, but they do possess in depth knowledge in the 

field of study as well as the research topic. This peer review has great 

potential to intensify the validity of an instrument, data or findings 

tremendously.   

 

c. Participatory Modes of Research 

This is about engaging the participants as much as possible at every level 

of inquiry. It is also about as many as possible people around to discuss 

ideas like with other students, seniors, ex-students, programme staff and 

project instructor which can strengthen the process and research findings 

through their constructive feedback which can be very useful in enhancing 

the validity of research findings.   
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d. Researcher’s Bias  

It is obvious that every researcher has certain, beliefs and values, 

therefore, it is imperative for them to stay impartial as much as possible 

and do not let these values effect their judgement and interpretations to 

achieve high level of accuracy and validity.  

 

4.13.1.2.3 Utility Criterion 

Another criterion to ensure research validity is through evaluating the level of 

acceptance of findings by stakeholders. Lynch (1996:63) asserts that, 

 

“Utility refers to the degree of usefulness the evaluation findings have for 

administrators, managers and other stakeholders.”  

 

This method is intensively focused to identify if the research works and if it has 

managed to generate ample information for decision makers through evaluation 

with regards to the relevance and effectiveness of the programme. If so, then the 

criterion of utility has been met and the level of validity has been achieved.  

 

4.13.1.2.4 External Validity 

External validity can be confirmed if the findings can be applicable to any other 

settings or subject. Burns (1999:160) emphasized on the significance of 

generalization of research with other subjects and contexts. Nunan (1999:17), 

however, highlighted the significance of research design and emphasized that it 
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should be in such a form, so this can be generalized to other subjects and to a 

wider population. 

 

4.13.2 Reliability 
The other main requirement of the research process is to ensure that the 

instrument, data and findings are reliable. According to Nunan (1999), stated that 

the results obtained from the research should be consistent, reliable and 

replicable which ensures its reliability. It is comparatively easy to similar obtain 

similar results in quantitative research because the data is in numerical however, 

this can be quite challenging to achieve this in qualitative research due to the 

narrative and subjective nature of research, therefore, Lincoln and Guba 

(1985:288) suggested to focus on dependability and consistency of data in 

research rather than trying to obtain the similar results.   

 

4.13.2.1 Dependability 

Lincoln and Guba (1985) and Merriam (1998) suggested three techniques to 

ensure the dependability of research. They are the investigators position, 

triangulation and audit trial. 

 

a- Triangulation 

Different procedures should be used by researchers like observations, 

questionnaires and interviews to gather data and through different sources. 

Many researchers agreed that to ensure reliability researcher must use 
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different sources of information, so the correlation between the variables can 

be successfully established (Obeng-Odoom, 2015; Benin, 2017; Antwi and 

Analoui, 2008). 

  

a- The investigators Position 

Investigator’s position is very important throughout the research process. To 

ensure its reliability, investigator needs to be transparent and should explain 

explicitly each and every step of the research process, design and rationale 

of study (Lincoln and Guba, 1985 and Merriam, 1998). 

 

b- Audit Trial   

Another way of measuring the reliability of research process is through 

detailed explanation by the researcher regarding, instrument used, data 

collection, themes derived, and findings obtained. This information can 

contribute towards its reliability by assisting in replicating research (Lincoln 

and Guba, 1985 and Merriam 1998). 

 

4.13.2.2 Consistency 

It is paramount for the reliability of research that the instrument deployed is 

consistent and can measure programme over time. All observations can have 

errors; therefore, it is important that the margin for error is minimum. Reliability 

can be measured in different ways and may include measure of stability, 

equivalence and inter judge reliability. The level of consistency can be measured 
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through reliability coefficient scaling from 0.00 (very unreliable) to 1.00 (perfectly 

reliable). According to Gray (2009), 0.9 score is generally acceptable and 

considerably reliable.   

 

4.13.2.3 External Reliability 

External reliability can be justified if the research is replicable. Burns (1999:20-

21) stated that the independent research should be able to replicate the result of 

original study. According to LeCompte and Goetz, (1982) and Nunan, (1999), the 

external reliability can be increased if researcher follows these five steps during 

their investigation and they are,  

 

a- The status of the researcher 

The status of researchers about the participants and their own social 

position should be clear. 

 

b- The Choice of Informants  

Under this aspect, researcher should describe as much as possible to the 

participants so if the research needs to be ever replicated, then this could 

be done fairly easily.  

 

c- The Social Situation and Conditions 

It depends where the study is carried on, if it is in academic situation then 

it tends to be more constant and uniform for most learner comparatively. 
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d- The Analytic Construct and Premises 

The fundamental assumptions regarding constructs, concepts, theories, 

ideas, paradigms, definitions, elements of investigation and premises 

should be clearly outlined, elaborated and explained in order to facilitate 

replication as well as to enhance reliability. 

 

e- Methods of Data Collection and Analysis 

There is a need of explicit explanation regarding different procedures used 

to collect data. Mainly questionnaires, interviews and observations are 

included in mixed method research and therefore, researcher is utilising 

questionnaire and interviews for the purpose to gathering data.  

 

4.13.2.4 Internal Reliability 

Internal reliability ensures consistency in the process of gathering, analyzing and 

interpreting information collected through investigation. The level of internal 

reliability can be assessed by considering the fact of an independent researcher 

being able to reanalyse the original research and draw similar results. To 

maintain the level of internal liability intact, by LeCompte and Goetz (1982) and 

Nunan (1999) highlighted the significance of four strategies. They are, 

 

a- Inference descriptors 

There are two types of descriptors, low and high. According to Richards 

and Schmidt (2002:239) low inference descriptors are,   
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“Easily observable and can be readily quantified i.e. counted or 

measured”. 

 

One of the examples can be asking factual questions whereas high 

inference descriptors are categories, 

 

“Of behaviour which cannot be observed directly but which has to be 

inferred” (ibid). 

 

This can be emotions, level of motivation and interest. Descriptions and 

explanations can be elaborated through this which in turns enhances the 

internal reliability.  

 

b- Multiple researchers/participant researchers  

According to Nunan (1999:60), it is only possible if there are more than 

one person working on the project funded by some research organisations 

or otherwise it can be quite expensive, however, an experienced 

participant can be involved for the confirmation and verification of data 

collection, analysis and interpretation. 

  

c- Peer examination  

According to Lecompte and Goetz (1982), peer examination is a process 

in which researcher can utilise findings and conclusions from other 
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research work which is relevant to researchers own topic of investigation 

for the sake of enhancing internal reliability. 

 

d- Mechanically recorded data  

It is best to keep the data recorded and preserved in case of interviews, 

so it can be easily replicate and reanalysed by any researcher which can 

eventually enhance its internal reliability with regards to data and findings.  

4.14 Research Population 

Research population includes nursing staff of five major public hospitals of 

Lahore, Pakistan.  

4.15 Research Organisations 

The research will be focused on 5 major public hospitals of Lahore, Pakistan. 

They are, 

 

 Lahore General Hospital (LGH) 

 Mayo Hospital (MH) 

 Services Hospital (SH) 

 Jinnah Hospital (JH) 

 Pakistan Institute of Neurosciences (PINS) 
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4.16 Research Ethics  

Berg (2001) stated, that the research should consider, maintain and respect the 

privacy, rights and welfare of the communities and people involve in the study. 

Gray (2009) highlighted, that research ethics means that the research should be 

conducted with responsibility which can be defended morally and it is not just 

about adopting a right methodology for it and this even goes further than that 

because of the involvement of research assumptions in the process (Payne, 

2000). The process will be executed by considering ethical guidelines presented 

by Stake (1995) which explains that the participant shall provide information 

under their own free will, without any pressure and if they are feeling a bit 

uncomfortable with any question, they have a right to opt out. Ethical issues can 

be found in any stage of research and Punch (2001) identifies them as follow: 

 

 Merit of the research  

 Informed consent    

 Research boundaries     

 Costs/reciprocity   

 Benefits                 

 Harm/risk               

 Confidentiality/anonymity  

 Privacy  

 Honest/trust                

 Intervention/advocacy    
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 Integrity/quality of research   

 Ownership of data and  

 Use of the research 

 

According to Bryman (2008:118) in social research, ethical principles are really 

important and mainly constitute of four areas which are to ensure that there is no 

harm to the participants, there is a formal consent obtained beforehand, no 

deception and finally, no invasion of privacy of the participants. Therefore, ethical 

issues will always be in account during this research.  

 

4.16.1 Informed Consent  

Before commencing the field work, an ethical approval will be taken from the 

Ethical Review Board of the University of Bradford. Ethics committees are 

created to safeguard the interests of research participants and the organisations 

(Mathews and Ross, 2010). Therefore, consent forms will be rolled out along with 

brief description of research and its purpose to hospital administration, 

HRD/MS/Health Ministry to seek their consent to be able to cope with any legal 

repercussions involved and all ethical issues will be considered, and the approval 

will be obtained before starting the fieldwork. Bryman (2008:121) stated that 

participants should be provided with as much information as required so they can 

make an informed decision with regards to taking part in the research. 

Researcher should be proactive and precise in providing accurate information 

with regards to research even though it is quite challenging to inform each and 
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everything to the participants but as much information as possible can help their 

decision making process towards their involvement in the project.  

 

4.16.2 Invasion of Privacy  

According to Bryman (2008), it is significant to keep the anonymity of participants 

and the confidentiality of records. Therefore, it will be ensured that the identities 

and records of individuals will be kept confidential even during or after the 

publishing of data in a final report. Since this research also has a qualitative side 

to it, sometimes, it can be difficult to make anonymous records or to keep 

participant’s confidentiality, therefore, to deal with such situation pseudonyms is 

a commonly used practice which consists of numbers, codes and even alternative 

names. During this research anonymity and confidentiality of the participants will 

be given paramount importance and the personal information with regards to 

participants will be kept confidential.  

 

4.16.3 Deception  

Any attempt by researcher to represent something which is not real is deception 

(2008:124). Therefore, it is very important that researcher delivers a piece of work 

which is based on facts, reality and honesty in order to reflect the true 

representation of research. Description with regards to the nature, purpose and 

procedure of research will be discussed openly in advance with the participants 

in order to eliminate the risk of deception and to observe the University of 

Bradford’s ethical code of conduct.   
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4.16.4 Avoid Harm to Participants  

This is researcher’s responsibility to ensure no harm to any participant of this 

research. This can be achieved by keeping their personal information confidential 

and avoid asking question which can be direct or mentally stressful. No 

participant should be suffered from this research in any way or shape, therefore, 

informed consent will be obtained to avoid any harm and distress of participants 

in future. Aims, objectives, purpose, participant’s contribution, anonymity, 

confidentiality, free will and the intentions of possible outcome through this 

research will be outlined on the consent form. Participants on their free will can 

withdraw at any time from taking part in the research.   

 

Therefore, it is significant to follow these principles stringently in order to keep up 

with research ethics.  

4.17 Conclusion 

The chapter started with explaining ontological, epistemological and axiological 

research assumptions and then talking through research philosophies where 

researcher decided to adopt pragmatic philosophy by combining qualitative and 

quantitative research techniques i.e., by using triangulation/mixed method 

research. It was suggested that the triangulation approach to inquiry is more 

appropriate for the research questions. The chapter further discussed methods 

of data collection and reliability and validity of research. In general, the chapter 

discussed the methodological standings adopted in the thesis. The research uses 
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multiple public hospitals to explore the contribution of HRD practices to quality of 

patient care and to study the extent of social skills training and development 

opportunities available for nursing staff. The adoption of semi-structured 

interviews will be conducted with HRD/MS of hospitals, the officers from Ministry 

of health who are responsible for the formulation of policies and the nursing staff 

whereas the questionnaires will only be sent out to the nursing staff for primary 

data collection. To conclude, this chapter has outlined the methodological 

approach which will be adopted for collecting and analyzing data. It will further 

elaborate the researcher’s experiences and challenges encountered after 

completion of field work. 
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Chapter 5 – Analysis of Data: Questionnaires 

5.1 Introduction  

In the previous chapter the methodology adopted for this research has been 

deliberated upon. Hence, in this chapter the researcher will analyse the data 

concerning about the training and development processes of nursing staff during 

their job.  Secondly, the chapter will further elaborate on the responses received 

from nurses through questionnaires and semi- structured Interviews.  

The data has been collected from five public hospitals of Lahore, Pakistan, 

therefore, in this chapter the data collected from respondents through 

questionnaires and interviews will be analysed. A total of 750 questionnaires 

were distributed, 150 each to Mayo Hospital, Jinnah Hospital, Pakistan Institute 

of Neuro Sciences (PINS), Lahore General Hospital (LGH) and Services Hospital. 

Out of those distributed 750 questionnaires, researcher received 600 

questionnaires in total, 148 questionnaires received back from Mayo Hospital 

which is over 98%, 114 questionnaires received back from Jinnah Hospital which 

comprise 77%, 95 questionnaires received back from Pakistan Institute of 

Neurosciences (PINS) which forms 63%, 95 questionnaires received back from 

Lahore General Hospital (LGH) which accounts 63% and 148 questionnaires 

received back from the Services Hospital which constitute 98% of the total 

questionnaires distributed to these hospitals. 
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The Likert five-point scale - 1 `strongly disagree' to 5 `strongly agree' - was used 

to measure the extent to which respondents agreed or disagreed to the 

statements in the questionnaire. With a view to establish similarities, differences, 

trends and relations from the surveys, it is significant to use frequencies, 

percentages and mean from descriptive statistics to deliver passable statistical 

backing for the findings. This analysis will help in answering the research 

questions and achieving the research objectives. First, this chapter will look at 

the frequencies, percentages and mean of the data collected from the field for 

each of the five hospitals. The chapter begins with by looking at the demographic 

profiles of respondents followed by identifying the process of training needs, 

social skills development training programmes and overall training experience 

and its relevance with quality patient care. 

5.2 Demographics 

This section presents and discusses responses to the questionnaires from the 

respondents of the selected five hospitals. In order to explore the background of 

nurses who might be involved in any training and development programmes were 

asked of their age, gender, designation, service at this hospital and total working 

experience.  
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5.2.1 Age  

Ages of respondents are divided into five sections, first section includes age 

under 20 years, the second section contains a group of nurses ranging from 21-

30 years of age, in third section there are nurses aging 31-40 years, fourth section 

includes ages bracket from 41-50 years and the last section contains group of 

nurses age 51 and over.   

Across all five hospitals 600 questionnaires were distributed where 197 nurses 

responded which were under 20 years of age, 229 nurses were with the age 

range of 21-30 years, 111 nurses responded from the age range of 31-40 years, 

31 nurses filled in the questionnaire from the age range of 41-50 years and 32 

nurses responded who were over 50 years of age.  

Out of 95 questionnaires from Lahore General Hospital (LGH), 35 responses 

received from the nurses under the age of 20 years, 36 received back from the 

age range of 21-30 years, 23 responses received back from 31-40 years, 1 

response received from the respondents of age ranging between 41-50 years 

and finally 0 response received from the nurses over 50 years of age. 

Similarly, out of 95 questionnaires from Pakistan Institute of Neuro Sciences 

(PINS), 31 responses received from the nurses under the age of 20 years, 43 

received back from the age range of 21-30 years, 16 responses received back 

from 31-40 years, 3 responses received from the respondents of age ranging 
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between 41-50 years and finally 2 responses received from the nurses over 50 

years of age.  

Likewise, out of 114 questionnaires from Jinnah Hospital, 48 responses received 

from the nurses under the age of 20 years, 40 received back from the age range 

of 21-30 years, 14 responses received back from 31-40 years, 8 responses 

received from the respondents of age ranging between 41-50 years and finally 4 

responses received from the nurses over 50 years of age.  

Furthermore, out of 148 questionnaires from Mayo Hospital, 37 responses 

received from the nurses under the age of 20 years, 70 received back from the 

age range of 21-30 years, 30 responses received back from 31-40 years, 8 

responses received from the respondents of age ranging between 41-50 years 

and finally 3 responses received from the nurses over 50 years of age. 

Finally, out of 148 questionnaires from Services Hospital, 46 responses received 

from the nurses under the age of 20 years, 40 received back from the age range 

of 21-30 years, 28 responses received back from 31-40 years of age group, 11 

responses received from the respondents of age ranging between 41-50 years 

and finally, 23 responses received from the nurses over 50 years of age. This 

can be clearly noticed here that younger nurses up to 30 years old responded 

more compared to the older nurses. This can also be seen in the figure 5.1, 5.2 

and Table 5.1 below. 
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Figure5. 1- Frequency Chart for Age of Respondents (Without Labels) 

Source: Data Analysis 

Figure5. 2-Frequency Chart for Age of Respondents (With Labels) 

Source: Data Analysis 
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Table5. 1- Cross Tabulation Age of Respondents  

 

 

 

 

Total 

Lahore 

General 

Hospital 

(LGH) 

Pakistan 

Institute of 

Neuroscie

nces 

(PINS) 

 

 

Jinnah 

Hospital 

 

 

 

Mayo 

Hospital 

Services 

Hospital 

Age of 

Respondents 

Up to 20 years 

old 

Count 35 31 48 37 46 197 

% within Age of 

Respondents 

17.8% 15.7% 24.4% 18.8% 23.4% 100.0

% 

% within Name of 

Hospital 

36.8% 32.6% 42.1% 25.0% 31.1% 32.8% 

% of Total 5.8% 5.2% 8.0% 6.2% 7.7% 32.8% 

21-30 years 

old 

Count 36 43 40 70 40 229 

% within Age of 

Respondents 

15.7% 18.8% 17.5% 30.6% 17.5% 100.0

% 

% within Name of 

Hospital 

37.9% 45.3% 35.1% 47.3% 27.0% 38.2% 

% of Total 6.0% 7.2% 6.7% 11.7% 6.7% 38.2% 

31-40 years 

old 

Count 23 16 14 30 28 111 

% within Age of 

Respondents 

20.7% 14.4% 12.6% 27.0% 25.2% 100.0

% 

% within Name of 

Hospital 

24.2% 16.8% 12.3% 20.3% 18.9% 18.5% 

% of Total 3.8% 2.7% 2.3% 5.0% 4.7% 18.5% 

41-50 years 

old 

Count 1 3 8 8 11 31 

% within Age of 

Respondents 

3.2% 9.7% 25.8% 25.8% 35.5% 100.0

% 

% within Name of 

Hospital 

1.1% 3.2% 7.0% 5.4% 7.4% 5.2% 

% of Total 0.2% 0.5% 1.3% 1.3% 1.8% 5.2% 

Count 0 2 4 3 23 32 
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50 years and 

above 

% within Age of 

Respondents 

0.0% 6.3% 12.5% 9.4% 71.9% 100.0

% 

% within Name of 

Hospital 

0.0% 2.1% 3.5% 2.0% 15.5% 5.3% 

% of Total 0.0% 0.3% 0.7% 0.5% 3.8% 5.3% 

Total Count 95 95 114 148 148 600 

% within Age of 

Respondents 

15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

% within Name of 

Hospital 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

% of Total 15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

Source: Data Analysis 

 

Figure 5.1, 5.2 and Table 5.1 clearly highlights more responses from the younger 

age group of nurses from all five hospitals. 

The data now will be further analysed through percentages and mean calculated 

in the Table 5.1 above. The responses received from nurses under the age of 20 

years from Mayo Hospital is 25% which is also 18.8% of the total responses 

received from all hospitals for that age group and 6.2% of the total responses 

received from all hospitals for all ages.   

Similarly, 42.1% responses received from Jinnah Hospital which is also 24.4% of 

the total responses received from all hospitals for that age group and 8% of the 

total responses received from all hospitals for all ages. 
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Moreover, 32.60% responses received from PINS which is also 15.7% of the total 

responses received from all hospitals for that age group and 5.2% of the total 

responses received from all hospitals for all ages. 

Furthermore, 36.80% responses received from LGH which is also 17.8% of the 

total responses received from all hospitals for that age group and 5.8% of the 

total responses received from all hospitals for all ages. 

Finally, 31.1% responses received from Services Hospital which is also 23.4% of 

the total responses received from all hospitals for that age group and 7.7% of the 

total responses received from all hospitals for all ages. 

Therefore, it can be noticed here that the most responses received for this age 

group is from Jinnah hospital and main reason for that is the vast contribution 

from student nurses in responding the questionnaire.  

Moving on to the age range of 21-30 years where response from Mayo Hospital 

is 47.3% which is also 30.6% of the total responses received from all hospitals 

for that age group and 11.7% of the total responses received from all hospitals 

for all ages. 

Similarly, 35.1% responses received from Jinnah Hospital which is also 17.5% of 

the total responses received from all hospitals for that age group and 6.7% of the 

total responses received from all hospitals for all ages. 
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Moreover, 45.3% responses received from PINS which is also 18.8% of the total 

responses received from all hospitals for that age group and 7.2% of the total 

responses received from all hospitals for all ages. 

Furthermore, 37.9% responses received from LGH which is also 15.7% of the 

total responses received from all hospitals for that age group and 6.0% of the 

total responses received from all hospitals for all ages. 

Finally, 27.0% responses received from Services Hospital which is also 17.5% of 

the total responses received from all hospitals for that age group and 6.7% of the 

total responses received from all hospitals for all ages. 

It is worthwhile to notice here again that from almost all hospitals there is a great 

contribution from the nurses of this age range which clearly indicate that younger 

nurses are keen to train and develop nursing as their career progression. 

The responses received from nurses for the age range of 31-40 years from Mayo 

Hospital is 20.3% which is also 27.0% of the total responses received from all 

hospitals for that age group and 5.0% of the total responses received from all 

hospitals for all ages. 

Similarly, 12.3% responses received from Jinnah Hospital which is also 12.6% of 

the total responses received from all hospitals for that age group and 2.3% of the 

total responses received from all hospitals for all ages. 
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Moreover, 16.8% responses received from PINS which is also 14.4% of the total 

responses received from all hospitals for that age group and 2.7% of the total 

responses received from all hospitals for all ages. 

Furthermore, 24.2% responses received from LGH which is also 20.7% of the 

total responses received from all hospitals for that age group and 3.8% of the 

total responses received from all hospitals for all ages. 

Finally, 18.9% responses received from Services Hospital which is also 25.2% of 

the total responses received from all hospitals for that age group and 4.7% of the 

total responses received from all hospitals for all ages. 

The data has been analysed in the similar way for the remaining age groups. The 

responses received from nurses for the age range of 31-40 years from Mayo 

Hospital is 5.4% which is also 25.8% of the total responses received from all 

hospitals for that age group and 1.3% of the total responses received from all 

hospitals for all ages. 

Similarly, 7.0% responses received from Jinnah Hospital which is also 25.8% of 

the total responses received from all hospitals for that age group and 1.3% of the 

total responses received from all hospitals for all ages. 

Moreover, 3.2% responses received from PINS which is also 9.7% of the total 

responses received from all hospitals for that age group and 0.5% of the total 

responses received from all hospitals for all ages. 
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Furthermore, 1.1% responses received from LGH which is also 3.2% of the total 

responses received from all hospitals for that age group and 0.2% of the total 

responses received from all hospitals for all ages. 

Finally, 7.4% responses received from Services Hospital which is also 35.5% of 

the total responses received from all hospitals for that age group and 1.8% of the 

total responses received from all hospitals for all ages. 

It can be noticed quite obviously that there is no encouraging response as the 

age number goes up. The response from all hospitals for that age group is under 

10% with an average of 5.2% which clearly indicates that nurses for that age 

range are not really interested for their training, development and progression.  

The same pattern appears in terms of response for the age range of 50 years 

and above. Response from Mayo Hospital is 2.0% which is also 9.4% of the total 

responses received from all hospitals for that age group and 0.5% of the total 

responses received from all hospitals for all ages. 

Similarly, 3.5% responses received from Jinnah Hospital which is also 12.5% of 

the total responses received from all hospitals for that age group and 0.7% of the 

total responses received from all hospitals for all ages. 

Moreover, 2.1% responses received from PINS which is also 6.3% of the total 

responses received from all hospitals for that age group and 0.3% of the total 

responses received from all hospitals for all ages. 
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Furthermore, no response received from LGH and finally, 15.5% responses 

received from Services Hospital which is also 71.9% of the total responses 

received from all hospitals for that age group and 3.8% of the total responses 

received from all hospitals for all ages. 

This is clearly established by analyzing the percentages that apart from Services 

hospital where there is a good number of contribution from senior nurses, the 

response of senior nurses from remaining four hospitals is not promising in terms 

of their willingness to respond to questionnaire which is for training and 

development research indirectly reflect their reluctant behaviour for something 

which could potentially add value at some stage for their own professional 

development. 

This is further elaborated in the Figure 5.3 below 

Figure5. 3- Percentage Chart for Age of Respondents 

Source: Data Analysis 
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This clearly indicates that the data has been collected from nurses of all ages. 

Collective data from all hospitals indicates that most responses received from the 

age group of 21-30 years which is 38.2%, data from age group of up to 20 years 

is not too far behind with a response of 32.8%. However, 18.50% responses 

received from nurses age between 31-40 years, 5.2% responses received from 

nurses age 41-50 years and 5.3% responses received from nurses with the age 

range of 51 years and over. This can be noticed by looking at the frequencies, 

percentages and mean chart that the involvement of younger nurses towards 

responding the questionnaires is far more than the experienced nurses which 

suggests that younger nurses are eager to improve quality care practices and are 

keen to develop and therefore, responded positively to the training and 

development questionnaire compared to the experienced and older nurses who 

might be at the end of their careers and not really motivated towards any sort of 

personal development through training interventions.    

Figure5. 4- Mean Chart for Age of Respondents 

Source: Data Analysis 
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The collective response from all the hospitals has also been elaborated through 

the above Figure 5.4 and also listed in the Table 5.2 below. 

Table5. 2- Mean Age of the Respondents 

Age Up to 20 21 - 30 31 – 40 41 - 50 50 and 

above 

Percentage 

(%) 

32.8% 38.2% 18.5% 5.2% 5.3% 

Source: Data Analysis  

 

5.2.2 Gender 

Across all five hospitals 600 questionnaires were distributed where 582 

responses received from the female nurses and only18 questionnaire received 

from male nurses which clearly indicates that the profession of nursing is taken 

over by the female population or it can be rephrased that there is no real interest 

from the males in this profession. That leaves a huge gap within this profession 

and can be really filled if more males can get into this profession and see it as a 

proper career. This can be possibly achieved by raising the bar for recruitment 

for this profession with good salary package, compensation through financial 

benefits and rewards based on performance management and training and 

development interventions which could potentially attract more workforce for this 

profession from all genders.  
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Out of 148 questionnaires from Mayo Hospital, 144 responses received from 

female nurses and 4 responses received from male nurses. 

Similarly, out of 114 questionnaires from Jinnah Hospital, 111 responses 

received from female nurses and 3 responses received from male nurses.  

Moreover, out of 95 questionnaires from Pakistan Institute of Neuro Sciences 

Hospital (PINS), 93 responses received from female nurses and 2 responses 

received from male nurses.  

Furthermore, out of 95 questionnaires from Lahore General Hospital (LGH), 93 

responses received from female nurses and 2 responses received from male 

nurses and finally, out of 148 questionnaires from Services Hospital, 141 

responses received from female nurses and 7 responses received from male 

nurses. This can also be seen through frequency charts in Figure 5.5, 5.6 and 

Table 5.5 below.  

Figure5. 5-Frequency Chart for Gender of Respondents (Without Labels) 

 

Source: Data Analysis 
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Figure5. 6- Frequency Chart for Gender of Respondents (With Labels) 

 

Source: Data Analysis 

 

Table5. 3- Cross Tabulation Gender of Respondents   

 

 

  

 

 

 

 

Total 

Lahore 

General 

Hospital 

(LGH) 

Pakistan 

Institute of 

Neuroscie

nces 

(PINS) 

Jinnah 

Hospital 

Mayo 

Hospital 

Services 

Hospital 

Gender of 

Respondents 

Male Count 2 2 3 4 7 18 

% within Gender of 

Respondents 

11.1% 11.1% 16.7% 22.2% 38.9% 100.0

% 

% within Name of 

Hospital 

2.1% 2.1% 2.6% 2.7% 4.7% 3.0% 

% of Total 0.3% 0.3% 0.5% 0.7% 1.2% 3.0% 

Female Count 93 93 111 144 141 582 
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% within Gender of 

Respondents 

16.0% 16.0% 19.1% 24.7% 24.2% 100.0

% 

% within Name of 

Hospital 

97.9% 97.9% 97.4% 97.3% 95.3% 97.0% 

% of Total 15.5% 15.5% 18.5% 24.0% 23.5% 97.0% 

Total Count 95 95 114 148 148 600 

% within Gender of 

Respondents 

15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

% within Name of 

Hospital 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

% of Total 15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

Source: Data Analysis 

There are responses from both male and female nurses from all hospitals, 

however, the percentage of male respondents are far less compared to the 

female respondents. 97.3% females responded from Mayo hospital which is also 

24.7% of the total responses received from the female nurses from all hospitals 

and 24.0% of the total responses received from both genders from all hospitals 

compared to 2.7% males who responded from this hospital which is also 22.2% 

of the total responses received from the male nurses from all hospitals and 0.7% 

of the total responses received from both genders from all hospitals. 

Similarly, 97.4% females responded from Jinnah hospital which is also 19.1% of 

the total responses received from the female nurses from all hospitals and 18.5% 

of the total responses received from both genders from all hospitals compared to 

2.6% males who responded from this hospital which is also 16.7% of the total 
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responses received from the male nurses from all hospitals and 0.5% of the total 

responses received from both genders from all hospitals. 

Moreover, 97.9% females responded from PINS which is also 16.0% of the total 

responses received from the female nurses from all hospitals and 15.5% of the 

total responses received from both genders from all hospitals compared to 2.1% 

males who responded from this hospital which is also 11.1% of the total 

responses received from the male nurses from all hospitals and 0.3% of the total 

responses received from both genders from all hospitals. 

Furthermore, 97.9% females responded from LGH which is also 16.0% of the 

total responses received from the female nurses from all hospitals and 15.5% of 

the total responses received from both genders from all hospitals compared to 

2.1% males who responded from this hospital which is also 11.1% of the total 

responses received from the male nurses from all hospitals and 0.3% of the total 

responses received from both genders from all hospitals. 

Finally, 95.3% females responded from Services Hospital which is also 24.2% of 

the total responses received from the female nurses from all hospitals and 23.5% 

of the total responses received from both genders from all hospitals compared to 

4.7% males who responded from this hospital which is also 38.9% of the total 

responses received from the male nurses from all hospitals and 1.2% of the total 

responses received from both genders from all hospitals which is also 

demonstrated in the Figure 5.7 below.  
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Figure5. 7-Percentage Chart for Gender of Respondents 

Source: Data Analysis 

Total female response from all hospitals is 97.0% in comparison with 3.0% 

responses from males. This clearly indicates that nursing sector in Pakistan is 

heavily dominated by the females and there is a lot of gap for the male workers 

to join this profession. It might be worth looking into at some stage that why male 

workforce is reluctant to join this profession. The collective response from all the 

hospitals has also been elaborated through the Figure 5.8 and Table 5.4 below. 
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Figure5. 8- Mean Chart for Gender of Respondents 

 

Source: Data Analysis 

Table5. 4- Mean Gender of Respondents  

Gender  Male Female 

Percentage (%) 3.0 97.0 

Source: Data Analysis 

 

5.2.3 Designation 

Questionnaires received from nurses with four different types of designations. 

This include student nurses, staff nurses, charge nurses and head nurses. Across 

all five hospitals 600 questionnaires were distributed in total where 458 

responses received from charge nurses, 71 received from staff nurses, 34 

received from student nurses and 37 responses received from head nurses. 
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Total of 148 questionnaires received back from Mayo Hospital and out of those 

123 responses received from charge nurses, 12 responses received from staff 

nurses, 12 responses received from head nurses and 1 response received from 

student nurse. Similarly, out of 114 questionnaires from Jinnah Hospital, 67 

responses received from charge nurses, 10 responses received from staff 

nurses, 5 responses received from head nurses and 32 responses received from 

student nurses. Moreover, out of 95 questionnaires from Pakistan Institute of 

Neuro Sciences, 88 responses received from charge nurses, 5 responses 

received from staff nurses, 2 responses received from head nurses and 0 

response received from student nurses. Furthermore, out of 95 questionnaires 

from Lahore General Hospital, 79 responses received from charge nurses, 16 

responses received from staff nurses and 0 response received from head nurses 

and student nurses respectively and finally, out of 148 questionnaires from 

Services Hospital, 101 responses received from charge nurses, 28 responses 

received from staff nurses, 18 responses received from head nurses and 1 

response received from student nurses. This is further explained through Figure 

5.9, 5.10 and Table 5.5 below. 
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Figure5. 9- Frequency chart with Designation of Respondents (Without 

Labels) 

Source: Data Analysis 

Figure5. 10- Frequency chart with Designation of Respondents (With 

Labels) 

Source: Data Analysis 
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Table5. 5- Cross Tabulation Designation of Respondents  

 

 

 

 

 

Total 

Lahore 

General 

Hospital 

(LGH) 

Pakistan 

Institute of 

Neuroscien

ces (PINS) 

Jinnah 

Hospital 

Mayo 

Hospital 

Services 

Hospital 

Designati

on 

Charge 

Nurse 

Count 79 88 67 123 101 458 

% within Designation 17.2% 19.2% 14.6% 26.9% 22.1% 100.0% 

% within Name of 

Hospital 

83.2% 92.6% 58.8% 83.1% 68.2% 76.3% 

% of Total 13.2% 14.7% 11.2% 20.5% 16.8% 76.3% 

Staff Nurse Count 16 5 10 12 28 71 

% within Designation 22.5% 7.0% 14.1% 16.9% 39.4% 100.0% 

% within Name of 

Hospital 

16.8% 5.3% 8.8% 8.1% 18.9% 11.8% 

% of Total 2.7% 0.8% 1.7% 2.0% 4.7% 11.8% 

Student 

Nurse 

Count 0 0 32 1 1 34 

% within Designation 0.0% 0.0% 94.1% 2.9% 2.9% 100.0% 

% within Name of 

Hospital 

0.0% 0.0% 28.1% 0.7% 0.7% 5.7% 

% of Total 0.0% 0.0% 5.3% 0.2% 0.2% 5.7% 

Head Nurse Count 0 2 5 12 18 37 

% within Designation 0.0% 5.4% 13.5% 32.4% 48.6% 100.0% 

% within Name of 

Hospital 

0.0% 2.1% 4.4% 8.1% 12.2% 6.2% 

% of Total 0.0% 0.3% 0.8% 2.0% 3.0% 6.2% 

Total Count 95 95 114 148 148 600 

% within Designation 15.8% 15.8% 19.0% 24.7% 24.7% 100.0% 

% within Name of 

Hospital 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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% of Total 15.8% 15.8% 19.0% 24.7% 24.7% 100.0% 

Source: Data Analysis 

According to the Table 5.5 above, from Mayo hospital 83.1% response received 

from charge nurses which also makes it 26.9% of the total responses received 

from all charge nurses from all hospitals and 20.5% of the total responses 

received from all designations from all hospitals followed by 8.1% response from 

staff nurses which also makes it 16.9% of the total responses received from all 

staff nurses from all hospitals and 2.0% of the total responses received from all 

designations from all hospitals. Similarly, 8.1% response received from head 

nurses which also makes it 32.4% of the total responses received from all head 

nurses from all hospitals and 2.0% of the total responses received from all 

designations from all hospitals followed by 0.7% from student nurses which also 

makes it 2.9% of the total responses received from all student nurses from all 

hospitals and 0.2% of the total responses received from all designations from all 

hospitals. 

Moreover, from Jinnah hospital 58.8% response received from charge nurses 

which also makes it 14.6% of the total responses received from all charge nurses 

from all hospitals and 11.2% of the total responses received from all designations 

from all hospitals followed by 8.8% response from staff nurses which also makes 

it 14.1% of the total responses received from all staff nurses from all hospitals 

and 1.7% of the total responses received from all designations from all hospitals. 

Similarly, 28.1% response received from head nurses which also makes it 94.1% 
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of the total responses received from all head nurses from all hospitals and 5.3% 

of the total responses received from all designations from all hospitals followed 

by 4.4% from student nurses which also makes it 13.5% of the total responses 

received from all student nurses from all hospitals and 0.8% of the total responses 

received from all designations from all hospitals 

Furthermore, from PINS 92.6% response received from charge nurses which also 

makes it 19.2% of the total responses received from all charge nurses from all 

hospitals and 14.7% of the total responses received from all designations from 

all hospitals followed by 5.3% response from staff nurses which also makes it 

7.0% of the total responses received from all staff nurses from all hospitals and 

0.8% of the total responses received from all designations from all hospitals. 

Similarly, 2.1% response received from head nurses which also makes it 5.4% of 

the total responses received from all head nurses from all hospitals and 0.3% of 

the total responses received from all designations from all hospitals and no 

response received from student nurses.  

In addition to that, from LGH 83.2% response received from charge nurses which 

also makes it 17.2% of the total responses received from all charge nurses from 

all hospitals and 13.2% of the total responses received from all designations from 

all hospitals followed by 16.8% response from staff nurses which also makes it 

22.5% of the total responses received from all staff nurses from all hospitals and 

2.7% of the total responses received from all designations from all hospitals. 

There was no response from student and head nurses from LGH. 
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Finally, from Services hospital 68.2% response received from charge nurses 

which also makes it 22.1% of the total responses received from all charge nurses 

from all hospitals and 16.8% of the total responses received from all designations 

from all hospitals followed by 18.9% response from staff nurses which also makes 

it 39.4% of the total responses received from all staff nurses from all hospitals 

and 4.7% of the total responses received from all designations from all hospitals. 

Similarly, 12.2% response received from head nurses which also makes it 48.6% 

of the total responses received from all head nurses from all hospitals and 3.0% 

of the total responses received from all designations from all hospitals followed 

by 0.7% from student nurses which also makes it 2.9% of the total responses 

received from all student nurses from all hospitals and 0.2% of the total responses 

received from all designations from all hospitals 

As it can be noticed from above that there is a huge contribution from charge 

nurses in terms of responding to the questionnaire. Head nurses are generally 

less in number in the hospitals which also reflects with their responses shown in 

table 5.5. Since the research is with regards to the training and development of 

nurses which are working full time, therefore, student nurses were not really the 

target but still included as a small sample to analyse briefly what is happening 

during the education and on job part time learning of nurses and if there is any 

element of training and development intervention at the early stage of their 

careers.   
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Figure5. 11- Percentage chart with Designation of Respondents 

 

Source: Data Analysis 

It can also be clearly seen from the above Figure 5.11 that more response is from 

the charge nurses and the least response is from the student nurses followed by 

head nurses. As we have discussed that small sample from student nurses was 

deliberate which again leaves head nurses with the lowest response verifies that 

they are at the end of their career therefore, doesn’t seem to be responding much 

to their own training and development questionnaire. In general, the maximum 

data gathered is from charge nurses which is 76.3% in total, 11.8% from staff 

nurses, 6.2% from head nurses and 5.7% from student nurses shown in Figure 

5.12 and Table 5.6 below. 
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Figure5. 12- Mean Chart for Designation of Respondents 

Source: Data Analysis 

Table5. 6- Mean Designation of Respondents 

Designation Charge 

Nurse 

Staff 

Nurse 

Head Nurse Student 

Nurse 

Percentage (%) 76.30 11.80 6.20 5.70 

Source: Data Analysis 

 

5.2.4 Service History 

In questionnaire, service history is further divided into the service at current 

hospital and total service in this profession. Moreover, the service itself is divided 

according to the number of years. It includes service less than a year, 1-2, 3-5, 

5-10, 10-15 and 15 and above years respectively.  

76.3

11.8

6.2
5.7

Charge Nurse Staff Nurse Head Nurse Student Nurse
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5.2.4.1 Working Experience at Current Hospital  

Questionnaires received from nurses with experience ranging from less than a 

year to over 15 years. It is significant for the validity of this research to gather 

data from nurses with wide range of experience. Across all five hospitals 600 

questionnaires were distributed in total where 39 questionnaires received from 

nurses with work experience of less than one year at the hospitals where they 

are currently working, 212 responses received from nurses with the working 

experience of 1-2 years, 208 responses received from nurses with experience of 

3-5 years, 62 questionnaires received back from the nurses with working 

experience of 5-10 years, 28 nurses responded with age range of 10-15 years 

and 51 responses received from nurses with experience of over 15 years in the 

hospitals where they are currently stationed. Out of 148 questionnaires from 

Mayo Hospital, 4 responses received from nurses with less than one year working 

experience, 51 responses received from nurses with experience of 1-2 years, 50 

responses received from nurses with 3-5 years of working experience, 21 

responses gathered from nurses with 5-10 years of working experience, 14 

responses received from the nurses with the experience of 10-15 years and 8 

responses received from the nurses with the working experience of over 15 years 

at Mayo Hospital. Similarly, out of 114 questionnaires from Jinnah Hospital, 10 

responses received from nurses with less than one year work experience, 39 

responses received from nurses with experience of 1-2 years, 32 responses 

received from nurses with 3-5 years of working experience, 13 responses 

gathered from nurses with 5-10 years of working experience, 8 responses 
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received from the nurses with the experience of 10-15 years and 12 responses 

received from the nurses with the working experience at Jinnah Hospital for over 

15 years. Moreover, out of 95 questionnaires from Pakistan Institute of Neuro 

Sciences, 9 responses received from nurses with less than one year of working 

experience, 43 responses received from nurses with experience of 1-2 years, 37 

responses received from nurses with 3-5 years of working experience, 4 

responses gathered from nurses with 5-10 years of working experience, 0 

response received from the nurses with the experience of 10-15 years and only 

2 responses received from the nurses with the working experience at PINS for 

over 15 years. Furthermore, out of 95 questionnaires from Lahore General 

Hospital, 5 responses received from nurses with less than one year work 

experience, 34 responses received from nurses with experience of 1-2 years, 42 

responses received from nurses with 3-5 years of working experience, 10 

responses gathered from nurses with 5-10 years of working experience, 3 

responses received from the nurses with the experience of 10-15 years and only 

1 response received from the nurses with the working experience at LGH for over 

15 years and finally, out of 148 questionnaires from Services Hospital, 11 

responses received from nurses with less than one year work experience, 45 

responses received from nurses with experience of 1-2 years, 47 responses 

received from nurses with 3-5 years of working experience, 14 responses 

gathered from nurses with 5-10 years of working experience, 3 responses 

received from the nurses with the experience of 10-15 years and 28 responses 

received from the nurses with the working experience at Services Hospital for 
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over 15 years. This shows that a lot of experienced nurses at the Services 

Hospital responded to the questionnaires compared to all other hospitals. This 

can also be seen in the Figure 5.13, 5.14 and Table 5.7 below. 

Figure5. 13- Frequency chart with Current Working Experience of 

Respondents (Without Labels) 

Source: Data Analysis 
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Figure5.14-Frequency chart with Current Working Experience of 

Respondents (With Labels) 

Source: Data Analysis 

Table5. 7- Cross Tabulation Current Working Experience of Respondents  

 

 

 

Total 

Lahore 

General 

Hospital 

(LGH) 

Pakistan 

Institute 

of 

Neuroscie

nces 

(PINS) 

Jinnah 

Hospital 

Mayo 

Hospital 

Services 

Hospital 

Work Experience 

at Current Hospital 

Less than one 

year 

Count 5 9 10 4 11 39 

% within Work 

Experience at 

Current Hospital 

12.8% 23.1% 25.6% 10.3% 28.2% 100.0
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% within Name of 

Hospital 

5.3% 9.5% 8.8% 2.7% 7.4% 6.5% 

% of Total 0.8% 1.5% 1.7% 0.7% 1.8% 6.5% 

1-2 years Count 34 43 39 51 45 212 

% within Work 

Experience at 

Current Hospital 

16.0% 20.3% 18.4% 24.1% 21.2% 100.0

% 

% within Name of 

Hospital 

35.8% 45.3% 34.2% 34.5% 30.4% 35.3% 

% of Total 5.7% 7.2% 6.5% 8.5% 7.5% 35.3% 

3-5 years Count 42 37 32 50 47 208 

% within Work 

Experience at 

Current Hospital 

20.2% 17.8% 15.4% 24.0% 22.6% 100.0

% 

% within Name of 

Hospital 

44.2% 38.9% 28.1% 33.8% 31.8% 34.7% 

% of Total 7.0% 6.2% 5.3% 8.3% 7.8% 34.7% 

5-10 years Count 10 4 13 21 14 62 

% within Work 

Experience at 

Current Hospital 

16.1% 6.5% 21.0% 33.9% 22.6% 100.0

% 

% within Name of 

Hospital 

10.5% 4.2% 11.4% 14.2% 9.5% 10.3% 

% of Total 1.7% 0.7% 2.2% 3.5% 2.3% 10.3% 

10-15 years Count 3 0 8 14 3 28 

% within Work 

Experience at 

Current Hospital 

10.7% 0.0% 28.6% 50.0% 10.7% 100.0

% 

% within Name of 

Hospital 

3.2% 0.0% 7.0% 9.5% 2.0% 4.7% 

% of Total 0.5% 0.0% 1.3% 2.3% 0.5% 4.7% 

Count 1 2 12 8 28 51 
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15 years and 

above 

% within Work 

Experience at 

Current Hospital 

2.0% 3.9% 23.5% 15.7% 54.9% 100.0

% 

% within Name of 

Hospital 

1.1% 2.1% 10.5% 5.4% 18.9% 8.5% 

% of Total 0.2% 0.3% 2.0% 1.3% 4.7% 8.5% 

Total Count 95 95 114 148 148 600 

% within Work 

Experience at 

Current Hospital 

15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

% within Name of 

Hospital 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

% of Total 15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

Source: Data Analysis 

It is highlighted in the Table 5.7 above that In Mayo Hospital, 2.7% response 

received from the nurses working there for less than one year which also makes 

10.3% of all nurses responded from this age group across all hospitals and 0.7% 

of the total number of responses received from nurses of all age groups from all 

hospitals followed by 34.5% response received from the nurses working at the 

hospital for 1-2 years which also makes 24.1% of all nurses responded from this 

age group across all hospitals and 8.5% of the total number of responses 

received from nurses of all age groups from all hospitals. Similarly, 33.8% 

response received from the nurses working at the hospital for 3-5 years which 

also makes 24.0% of all nurses responded from this age group across all 

hospitals and 8.3% of the total number of responses received from nurses of all 
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age groups from all hospitals followed by 14.2% response received from the 

nurses with working experience of 5-10 years which also makes 33.9% of all 

nurses responded from this age group across all hospitals and 3.5% of the total 

number of responses received from nurses of all age groups from all hospitals. 

Finally, 9.5% response received from the nurses with working experience of 10-

15 years at the current setting which also makes 22.6% of all nurses responded 

from this age group across all hospitals and 2.3% of the total number of 

responses received from nurses of all age groups from all hospitals followed by 

5.4% response received from the nurses with the working experience at Mayo 

Hospital for 15 years and above which also makes 15.7% of all nurses responded 

from this age group across all hospitals and 1.3% of the total number of 

responses received from nurses of all age groups from all hospitals. This clearly 

shows that the response received from the nurses working for less than 5 years 

is 71.0% compared to 29.0% received from the nurses working at the hospital for 

more than 5 years. 

 

In Jinnah Hospital, 8.8% response received from the nurses working there for 

less than one year which also makes 25.6% of all nurses responded from this 

age group across all hospitals and 1.7% of the total number of responses 

received from nurses of all age groups from all hospitals followed by 34.2% 

response received from the nurses working at the hospital for 1-2 years which 

also makes 18.4% of all nurses responded from this age group across all 

hospitals and 6.5% of the total number of responses received from nurses of all 
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age groups from all hospitals. Similarly, 28.1% response received from the 

nurses working at the hospital for 3-5 years which also makes 15.4% of all nurses 

responded from this age group across all hospitals and 5.3% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 11.4% response received from the nurses with working experience of 5-10 

years which also makes 21.0% of all nurses responded from this age group 

across all hospitals and 2.2% of the total number of responses received from 

nurses of all age groups from all hospitals. Finally, 7.0% response received from 

the nurses with working experience of 10-15 years at the current setting which 

also makes 28.6% of all nurses responded from this age group across all 

hospitals and 1.3% of the total number of responses received from nurses of all 

age groups from all hospitals followed by 10.5% response received from the 

nurses with the working experience at Jinnah Hospital for 15 years and above 

which also makes 23.5% of all nurses responded from this age group across all 

hospitals and 2.0% of the total number of responses received from nurses of all 

age groups from all hospitals. This clearly shows that the response received from 

the nurses working for less than 5 years is 71.1% compared to 28.9% received 

from the nurses working at the hospital for more than 5 years. 

In Pakistan Institute of Neuro Sciences (PINS), 9.5% response received from the 

nurses working there for less than one year which also makes 23.1% of all nurses 

responded from this age group across all hospitals and 1.5% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 45.3% response received from the nurses working at the hospital for 1-2 years 
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which also makes 20.3% of all nurses responded from this age group across all 

hospitals and 7.2% of the total number of responses received from nurses of all 

age groups from all hospitals. Similarly, 38.9% response received from the 

nurses working at the hospital for 3-5 years which also makes 17.8% of all nurses 

responded from this age group across all hospitals and 6.2% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 4.2% response received from the nurses with working experience of 5-10 

years which also makes 6.5% of all nurses responded from this age group across 

all hospitals and 0.7% of the total number of responses received from nurses of 

all age groups from all hospitals. Finally, 0% response received from the nurses 

with working experience of 10-15 years at the current setting followed by 2.1% 

response received from the nurses with the working experience at PINS for 15 

years and above which also makes 3.9% of all nurses responded from this age 

group across all hospitals and 0.3% of the total number of responses received 

from nurses of all age groups from all hospitals. This clearly shows that the 

response received from the nurses working for less than 5 years is 93.7% 

compared to 6.3% received from the nurses working at the hospital for more than 

5 years. 

 

In Lahore General Hospital (LGH), 5.3% response received from the nurses 

working there for less than one year which also makes 12.8% of all nurses 

responded from this age group across all hospitals and 0.8% of the total number 

of responses received from nurses of all age groups from all hospitals followed 
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by 35.8% response received from the nurses working at the hospital for 1-2 years 

which also makes 16.0% of all nurses responded from this age group across all 

hospitals and 5.7% of the total number of responses received from nurses of all 

age groups from all hospitals. Similarly, 44.2% response received from the 

nurses working at the hospital for 3-5 years which also makes 20.2% of all nurses 

responded from this age group across all hospitals and 7.0% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 10.5% response received from the nurses with working experience of 5-10 

years which also makes 16.1% of all nurses responded from this age group 

across all hospitals and 1.7% of the total number of responses received from 

nurses of all age groups from all hospitals. Finally, 3.2% response received from 

the nurses with working experience of 10-15 years at the current setting which 

also makes 10.7% of all nurses responded from this age group across all 

hospitals and 0.5% of the total number of responses received from nurses of all 

age groups from all hospitals followed by, 1.1% response received from the 

nurses with the working experience at LGH for 15 years and above which also 

makes 2.0% of all nurses responded from this age group across all hospitals and 

0.2% of the total number of responses received from nurses of all age groups 

from all hospitals. This clearly shows that the response received from the nurses 

working for less than 5 years is 85.3% compared to 14.8% received from the 

nurses working at the hospital for more than 5 years. 

Finally, In Services Hospital, 7.4% response received from the nurses working 

there for less than one year which also makes 28.2% of all nurses responded 
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from this age group across all hospitals and 1.8% of the total number of 

responses received from nurses of all age groups from all hospitals followed by 

30.4% response received from the nurses working at the hospital for 1-2 years 

which also makes 21.2% of all nurses responded from this age group across all 

hospitals and 7.5% of the total number of responses received from nurses of all 

age groups from all hospitals. Similarly, 31.8% response received from the 

nurses working at the hospital for 3-5 years which also makes 22.6% of all nurses 

responded from this age group across all hospitals and 7.8% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 9.5% response received from the nurses with working experience of 5-10 

years which also makes 22.6% of all nurses responded from this age group 

across all hospitals and 2.3% of the total number of responses received from 

nurses of all age groups from all hospitals. Finally, 2.0% response received from 

the nurses with working experience of 10-15 years at the current setting which 

also makes 10.7% of all nurses responded from this age group across all 

hospitals and 0.5% of the total number of responses received from nurses of all 

age groups from all hospitals followed by18.9% response received from the 

nurses with the working experience at Services Hospital for 15 years and above 

which also makes 54.9% of all nurses responded from this age group across all 

hospitals and 4.7% of the total number of responses received from nurses of all 

age groups from all hospitals. This clearly shows that the response received from 

the nurses working for less than 5 years is 69.9% compared to 30.1% received 

from the nurses working at the hospital for more than 5 years. There is one 
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common trend in all hospitals that nurses with the experience of 5 years and 

below at their current work settings has outnumbered more experienced nurses 

with their responses hence validating previous claims of younger nurses and their 

seriousness with regards to their personal and professional development through 

training and development interventions compared to experienced nurses which 

can also be noticed in Figure 5.15 below. 

 

Figure5. 15-Percentage chart with Current Working Experience of 

Respondents  

Source: Data Analysis 
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The Figure 5.16 and Table 5.8 below further demonstrates that 35.3% of the 

nurses with 3-5 years of working experience in their respective hospitals have 

responded most, followed by nurses with a working experience of 1-2 years which 

is 34.7%. This undoubtedly specifies again that younger nurses (with less than 5 

years of experience) has responded well across all five selected hospitals which 

is a positive sign that they are keen with regards to the training and development 

as well as learning opportunities which can potentially enhance quality for care. 

 

Figure5. 16-Mean chart with Current Working Experience of Respondents  

Source: Data Analysis 
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Table5. 8- Mean Working Experience at Current Setting of Respondents  

Designation Less 

than 

One 

Year 

1-2 

Years 

3-5 

Years 

5-10 

Years 

10-15 

Years 

15 Years 

and 

Above 

Percentage 

(%) 

6.5 35.3 34.7 10.3 4.7 8.5 

Source: Data Analysis 

These are quiet promising signs that new generation is keen, determined and 

willing to learn, train and develop which is encouraging indication from Pakistani 

Nursing Community and for Pakistan in general.  

5.2.4.2 Total Work Experience 

Questionnaires received from nurses with overall working experience ranging 

from less than 1 year to over 15 years. Across all five hospitals 600 

questionnaires were distributed in total where 14 questionnaires received from 

nurses with overall work experience of less than one year, 145 responses 

received from nurses with the working experience of 1-2 years, 212 responses 

received from nurses with experience of 3-5 years, 108 questionnaires received 

back from the nurses with working experience of 5-10 years, 59 nurses 

responding with age range of 10-15 years and 62 responses received from 

nurses with experience of over 15 years. From those 148 questionnaires received 



259 
 

 

 

from Mayo Hospital, 1 response received from a nurse with less than one year of 

work experience, 35 responses received from nurses with experience of 1-2 

years, 50 responses received from nurses with 3-5 years of working experience, 

35 responses gathered from nurses with 5-10 years of working experience, 17 

responses received from the nurses with the experience of 10-15 years and 10 

responses received from the nurses with total working experience of over 15 

years. Similarly, out of 114 questionnaires from Jinnah Hospital, 5 responses 

received from nurses with less than one year of work experience, 34 responses 

received from nurses with experience of 1-2 years, 36 responses received from 

nurses with 3-5 years of working experience, 10 responses gathered from nurses 

with 5-10 years of working experience, 17 responses received from the nurses 

with the experience of 10-15 years and 12 responses received from the nurses 

with total working experience of over 15 years. Moreover, out of 95 

questionnaires from Pakistan Institute of Neuro Sciences, 3 responses received 

from nurses with less than one year of work experience, 25 responses received 

from nurses with experience of 1-2 years, 35 responses received from nurses 

with 3-5 years of working experience, 19 responses gathered from nurses with 5-

10 years of working experience, 5 responses received from the nurses with the 

experience of 10-15 years and 8 responses received from the nurses with total 

working experience of 15 years and over. Furthermore, out of 95 questionnaires 

from Lahore General Hospital, 3 responses received from nurses with less than 

one year of work experience, 19 responses received from nurses with experience 

of 1-2 years, 44 responses received from nurses with 3-5 years of working 
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experience, 19 responses gathered from nurses with 5-10 years of working 

experience, 9 responses received from the nurses with the experience of 10-15 

years and only 1 response received from the nurses with total working experience 

of over 15 years and finally, out of 148 questionnaires from Services Hospital, 2 

response received from nurses with less than one year of work experience, 32 

responses received from nurses with experience of 1-2 years, 47 responses 

received from nurses with 3-5 years of working experience, 25 responses 

gathered from nurses with 5-10 years of working experience, 11 responses 

received from the nurses with the experience of 10-15 years and 31 responses 

received from the nurses with total working experience of over 15 years. This 

shows that a lot of mix response received from the nurses with wide range of 

work experience and can be seen in Figure 5.17, 5.18 and Table 5.9 below. 

 Figure5. 17- Frequency chart with Total Working Experience of 

Respondents (Without Labels) 

Source: Data Analysis 
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Figure5. 18- Frequency chart with Total Working Experience of 

Respondents (With Labels) 

Source: Data Analysis 

Table5. 9- Cross Tabulation Total Working Experience of Respondents  

 

 

 

 

Total 

Lahore 

General 

Hospital 

(LGH) 

Pakistan 

Institute of 

Neuroscie

nces 

(PINS) 

Jinnah 

Hospital 

Mayo 

Hospital 

Services 

Hospital 

Total Work 

Experience 

Less than one 

year 

Count 3 3 5 1 2 14 

% within Total 

Work Experience 

21.4% 21.4% 35.7% 7.1% 14.3% 100.0

% 

% within Name of 

Hospital 
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1-2 years Count 19 25 34 35 32 145 

% within Total 

Work Experience 

13.1% 17.2% 23.4% 24.1% 22.1% 100.0

% 

% within Name of 

Hospital 

20.0% 26.3% 29.8% 23.6% 21.6% 24.2% 

% of Total 3.2% 4.2% 5.7% 5.8% 5.3% 24.2% 

3-5 years Count 44 35 36 50 47 212 

% within Total 

Work Experience 

20.8% 16.5% 17.0% 23.6% 22.2% 100.0

% 

% within Name of 

Hospital 

46.3% 36.8% 31.6% 33.8% 31.8% 35.3% 

% of Total 7.3% 5.8% 6.0% 8.3% 7.8% 35.3% 

5-10 years Count 19 19 10 35 25 108 

% within Total 

Work Experience 

17.6% 17.6% 9.3% 32.4% 23.1% 100.0

% 

% within Name of 

Hospital 

20.0% 20.0% 8.8% 23.6% 16.9% 18.0% 

% of Total 3.2% 3.2% 1.7% 5.8% 4.2% 18.0% 

10-15 years Count 9 5 17 17 11 59 

% within Total 

Work Experience 

15.3% 8.5% 28.8% 28.8% 18.6% 100.0

% 

% within Name of 

Hospital 

9.5% 5.3% 14.9% 11.5% 7.4% 9.8% 

% of Total 1.5% 0.8% 2.8% 2.8% 1.8% 9.8% 

15 years and 

above 

Count 1 8 12 10 31 62 

% within Total 

Work Experience 

1.6% 12.9% 19.4% 16.1% 50.0% 100.0

% 

% within Name of 

Hospital 

1.1% 8.4% 10.5% 6.8% 20.9% 10.3% 

% of Total 0.2% 1.3% 2.0% 1.7% 5.2% 10.3% 

Total Count 95 95 114 148 148 600 
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% within Total 

Work Experience 

15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

% within Name of 

Hospital 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

% of Total 15.8% 15.8% 19.0% 24.7% 24.7% 100.0

% 

Source: Data Analysis 

Similarly, with regards to total nursing experience in terms of percentage, the 

nurses from the Mayo Hospital with the overall service history of working in this 

profession with less than one year is 0.7%, which also makes 7.1% of all nurses 

responded from this age group across all hospitals and 0.2% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 23.6% response received from the nurses with total work experience of 1-2 

years which also makes 24.1% of all nurses responded from this age group 

across all hospitals and 5.8% of the total number of responses received from 

nurses of all age groups from all hospitals. Similarly, 33.8% response received 

from the nurses with total work experience of 3-5 years which also makes 23.6% 

of all nurses responded from this age group across all hospitals and 8.3% of the 

total number of responses received from nurses of all age groups from all 

hospitals followed by 23.6% response received from the nurses with working 

experience of 5-10 years which also makes 32.4% of all nurses responded from 

this age group across all hospitals and 5.8% of the total number of responses 

received from nurses of all age groups from all hospitals. Finally, 11.5% response 

received from the nurses with total work experience of 10-15 years which also 
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makes 28.8% of all nurses responded from this age group across all hospitals 

and 2.8% of the total number of responses received from nurses of all age groups 

from all hospitals followed by 6.8% response received from the nurses with total 

work experience of 15 years and above currently serving at Mayo Hospital which 

also makes 16.1% of all nurses responded from this age group across all 

hospitals and 1.7% of the total number of responses received from nurses of all 

age groups from all hospitals.  

 

This clearly shows that the response received from the nurses with total work 

experience of less than 5 years is 58.1% compared to 41.9% received from the 

nurses working in the nursing profession for more than 5 years which indicates 

that yet again nurses from almost all different years of experience have 

reasonably contributed from Mayo hospital.  

 

In Jinnah Hospital, 4.4% response received from the nurses with total work 

experience of less than one year which also makes 35.7% of all nurses 

responded from this age group across all hospitals and 0.8% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 29.8% response received from the nurses with total work experience of 1-2 

years which also makes 23.4% of all nurses responded from this age group 

across all hospitals and 5.7% of the total number of responses received from 

nurses of all age groups from all hospitals. Similarly, 31.6% response received 

from the nurses with total work experience of 3-5 years which also makes 17.0% 
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of all nurses responded from this age group across all hospitals and 6.0% of the 

total number of responses received from nurses of all age groups from all 

hospitals followed by 8.8% response received from the nurses with working 

experience of 5-10 years which also makes 9.3% of all nurses responded from 

this age group across all hospitals and 1.7% of the total number of responses 

received from nurses of all age groups from all hospitals. Finally, 14.9% response 

received from the nurses with total work experience of 10-15 years which also 

makes 28.8% of all nurses responded from this age group across all hospitals 

and 2.8% of the total number of responses received from nurses of all age groups 

from all hospitals followed by10.5% response received from the nurses with total 

work experience of 15 years and above currently serving at Jinnah Hospital which 

also makes 19.4% of all nurses responded from this age group across all 

hospitals and 2.0% of the total number of responses received from nurses of all 

age groups from all hospitals. This clearly shows that the response received from 

the nurses with total work experience of less than 5 years is 65.8% compared to 

34.2% received from the nurses working at the hospital for more than 5 years 

which indicates that nurses from almost all different years of experience have 

reasonably contributed from Jinnah hospital but nurse with less than 5 years of 

working experience have contributed the most.  

 

In Pakistan Institute of Neuro Sciences (PINS), 3.2% response received from the 

nurses with total work experience of less than one year which also makes 21.4% 

of all nurses responded from this age group across all hospitals and 0.5% of the 
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total number of responses received from nurses of all age groups from all 

hospitals followed by 26.3% response received from the nurses with total work 

experience of 1-2 years which also makes 17.2% of all nurses responded from 

this age group across all hospitals and 4.2% of the total number of responses 

received from nurses of all age groups from all hospitals. Similarly, 36.8% 

response received from the nurses with total work experience of 3-5 years which 

also makes 16.5% of all nurses responded from this age group across all 

hospitals and 5.8% of the total number of responses received from nurses of all 

age groups from all hospitals followed by 20% response received from the nurses 

with working experience of 5-10 years which also makes 17.6% of all nurses 

responded from this age group across all hospitals and 3.2% of the total number 

of responses received from nurses of all age groups from all hospitals. Finally, 

5.3% response received from the nurses with total work experience of 10-15 

years which also makes 8.5% of all nurses responded from this age group across 

all hospitals and 0.8% of the total number of responses received from nurses of 

all age groups from all hospitals followed by 8.4% response received from the 

nurses with total work experience of 15 years and above currently serving at PINS 

which also makes 12.9% of all nurses responded from this age group across all 

hospitals and 1.3% of the total number of responses received from nurses of all 

age groups from all hospitals. This clearly shows that the response received from 

the nurses working for less than 5 years is 66.3% compared to 33.7% received 

from the nurses working at the hospital for more than 5 years which indicates that 

nurses from almost all different years of experience have reasonably contributed 
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from PINS hospital but nurse with less than 5 years of working experience have 

contributed the most.  

 

In Lahore General Hospital (LGH), 3.2% response received from the nurses with 

total work experience of less than one year which also makes 21.4% of all nurses 

responded from this age group across all hospitals and 0.5% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 20.0% response received from the nurses with total work experience of 1-2 

years which also makes 13.1% of all nurses responded from this age group 

across all hospitals and 3.2% of the total number of responses received from 

nurses of all age groups from all hospitals. Similarly, 46.3% response received 

from the nurses with total work experience of 3-5 years which also makes 20.8% 

of all nurses responded from this age group across all hospitals and 7.3% of the 

total number of responses received from nurses of all age groups from all 

hospitals followed by 20.0% response received from the nurses with working 

experience of 5-10 years which also makes 17.6% of all nurses responded from 

this age group across all hospitals and 3.2% of the total number of responses 

received from nurses of all age groups from all hospitals. Finally, 9.5% response 

received from the nurses with total work experience of 10-15 years which also 

makes 15.3% of all nurses responded from this age group across all hospitals 

and 1.5% of the total number of responses received from nurses of all age groups 

from all hospitals followed by1.1% response received from the nurses with total 

work experience of 15 years and above  currently serving at LGH which also 
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makes 1.6% of all nurses responded from this age group across all hospitals and 

0.2% of the total number of responses received from nurses of all age groups 

from all hospitals. This clearly shows that the response received from the nurses 

working for less than 5 years is 69.4% compared to 30.6% received from the 

nurses working at the hospital for more than 5 years which indicates that nurses 

from almost all different years of experience have reasonably contributed from 

LGH but nurses with less than 5 years of working experience have contributed 

the most.  

 

Finally, In Services Hospital, 1.4% response received from the nurses with total 

work experience of for less than one year which also makes 14.3% of all nurses 

responded from this age group across all hospitals and 0.3% of the total number 

of responses received from nurses of all age groups from all hospitals followed 

by 21.6% response received from the nurses with total work experience of 1-2 

years which also makes 22.1% of all nurses responded from this age group 

across all hospitals and 5.3% of the total number of responses received from 

nurses of all age groups from all hospitals. Similarly, 31.8% response received 

from the nurses with total work experience of 3-5 years which also makes 22.2% 

of all nurses responded from this age group across all hospitals and 7.8% of the 

total number of responses received from nurses of all age groups from all 

hospitals followed by 16.9% response received from the nurses with working 

experience of 5-10 years which also makes 23.1% of all nurses responded from 

this age group across all hospitals and 4.2% of the total number of responses 
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received from nurses of all age groups from all hospitals. Finally, 7.4% response 

received from the nurses with total work experience of 10-15 years which also 

makes 18.6% of all nurses responded from this age group across all hospitals 

and 1.8% of the total number of responses received from nurses of all age groups 

from all hospitals followed by, 20.9% response received from the nurses with total 

work experience of 15 years and above currently serving at Services Hospital 

which also makes 50.0% of all nurses responded from this age group across all 

hospitals and 5.2% of the total number of responses received from nurses of all 

age groups from all hospitals. This clearly shows that the response received from 

the nurses working for less than 5 years is 54.8% compared to 45.2% received 

from the nurses working at the hospital for more than 5 years which indicates that 

nurses from almost all different years of experience have reasonably contributed 

from Services hospital.  

 

There is one communal tendency in all hospitals that nurses with the experience 

of 5 years and below has outnumbered more experienced nurses with their 

responses hence validating previous claims of younger nurses and their 

seriousness with regards to their personal and professional development through 

training and development interventions compared to experienced nurses which 

can also be noticed in Figure 5.19 below. 
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Figure5. 19-Percentage chart with Total Working Experience of 

Respondents  

Source: Data Analysis 

This significantly indicate a common trend in all the five above mentioned 

hospitals that the younger nurses with less working experience (up to 5 years) 

responded well to the questionnaire which clearly indicates their intentions and 

seriousness towards their own personal development and their inclination 

towards continuous strive for professional developmental goals which indeed 

includes social skills development. This can further be comprehended through 

Figure 5.20 and Table 5.10 below. 

 

 

 

0

10

20

30

40

50

Less than
year

1-2 years 3-5 years 5-10 years 10-15 years 15 and above

P
e

rc
e

n
ta

ge

Total Years of Working Experience

Mayo Hospital Jinnah Hospital Pakistan Institute of Neuro Sciences

Lahore General Hospital Services Hospital



271 
 

 

 

Figure5. 20- Mean chart with Total Working Experience of Respondents 

 

Source: Data Analysis 

Table5. 10- Mean Total Working Experience of Respondents  

Designation Less 

than 

One 

Year 

1-2 

Years 

3-5 

Years 

5-10 

Years 

10-15 

Years 

15 Years 

and 

Above 

Percentage 

(%) 

2.3 24.2 35.3 18.0 9.8 10.3 

Source: Data Analysis 

 

In a nut shell, this has been evidently established that the younger female charge 

nurses with working experience of less than 5 years has given prompt response 

and demonstrated their intentions for personal and quality care development. 

This is incredible indication for Pakistan that younger generation is willing to 
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learn, train and develop. What they might need is a proper infrastructure with 

regards to their training and development needs. This section can be further 

explored by analysing the second part of the questionnaire which contain 

questions with regards to training and development needs, training and 

development experience and relationship with quality patient care as well as the 

interviews conducted with some of the nurses in order to get a deep insight of the 

questions answered in the questionnaire. This will definitely lay foundation for the 

development of a model which can possibly assist the Ministry of Health, 

Government of Pakistan to implement in order to get the best outcome from 

nursing staff with regards to social skills and quality care through training and 

development interventions as a part of continuous professional development 

programme.  

5.3 Questionnaire 

The questionnaire has been further categorized into three main sections which 

are, 

a) Training & Development Needs 

b) Training Experience 

c) Patient Care 

 

5.3.1 Training and Development Needs 

Under this section, 13 questions have been designed with regards to recognizing 

and understanding if there is a process in place for identifying training needs of 
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nurses, have they ever been involved in such process, have they ever received 

any training at all in their careers or if they have had at least quality care and 

social skills development training in their careers. There are total 4 questions 

which will explore this aspect of the hospitals under research. The second part 

with in training and development needs section composed of 9 questions and 

they mainly focus on the impact of training if nurses ever had, what they believe 

that training could do for their career progression and professional development 

through enhancing skills and abilities, overcoming performance gaps, improving 

self-confidence and their own commitment to development.  According to 

Peterson (1992:14) if there is a need in an organisation to improve the 

performance of workforce than training should be conducted. It can also be stated 

that if desired outcome is not achieved due to lack of performance of the 

workforce than the gap this creates can be filled with training interventions. There 

has been a consensus among many writers that the behaviours can be changed 

through proper learning, education and training (Goldstein, 1993:3). The different 

position which Analoui (1993) took with regards to the training is that it is not only 

about improving the performance at present, it is also about getting ready for 

future challenges.  According to Garavan (1997:2) training helps in performing 

job effectively due to the knowledge, learning and skills enhanced during the 

process. The questions now will be analysed and interpreted below.  

 

 



274 
 

 

 

Q1: How strongly do you agree with a statement that there is a process in 

place for identifying your training needs? 

This question is designed to understand if there is any process or policy in place 

to identify the training needs of the nursing staff which can be analysed and 

interpreted with the help of Table 5.11 below. 

 

Table5. 11- Frequency and Percentage Q1  

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 198 33.0 33.0 33.0 

Disagree 243 40.5 40.5 73.5 

I Don't Know 42 7.0 7.0 80.5 

Agree 77 12.8 12.8 93.3 

Strongly Agree 40 6.7 6.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.11 shows that total number of 600 nurses participated in this 

research. Out of those 198 strongly disagree and 243 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 441 which is also 73.5% cumulative compared to 77 

nurses who agree and 40 nurses who strongly agree totaling 107 nurses with 

cumulative percentage of 19.5%. 42 participants who are 7.0% of the total 

population are not even aware if there is such process in place. This can also be 

seen in Figure 5.21 below. 
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Figure5. 21- Percentage Chart for Q1 

 

 

Source: Data Analysis 

 

The above Figure 5.21 clearly demonstrates that the respondents who did not 

agree with the above statement are significantly more than the ones who agreed. 

The above results can further be verified through mean, mode and standard 

deviation which has been analysed in the Table 5.12 below. 
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Table5. 12-Mean, Mode & Standard Deviation Q1 

N Valid 600 

Missing 0 

Mean 2.20 

Mode 2 

Std. Deviation 1.215 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q1 is 2.20 which is falling between disagree and 

I do not know category, more towards the disagree statement. The standard 

deviation is small which shows that there is not much variation from the mean in 

the responses. The most used number which can also be referred as mode is 2 

which indicates that more participant’s answer is “disagree” and can also be seen 

in the percentage chart in Figure 5.21. This has cemented previous results 

generated in Table 5.11 through frequency and percentage analysis. These 

results have reflected that most nurses believe that there is no process in place 

to identify training needs of nurses. This cumulative data will be scrutinized 

further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.13 below.   
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Table5. 13- Cross tabulation Hospital and Q1  

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 43 16 12 11 13 95 

% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

21.7% 6.6% 28.6% 14.3% 32.5% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 40 35 8 8 4 95 

% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

20.2% 14.4% 19.0% 10.4% 10.0% 15.8% 

Jinnah Hospital Count 25 55 7 16 11 114 

% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

12.6% 22.6% 16.7% 20.8% 27.5% 19.0% 

Mayo Hospital Count 39 84 1 16 8 148 
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% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

19.7% 34.6% 2.4% 20.8% 20.0% 24.7% 

Services Hospital Count 51 53 14 26 4 148 

% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

25.8% 21.8% 33.3% 33.8% 10.0% 24.7% 

Total Count 198 243 42 77 40 600 

% within How 

strongly do you 

agree with a 

statement that 

there is a process 

in place for 

identifying your 

training needs? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.13 above that across all hospitals the number 

of participants who have disagreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that there 
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is a belief across all hospitals that there is no process involved in identifying the 

training needs of nurses which can also be seen in the Figure 5.22 below. 

 

Figure5. 22- Frequency Chart for Q1 

 

 

Source: Data Analysis 

 

Results:  73.5% of the respondents did not agree that there is a process of 

training need analysis across all hospitals.  
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Q2: Have you ever been asked about your training needs? 

This question is designed to understand if there is any process or policy in place 

to involve nursing staff in the process of identifying their own training needs. This 

can be analysed and interpreted with the help of Table 5.14 below. 

 

Table5. 14- Frequency and Percentage Q2 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 213 35.5 35.5 35.5 

Disagree 226 37.7 37.7 73.2 

I Don't Know 53 8.8 8.8 82.0 

Agree 69 11.5 11.5 93.5 

Strongly Agree 39 6.5 6.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.14 shows that total number of 600 nurses participated in this 

research. Out of those 213 strongly disagree and 226 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 439 which is also 73.2% cumulative compared to 69 

nurses who agree and 39 nurses who strongly agree totaling 108 nurses with 

cumulative percentage of 18.0%. 53 participants who are 8.8% of the total 

population are not even aware if there is such process in place. This can also be 

seen in Figure 5.23 below. 
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Figure5. 23- Percentage Chart for Q2 

 

Source: Data Analysis 

 

The above Figure 5.23 clearly demonstrates that the respondents who did not 

agree with the above statement are significantly more than the ones who agreed. 

The above results can further be verified through mean, mode and standard 

deviation which has been analysed in the Table 5.15 below. 

 

Table5. 15- Mean, Mode & Standard Deviation Q2 

N Valid 600 

Missing 0 

Mean 2.16 

Mode 2 

Std. Deviation 1.211 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q2 is 2.16 which is falling between disagree and 

I do not know category, more towards the disagree statement. The standard 

deviation is also small which shows that there is not much variation from the mean 

in the responses. The most used number which can also be referred as mode is 

2 which indicates that more participant’s answer is “disagree” and can also be 

seen in the percentage chart in Figure 5.23. This has cemented previous results 

generated in Table 5.14 through frequency and percentage indicates that. These 

results have reflected that most nurses believe that they do not get asked or 

involved in any process to ask about their own training needs. This cumulative 

data will be scrutinized further down to the hospital level to see the response that 

how each hospital has responded to this statement which can be seen in Table 

5.16 below.  

 

Table5. 16- Cross tabulation Hospital and Q2  

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 32 35 8 15 5 95 

% within Have you 

ever been asked 

about your training 

needs? 

15.0% 15.5% 15.1% 21.7% 12.8% 15.8% 

Count 29 38 14 6 8 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within Have you 

ever been asked 

about your training 

needs? 

13.6% 16.8% 26.4% 8.7% 20.5% 15.8% 

Jinnah Hospital Count 31 55 8 4 16 114 

% within Have you 

ever been asked 

about your training 

needs? 

14.6% 24.3% 15.1% 5.8% 41.0% 19.0% 

Mayo Hospital Count 66 41 8 26 7 148 

% within Have you 

ever been asked 

about your training 

needs? 

31.0% 18.1% 15.1% 37.7% 17.9% 24.7% 

Services Hospital Count 55 57 15 18 3 148 

% within Have you 

ever been asked 

about your training 

needs? 

25.8% 25.2% 28.3% 26.1% 7.7% 24.7% 

Total Count 213 226 53 69 39 600 

% within Have you 

ever been asked 

about your training 

needs? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.16 above that across all hospitals the number 

of participants who have disagreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that there 
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is a belief across all hospitals that nurses have not been really asked about their 

training needs which can also be seen in the Figure 5.24 below. 

 

Figure5. 24- Frequency Chart for Q2 

 

Source: Data Analysis 

 

Results:  73.2% of the respondents did not agree that they have ever been asked 

about their training needs across all hospitals.  

 

Q3: Have you ever received training on quality patient care? 

This question is designed to understand if the nursing staff has ever received 

training on quality patient care. This can be analysed and interpreted with the 

help of Table 5.17 below. 
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Table5. 17-Frequency and Percentage Q3 

 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 264 44.0 44.0 44.0 

Disagree 147 24.5 24.5 68.5 

I Don't Know 27 4.5 4.5 73.0 

Agree 96 16.0 16.0 89.0 

Strongly Agree 66 11.0 11.0 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.17 shows that total number of 600 nurses participated in this 

research. Out of those 264 strongly disagree and 147 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 411 which is also 68.5% cumulative compared to 96 

nurses who agree and 66 nurses who strongly agree totaling 162 nurses with 

cumulative percentage of 27.0%. 27 participants who are 4.5% of the total 

population do not know if they ever have attended such training. This can also be 

seen in Figure 5.25 below. 
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Figure5. 25- Percentage Chart for Q3 

Source: Data Analysis 

 

The above Figure 5.25 clearly demonstrates that the respondents who did not 

agree with the above statement are significantly more than the ones who agreed. 

The above results can further be verified through mean, mode and standard 

deviation which has been analysed in the Table 5.18 below. 

 

Table5. 18-Mean, Mode & Standard Deviation Q3 

N Valid 600 

Missing 0 

Mean 2.26 

Mode 1 

Std. Deviation 1.433 

Minimum 1 

Maximum 5 

Source: Data Analysis  
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q3 is 2.26 which is falling between disagree and 

I do not know category, more towards the disagree statement. The standard 

deviation is also small which shows that there is not much variation from the mean 

in the responses. The most used number which can also be referred as mode is 

1 which indicates that more participant’s answer is “Strongly disagree” and can 

also be seen in the percentage chart in Figure 5.25. This has cemented previous 

results generated in Table 5.17 through frequency and percentage indicates that. 

These results have reflected that most nurses believe that they have not been on 

any training with regards to quality patient care. This cumulative data will be 

scrutinized further down to the hospital level to see the response that how each 

hospital has responded to this statement which can be seen in Table 5.19 below.  

 

Table5. 19- Cross tabulation Hospital and Q3  

 

  

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 50 15 1 19 10 95 

% within Have you 

ever received 

training on quality 

patient care? 

18.9% 10.2% 3.7% 19.8% 15.2% 15.8% 

Count 37 33 5 4 16 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within Have you 

ever received 

training on quality 

patient care? 

14.0% 22.4% 18.5% 4.2% 24.2% 15.8% 

Jinnah Hospital Count 51 27 6 15 15 114 

% within Have you 

ever received 

training on quality 

patient care? 

19.3% 18.4% 22.2% 15.6% 22.7% 19.0% 

Mayo Hospital Count 71 31 2 25 19 148 

% within Have you 

ever received 

training on quality 

patient care? 

26.9% 21.1% 7.4% 26.0% 28.8% 24.7% 

Services Hospital Count 55 41 13 33 6 148 

% within Have you 

ever received 

training on quality 

patient care? 

20.8% 27.9% 48.1% 34.4% 9.1% 24.7% 

Total Count 264 147 27 96 66 600 

% within Have you 

ever received 

training on quality 

patient care? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.18 above that across all hospitals the number 

of participants who have disagreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that there 
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is a belief across all hospitals that not many nurses have attended quality care 

training which can also be seen in the Figure 5.26 below. 

 

Figure5. 26- Frequency Chart for Q3 

 

Source: Data Analysis 

 

Results:  68.5% of the respondents did not agree that they have ever attended 

training on quality patient care across all hospitals.  
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Q4: Have you ever attended any training courses during your service? 

This question is designed to understand if the nursing staff has ever received any 

training at all during their career. This can be analysed and interpreted with the 

help of Table 5.20 below. 

 

Table5. 20-Frequency and Percentage Q4 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 43 7.2 7.2 7.2 

Disagree 72 12.0 12.0 19.2 

I Don't Know 63 10.5 10.5 29.7 

Agree 259 43.2 43.2 72.8 

Strongly Agree 163 27.2 27.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.19 shows that total number of 600 nurses participated in this 

research. Out of those 163 strongly agree and 259 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 422 which is also 70.4% cumulative compared to 72 nurses who 

disagree and 43 nurses who strongly disagree totaling 115 nurses with 

cumulative percentage of 19.2%. This can also be seen in Figure 5.27 below. 
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Figure5. 27- Percentage Chart for Q4 

Source: Data Analysis 

 

The above Figure 5.27 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.21 below. 

 

Table5. 21- Mean, Mode & Standard Deviation Q4 

N Valid 600 

Missing 0 

Mean 3.71 

Mode 4 

Std. Deviation 1.192 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q4 is 3.71 which is falling between agree and I 

do not know category, more towards the agree statement. The standard deviation 

is also small which shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart in Figure 5.27. This has cemented previous results generated 

in Table 5.19 through frequency and percentage analysis.  

These results have reflected that most nurses believe that they have been on 

some sort of training but definitely not on quality care as already established in 

Q3. Therefore, it will be worth investigating that if nurses who have claimed to 

have attended training programmes did include any training on social skills 

development. This will be analysed further in Q13 & Q14. Now, cumulative data 

will be scrutinized further down to the hospital level to see the response that how 

each hospital has responded to this statement which can be seen in Table 5.22 

below.  

 

 

 

 

 

 



293 
 

 

 

Table5. 22- Cross tabulation Hospital and Q4 

 

 

Total 

Strongly 

Disagree 

Disagre

e 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 3 14 12 47 19 95 

% within Have you 

ever attended any 

training courses 

during your 

service? 

7.0% 19.4% 19.0% 18.1% 11.7% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 4 7 2 40 42 95 

% within Have you 

ever attended any 

training courses 

during your 

service? 

9.3% 9.7% 3.2% 15.4% 25.8% 15.8% 

Jinnah Hospital Count 10 10 7 44 43 114 

% within Have you 

ever attended any 

training courses 

during your 

service? 

23.3% 13.9% 11.1% 17.0% 26.4% 19.0% 

Mayo Hospital Count 7 16 8 70 47 148 

% within Have you 

ever attended any 

training courses 

during your 

service? 

16.3% 22.2% 12.7% 27.0% 28.8% 24.7% 

Services Hospital Count 19 25 34 58 12 148 
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% within Have you 

ever attended any 

training courses 

during your 

service? 

44.2% 34.7% 54.0% 22.4% 7.4% 24.7% 

Total Count 43 72 63 259 163 600 

% within Have you 

ever attended any 

training courses 

during your 

service? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.21 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that there is a 

belief across all hospitals that nurses have attended some sort of training 

workshop which can also be seen in the Figure 5.28 below. 
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Figure5. 28- Frequency Chart for Q4 

 

 

Source: Data Analysis 

 

Results:  70.4% of the respondents agree across all hospitals that they been 

subjected to some sort of training workshops during their career. 

 

Q5: Do you agree that training has addressed your needs?  

This question is designed to understand if the training course is credible enough 

to meet the needs of nursing staff. This can be analysed and interpreted with the 

help of Table 5.23 below. 
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Table5. 23-Frequency and Percentage Q5 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 23 3.8 3.8 3.8 

Disagree 58 9.7 9.7 13.5 

I Don't Know 70 11.7 11.7 25.2 

Agree 337 56.2 56.2 81.3 

Strongly Agree 112 18.7 18.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.22 shows that total number of 600 nurses participated in this 

research. Out of those 112 strongly agree and 337 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 449 which is also 74.9% cumulative compared to 58 nurses who 

disagree and 23 nurses who strongly disagree totaling 81 nurses with cumulative 

percentage of 13.5%. 70 participants who are 11.7% of the total population are 

not really sure if the training has addressed their needs. This can also be seen in 

Figure 5.29 below. 
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Figure5. 29- Percentage Chart for Q5 

 

 

Source: Data Analysis 

 

The above Figure 5.29 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.24 below. 
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Table5. 24- Mean, Mode & Standard Deviation Q5  

N Valid 600 

Missing 0 

Mean 3.76 

Mode 4 

Std. Deviation .990 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

 This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q5 is 3.76 which is falling between agree and I 

do not know category, more towards the agree statement. The standard deviation 

is even smaller which shows that there is not much variation from the mean in 

the responses. The most used number which can also be referred as mode is 4 

which indicates that more participant’s answer is “agree” and can also be seen in 

the percentage chart in Figure 5.29. This has cemented previous results 

generated in Table 5.22 through frequency and percentage analysis.  

These results have reflected that most nurses believe that their needs have been 

met through the training workshops they have attended.  The cumulative data will 

be scrutinized further down to the hospital level to see the response that how 

each hospital has responded to this statement which can be seen in Table 5.25 

below.  
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Table5. 25- Cross tabulation Hospital and Q5 

 

 

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 0 12 9 62 12 95 

% within Do you 

agree that training 

has addressed your 

needs? 

0.0% 20.7% 12.9% 18.4% 10.7% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 0 5 4 53 33 95 

% within Do you 

agree that training 

has addressed your 

needs? 

0.0% 8.6% 5.7% 15.7% 29.5% 15.8% 

Jinnah Hospital Count 2 6 12 70 24 114 

% within Do you 

agree that training 

has addressed your 

needs? 

8.7% 10.3% 17.1% 20.8% 21.4% 19.0% 

Mayo Hospital Count 2 13 11 100 22 148 

% within Do you 

agree that training 

has addressed your 

needs? 

8.7% 22.4% 15.7% 29.7% 19.6% 24.7% 

Services Hospital Count 19 22 34 52 21 148 

% within Do you 

agree that training 

has addressed your 

needs? 

82.6% 37.9% 48.6% 15.4% 18.8% 24.7% 

Total Count 23 58 70 337 112 600 
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% within Do you 

agree that training 

has addressed your 

needs? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.25 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals that nurses who have attended some sort of training workshops believe 

that there their trainings needs haven been met which can also be seen in the 

Figure 5.30 below. 

 

Figure5. 30- Frequency Chart for Q5 

 

 

Source: Data Analysis 
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Results:  74.9% of the respondents agree across all hospitals that training has 

addressed their needs. 

 

Q6: Do you agree if skill training has enhanced your abilities? 

This question is designed to understand if the training course has enhanced any 

skills or abilities of nursing staff. This can be analysed and interpreted with the 

help of Table 5.26 below. 

 

Table5. 26-Frequency and Percentage Q6 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 22 3.7 3.7 3.7 

Disagree 50 8.3 8.3 12.0 

I Don't Know 49 8.2 8.2 20.2 

Agree 339 56.5 56.5 76.7 

Strongly Agree 140 23.3 23.3 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.25 shows that total number of 600 nurses participated in this 

research. Out of those 140 strongly agree and 339 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 479 which is also 79.8% cumulative compared to 50 nurses who 

disagree and 22 nurses who strongly disagree totaling 72 nurses with cumulative 

percentage of 12.0%. 49 participants who are 8.2% of the total population are not 
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really sure if the training has enhanced their skills or abilities. This can also be 

seen in Figure 5.31 below. 

 

Figure 5. 31- Percentage Chart for Q6 

 

 

Source: Data Analysis 

 

The above Figure 5.31 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.27 below. 
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Table5. 27- Mean, Mode & Standard Deviation Q6  

N Valid 600 

Missing 0 

Mean 3.88 

Mode 4 

Std. Deviation .982 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q6 is 3.88 which is falling between agree and I 

do not know category, more towards the agree statement. The standard deviation 

is even smaller which shows that there is not much variation from the mean in 

the responses. The most used number which can also be referred as mode is 4 

which indicates that more participant’s answer is “agree” and can also be seen in 

the percentage chart in Figure 5.31. This has cemented previous results 

generated in Table 5.25 through frequency and percentage analysis.  

These results have reflected that most nurses believe that skill training has 

enhanced their abilities to perform better. The cumulative data will be scrutinized 

further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.28 below.  
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Table5. 28-Cross tabulation Hospital and Q6 

 

 

Total 
Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 4 13 4 63 11 95 

% within Do you 

agree if skill training 

has enhanced your 

abilities? 

18.2% 26.0% 8.2% 18.6% 7.9% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 1 3 3 49 39 95 

% within Do you 

agree if skill training 

has enhanced your 

abilities? 

4.5% 6.0% 6.1% 14.5% 27.9% 15.8% 

Jinnah Hospital Count 2 8 6 66 32 114 

% within Do you 

agree if skill training 

has enhanced your 

abilities? 

9.1% 16.0% 12.2% 19.5% 22.9% 19.0% 

Mayo Hospital Count 1 4 5 100 38 148 

% within Do you 

agree if skill training 

has enhanced your 

abilities? 

4.5% 8.0% 10.2% 29.5% 27.1% 24.7% 

Services Hospital Count 14 22 31 61 20 148 

% within Do you 

agree if skill training 

has enhanced your 

abilities? 

63.6% 44.0% 63.3% 18.0% 14.3% 24.7% 

Total Count 22 50 49 339 140 600 
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% within Do you 

agree if skill training 

has enhanced your 

abilities? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.27 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals that nurses who have attended some sort of skill training workshops 

believe that their skills and abilities have been enhanced through that which can 

also be seen in the Figure 5.32 below. 

 

Figure5. 32- Frequency Chart for Q6 

 

Source: Data Analysis 
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Results:  79.8% of the respondents agree across all hospitals that skill training 

has enhanced their abilities. 

 

Q7: Do you agree if training has improved your self-confidence?  

This question is designed to understand if the training course has boosted self-

confidence of nursing staff. This can be analysed and interpreted with the help of 

Table 5.29 below. 

 

Table5. 29-Frequency and Percentage Q7 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 21 3.5 3.5 3.5 

Disagree 41 6.8 6.8 10.3 

I Don't Know 49 8.2 8.2 18.5 

Agree 276 46.0 46.0 64.5 

Strongly Agree 213 35.5 35.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.28 shows that total number of 600 nurses participated in this 

research. Out of those 213 strongly agree and 276 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 489 which is also 81.5% cumulative compared to 41 nurses who 

disagree and 21 nurses who strongly disagree totaling 62 nurses with cumulative 

percentage of 10.3%. 49 participants who are 8.2% of the total population are not 
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really sure if the training has actually improved their self-confidence. This can 

also be seen in Figure 5.33 below. 

 

Figure5. 33- Percentage Chart for Q7 

 

Source: Data Analysis 

 

The above Figure 5.33 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.30 below. 
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Table5. 30- Mean, Mode & Standard Deviation Q7  

N Valid 600 

Missing 0 

Mean 4.03 

Mode 4 

Std. Deviation 1.013 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q7 is 4.03 which is falling between agree and 

strongly agree category. The standard deviation is small which shows that there 

is not much variation from the mean in the responses. The most used number 

which can also be referred as mode is 4 which indicates that more participant’s 

answer is “agree” and can also be seen in the percentage chart in Figure 5.33. 

This has cemented previous results generated in Table 5.28 through frequency 

and percentage analysis.  

These results have reflected that most nurses believe that training has improved 

their self-confidence. The cumulative data will be scrutinized further down to the 

hospital level to see the response that how each hospital has responded to this 

statement which can be seen in Table 5.31 below.  
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Table5. 31- Cross tabulation Hospital and Q7 

 

  

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 0 12 4 46 33 95 

% within Do you 

agree if training has 

improved your self-

confidence? 

0.0% 29.3% 8.2% 16.7% 15.5% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 0 4 4 45 42 95 

% within Do you 

agree if training has 

improved your self-

confidence? 

0.0% 9.8% 8.2% 16.3% 19.7% 15.8% 

Jinnah Hospital Count 3 3 8 46 54 114 

% within Do you 

agree if training has 

improved your self-

confidence? 

14.3% 7.3% 16.3% 16.7% 25.4% 19.0% 

Mayo Hospital Count 3 2 3 74 66 148 

% within Do you 

agree if training has 

improved your self-

confidence? 

14.3% 4.9% 6.1% 26.8% 31.0% 24.7% 

Services Hospital Count 15 20 30 65 18 148 

% within Do you 

agree if training has 

improved your self-

confidence? 

71.4% 48.8% 61.2% 23.6% 8.5% 24.7% 

Total Count 21 41 49 276 213 600 
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% within Do you 

agree if training has 

improved your self-

confidence? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.30 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals that nurses who have attended training workshops believe that their 

self-confidence have been massively improved which can also be seen in the 

Figure 5.34 below. 

 

Figure5. 34- Frequency Chart for Q7 

 

Source: Data Analysis 
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Results:  81.5% of the respondents agree across all hospitals that training has 

immensely enhanced their self-confidence.  

 

Q8: Do you agree if training has improved your commitment to 

development?  

This question is designed to understand if the nursing staff feels after the training 

that it has instilled or ascended the commitment for professional development. 

This can be analysed and interpreted with the help of Table 5.32 below. 

 

Table5. 32-Frequency and Percentage Q8 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 30 5.0 5.0 5.0 

Disagree 41 6.8 6.8 11.8 

I Don't Know 57 9.5 9.5 21.3 

Agree 333 55.5 55.5 76.8 

Strongly Agree 139 23.2 23.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.31 shows that total number of 600 nurses participated in this 

research. Out of those 139 strongly agree and 333 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 472 which is also 78.7% cumulative compared to 41 nurses who 
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disagree and 30 nurses who strongly disagree totaling 71 nurses with cumulative 

percentage of 11.8%. 57 participants who are 9.5% of the total population are not 

really sure if the training has actually enhanced their commitment to 

development. This can also be seen in Figure 5.35 below. 

 

Figure5. 35- Percentage Chart for Q8 

Source: Data Analysis 

 

The above Figure 5.35 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.33 below. 
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Table5. 33- Mean, Mode & Standard Deviation Q8  

N Valid 600 

Missing 0 

Mean 3.85 

Mode 4 

Std. Deviation 1.015 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q8 is 3.85 which is falling between agree and I 

do not know category. The standard deviation is small which also shows that 

there is not much variation from the mean in the responses. The most used 

number which can also be referred as mode is 4 which indicates that more 

participant’s answer is “agree” and can also be seen in the percentage chart in 

Figure 5.35. This has cemented previous results generated in Table 5.31 through 

frequency and percentage analysis.  

These results have reflected that most nurses believe that training has improved 

their commitment to development. The cumulative data will be scrutinized further 

down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.34 below.  
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Table5. 34- Cross tabulation Hospital and Q8 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 3 14 6 53 19 95 

% within Do you 

agree if training 

has improved your 

commitment to 

development? 

10.0% 34.1% 10.5% 15.9% 13.7% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 1 4 5 53 32 95 

% within Do you 

agree if training 

has improved your 

commitment to 

development? 

3.3% 9.8% 8.8% 15.9% 23.0% 15.8% 

Jinnah Hospital Count 7 5 10 71 21 114 

% within Do you 

agree if training 

has improved your 

commitment to 

development? 

23.3% 12.2% 17.5% 21.3% 15.1% 19.0% 

Mayo Hospital Count 4 2 9 89 44 148 

% within Do you 

agree if training 

has improved your 

commitment to 

development? 

13.3% 4.9% 15.8% 26.7% 31.7% 24.7% 

Services Hospital Count 15 16 27 67 23 148 
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% within Do you 

agree if training 

has improved your 

commitment to 

development? 

50.0% 39.0% 47.4% 20.1% 16.5% 24.7% 

Total Count 30 41 57 333 139 600 

% within Do you 

agree if training 

has improved your 

commitment to 

development? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.33 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals that nurses who have attended training workshops believe that it has 

enhanced their commitment to development which can also be seen in the Figure 

5.36 below. 
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Figure 5. 36- Frequency Chart for Q8 

 

Source: Data Analysis 

 

Results:  78.7% of the respondents agree across all hospitals that training has 

improved their commitment to development.  

 

The next four questions from Q9-Q12 has been added in the questionnaire which 

are specially designed to target those participants who might never been to any 

training workshops in their whole career. 

 

 

 

 



317 
 

 

 

Q9: Do you agree that training can address your needs?  

This question is designed to understand if nursing staff believe that the training 

course can support in meeting their needs. This can be analysed and interpreted 

with the help of Table 5.34 below. 

 

Table5. 35-Frequency and Percentage Q9 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 24 4.0 4.0 4.0 

Disagree 38 6.3 6.3 10.3 

I Don't Know 76 12.7 12.7 23.0 

Agree 353 58.8 58.8 81.8 

Strongly Agree 109 18.2 18.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.34 shows that total number of 600 nurses participated in this 

research. Out of those 109 strongly agree and 353 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 462 which is also 77.0% cumulative compared to 38 nurses who 

disagree and 24 nurses who strongly disagree totaling 62 nurses with cumulative 

percentage of 10.3%. 76 participants who are 12.7% of the total population are 

not really sure if their needs can be met through training programmes. This can 

also be seen in Figure 5.37 below. 
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Figure5. 37- Percentage Chart for Q9 

 

Source: Data Analysis 

 

The above Figure 5.37 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.36 below. 

 

Table5. 36- Mean, Mode & Standard Deviation Q9  

N Valid 600 

Missing 0 

Mean 3.81 

Mode 4 

Std. Deviation .941 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q9 is 3.81 which is falling between agree and I 

do not know category, more towards the agree statement. The standard deviation 

is also small which shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart above in Figure 5.37. This has cemented previous results 

generated in Table 5.34 through frequency and percentage analysis.  

These results have reflected that most nurses believe that their needs can be 

addressed through the training workshops.  The cumulative data will be 

scrutinized further down to the hospital level to see the response that how each 

hospital has responded to this statement which can be seen in Table 5.37 below.  

  

Table5. 37- Cross tabulation Hospital and Q9 

 

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 2 4 11 57 21 95 

% within Do you 

agree that training 

can address your 

needs? 

8.3% 10.5% 14.5% 16.1% 19.3% 15.8% 

Count 0 3 3 62 27 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within Do you 

agree that training 

can address your 

needs? 

0.0% 7.9% 3.9% 17.6% 24.8% 15.8% 

Jinnah Hospital Count 2 6 19 65 22 114 

% within Do you 

agree that training 

can address your 

needs? 

8.3% 15.8% 25.0% 18.4% 20.2% 19.0% 

Mayo Hospital Count 2 9 8 107 22 148 

% within Do you 

agree that training 

can address your 

needs? 

8.3% 23.7% 10.5% 30.3% 20.2% 24.7% 

Services Hospital Count 18 16 35 62 17 148 

% within Do you 

agree that training 

can address your 

needs? 

75.0% 42.1% 46.1% 17.6% 15.6% 24.7% 

Total Count 24 38 76 353 109 600 

% within Do you 

agree that training 

can address your 

needs? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.36 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 
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hospitals nurses strongly believe that training workshops can address their needs 

which can also be seen in the Figure 5.38 below. 

 

Figure5. 38- Frequency Chart for Q9 

 

Source: Data Analysis 

  

Results:  77.0% of the respondents agree across all hospitals that training can 

address their needs. 

 

Q10: Do you agree if skill training can enhance your abilities? 

This question is designed to understand if nursing staff believe that the training 

course can enhance their skills or abilities. This can be analysed and interpreted 

with the help of Table 5.38 below. 



322 
 

 

 

Table5. 38-Frequency and Percentage Q10 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 23 3.8 3.8 3.8 

Disagree 34 5.7 5.7 9.5 

I Don't Know 59 9.8 9.8 19.3 

Agree 318 53.0 53.0 72.3 

Strongly Agree 166 27.7 27.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.37 shows that total number of 600 nurses participated in this 

research. Out of those 166 strongly agree and 318 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 484 which is also 80.7% cumulative compared to 34 nurses who 

disagree and 23 nurses who strongly disagree totaling 57 nurses with cumulative 

percentage of 9.5%. 59 participants who are 9.8% of the total population are not 

really sure if the training can enhance their skills or abilities. This can also be 

seen in Figure 5.39 below. 
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Figure5. 39-Percentage Chart for Q10 

 

Source: Data Analysis 

 

The above Figure 5.39 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.38 below. 

 

Table5. 39- Mean, Mode & Standard Deviation Q10  

N Valid 600 

Missing 0 

Mean 3.95 

Mode 4 

Std. Deviation .972 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q10 is 3.95 which is falling between agree and I 

do not know category, more towards the agree statement. The standard deviation 

is even smaller which shows that there is not much variation from the mean in 

the responses. The most used number which can also be referred as mode is 4 

which indicates that more participant’s answer is “agree” and can also be seen in 

the percentage chart in Figure 5.39. This has cemented previous results 

generated in Table 5.37 through frequency and percentage analysis.  

These results have reflected that most nurses believe that skill training can 

enhance their abilities to perform better. The cumulative data will be scrutinized 

further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.40 below.  

 

Table5. 40- Cross tabulation Hospital and Q10 

 

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 2 5 3 59 26 95 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

8.7% 14.7% 5.1% 18.6% 15.7% 15.8% 

Count 0 4 2 50 39 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

0.0% 11.8% 3.4% 15.7% 23.5% 15.8% 

Jinnah Hospital Count 3 7 10 63 31 114 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

13.0% 20.6% 16.9% 19.8% 18.7% 19.0% 

Mayo Hospital Count 0 3 6 90 49 148 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

0.0% 8.8% 10.2% 28.3% 29.5% 24.7% 

Services Hospital Count 18 15 38 56 21 148 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

78.3% 44.1% 64.4% 17.6% 12.7% 24.7% 

Total Count 23 34 59 318 166 600 

% within Do you 

agree if skill training 

can enhance your 

abilities? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.39 above that across all hospitals the number 

of the participants who have agreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that across 

all hospitals that nursing staff strongly believe that their skills and abilities can be 
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enhanced through training workshops which can also be seen in the Figure 5.40 

below. 

 

Figure5. 40- Frequency Chart for Q10 

 

Source: Data Analysis 

 

Results:  80.7% of the respondents agree across all hospitals that skill training 

can enhance their abilities. 

 

Q11: Do you agree if training can improve your self-confidence?  

This question is designed to understand if the training course can improve self-

confidence of nursing staff. This can be analysed and interpreted with the help of 

Table 5.41 below. 
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Table5. 41-Frequency and Percentage Q11 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 20 3.3 3.3 3.3 

Disagree 40 6.7 6.7 10.0 

I Don't Know 59 9.8 9.8 19.8 

Agree 260 43.3 43.3 63.2 

Strongly Agree 221 36.8 36.8 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.40 shows that total number of 600 nurses participated in this 

research. Out of those 221 strongly agree and 260 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 481 which is also 80.1% cumulative compared to 40 nurses who 

disagree and 20 nurses who strongly disagree totaling 60 nurses with cumulative 

percentage of 10.0%. 59 participants who are 9.8% of the total population are not 

really sure if the training has actually improved their self-confidence. This can 

also be seen in Figure 5.41 below. 
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Figure 5. 41- Percentage Chart for Q11 

Source: Data Analysis 

 

The above Figure 5.41 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.42 below. 

 

Table 5. 42- Mean, Mode & Standard Deviation Q11  

N Valid 600 

Missing 0 

Mean 4.04 

Mode 4 

Std. Deviation 1.017 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q11 is 4.04 which is falling between agree and 

strongly agree category. The standard deviation is small which shows that there 

is not much variation from the mean in the responses. The most used number 

which can also be referred as mode is 4 which indicates that more participant’s 

answer is “agree” and can also be seen in the percentage chart in Figure 5.41. 

This has cemented previous results generated in Table 5.40 through frequency 

and percentage analysis.  

These results have reflected that most nurses believe that training can improve 

their self-confidence. The cumulative data will be scrutinized further down to the 

hospital level to see the response that how each hospital has responded to this 

statement which can be seen in Table 5.43 below.  

 

Table 5. 43- Cross tabulation Hospital and Q11 

 

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 1 7 4 45 38 95 

% within Do you 

agree if training can 

improve your self-

confidence? 

5.0% 17.5% 6.8% 17.3% 17.2% 15.8% 

Count 0 4 3 35 53 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within Do you 

agree if training can 

improve your self-

confidence? 

0.0% 10.0% 5.1% 13.5% 24.0% 15.8% 

Jinnah Hospital Count 2 3 9 57 43 114 

% within Do you 

agree if training can 

improve your self-

confidence? 

10.0% 7.5% 15.3% 21.9% 19.5% 19.0% 

Mayo Hospital Count 0 3 5 73 67 148 

% within Do you 

agree if training can 

improve your self-

confidence? 

0.0% 7.5% 8.5% 28.1% 30.3% 24.7% 

Services Hospital Count 17 23 38 50 20 148 

% within Do you 

agree if training can 

improve your self-

confidence? 

85.0% 57.5% 64.4% 19.2% 9.0% 24.7% 

Total Count 20 40 59 260 221 600 

% within Do you 

agree if training can 

improve your self-

confidence? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.42 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 
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hospitals, nurses believe that their self-confidence can be improved with training 

workshops which can also be seen in the Figure 5.42 below. 

 

Figure5. 42- Frequency Chart for Q11 

 

Source: Data Analysis 

 

Results:  80.1% of the respondents agree across all hospitals that training can 

improve their self-confidence.  
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Q12: Do you agree if training can improve your commitment to 

development?  

This question is designed to understand if the nurses believe that training can 

improve their commitment to development. This can be analysed and interpreted 

with the help of Table 5.44 below. 

  

Table5. 44-Frequency and Percentage Q12 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 28 4.7 4.7 4.7 

Disagree 40 6.7 6.7 11.3 

I Don't Know 49 8.2 8.2 19.5 

Agree 302 50.3 50.3 69.8 

Strongly Agree 181 30.2 30.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.43 shows that total number of 600 nurses participated in this 

research. Out of those 181 strongly agree and 302 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 483 which is also 80.5% cumulative compared to 40 nurses who 

disagree and 28 nurses who strongly disagree totaling 68 nurses with cumulative 

percentage of 11.3%. 49 participants who are 8.2% of the total population are not 

really sure if the training can actually enhance their commitment to development. 

This can also be seen in Figure 5.43 below. 
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Figure 5. 43- Percentage Chart for Q12 

Source: Data Analysis 

 

The above Figure 5.43 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.45 below. 

 

Table 5. 45-Mean, Mode & Standard Deviation Q12  

N Valid 600 

Missing 0 

Mean 3.95 

Mode 4 

Std. Deviation 1.034 

Minimum 1 
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Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q12 is 3.95 which is falling between agree and I 

do not know category more towards the agree statement. The standard deviation 

is small which also shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart in Figure 5.43. This has cemented previous results generated 

in Table 5.43 through frequency and percentage analysis.  

These results have reflected that most nurses believe that training can improve 

their commitment to development. The cumulative data will be scrutinized further 

down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.46 below.  

 

 

 

 

 

 

 

 

 

 

 

 

 



335 
 

 

 

Table 5. 46- Cross tabulation Hospital and Q12 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 4 5 3 48 35 95 

% within Do you 

believe that training 

can improve your 

commitment to 

development? 

14.3% 12.5% 6.1% 15.9% 19.3% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 1 6 2 44 42 95 

% within Do you 

believe that training 

can improve your 

commitment to 

development? 

3.6% 15.0% 4.1% 14.6% 23.2% 15.8% 

Jinnah Hospital Count 3 3 12 54 42 114 

% within Do you 

believe that training 

can improve your 

commitment to 

development? 

10.7% 7.5% 24.5% 17.9% 23.2% 19.0% 

Mayo Hospital Count 3 6 3 94 42 148 

% within Do you 

believe that training 

can improve your 

commitment to 

development? 

10.7% 15.0% 6.1% 31.1% 23.2% 24.7% 

Services Hospital Count 17 20 29 62 20 148 
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% within Do you 

believe that training 

can improve your 

commitment to 

development? 

60.7% 50.0% 59.2% 20.5% 11.0% 24.7% 

Total Count 28 40 49 302 181 600 

% within Do you 

believe that training 

can improve your 

commitment to 

development? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.45 above that across all hospitals the number 

of participants who have agreed to the statement above is much more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals that nurses believe that training can improve their commitment to 

development which can also be seen in the Figure 5.44 below. 
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Figure 5. 44- Frequency Chart for Q12 

 

 

Source: Data Analysis 

 

Results:  80.5% of the respondents agree across all hospitals that training can 

improve their commitment to development.  
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Q13: Social skills training was delivered according to my expectations? 

This question is designed to understand if the nursing staff has ever received 

training on social skills development and if they have, it was exactly as expected 

by the nursing staff. This can be analysed and interpreted with the help of Table 

5.47 below. 

 

Table5. 47-Frequency and Percentage Q13 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 268 44.7 44.7 44.7 

Disagree 276 46.0 46.0 90.7 

I Don't Know 53 8.8 8.8 99.5 

Agree 1 .2 .2 99.7 

Strongly Agree 2 .3 .3 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.46 shows that total number of 600 nurses participated in this 

research. Out of those 268 strongly disagree and 276 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 544 which is also 90.7% cumulative compared to 1 

nurse who agree and 2 nurses who strongly agree totaling only 3 nurses with 

cumulative percentage of 0.5%. 53 participants who are 8.8% of the total 

population are not even sure if they ever attended such training. This can also be 

seen in Figure 5.45 below. 
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Figure5. 45- Percentage Chart for Q13 

 

Source: Data Analysis 

 

The above Figure 5.45 clearly demonstrates that the respondents who did not 

agree with the above statement are significantly more than the ones who merely 

agreed. The above results can further be verified through mean, mode and 

standard deviation which has been analysed in the Table 5.48 below. 

 

Table5. 48- Mean, Mode & Standard Deviation Q13 

 
N Valid 600 

Missing 0 

Mean 1.66 

Mode 2 

Std. Deviation .673 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q13 is 1.66 which is falling between strongly 

disagree and disagree category. The standard deviation is even smaller which 

shows that there is not much variation from the mean in the responses. The most 

used number which can also be referred as mode is 2 which indicates that more 

participant’s answer is “disagree” and can also be seen in the percentage chart 

in Figure 5.45. This has cemented previous results generated in Table 5.46 

through frequency and percentage analysis. These results have reflected that 

most nurses believe that they have not been on any training with regards to social 

skills development or if they have it was not what they have expected. This will 

be investigated further through interviews if they have ever been to any social 

skills training and development programmes during their career. This cumulative 

data will be scrutinized further down to the hospital level to see the response that 

how each hospital has responded to this statement which can be seen in Table 

5.49 below.  
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Table5. 49- Cross tabulation Hospital and Q13  

 

 

Total 

Strongly 

Disagree 

Disagre

e 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 45 42 7 0 1 95 

% within Social 

Skills Training was 

delivered according 

to my expectations? 

16.8% 15.2% 13.2% 0.0% 50.0% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 41 48 5 0 1 95 

% within Social 

Skills Training was 

delivered according 

to my expectations? 

15.3% 17.4% 9.4% 0.0% 50.0% 15.8% 

Jinnah Hospital Count 35 66 13 0 0 114 

% within Social 

Skills Training was 

delivered according 

to my expectations? 

13.1% 23.9% 24.5% 0.0% 0.0% 19.0% 

Mayo Hospital Count 85 56 7 0 0 148 

% within Social 

Skills Training was 

delivered according 

to my expectations? 

31.7% 20.3% 13.2% 0.0% 0.0% 24.7% 

Services Hospital Count 62 64 21 1 0 148 

% within Social 

Skills Training was 

delivered according 

to my expectations? 

23.1% 23.2% 39.6% 100.0% 0.0% 24.7% 

Total Count 268 276 53 1 2 600 
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% within Social 

Skills Training was 

delivered according 

to my expectations? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.48 above that across all hospitals the number 

of participants who have disagreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that there 

is a belief across all hospitals that almost all of the nurses are never been to any 

training related to social skill development or if they have been to one, it has not 

met their expectations which can also be seen in the Figure 5.46 below. 

 

Figure5. 46- Frequency Chart for Q13 

 

Source: Data Analysis 
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Results:  An overwhelming number of participants reaching 90.7% of the 

respondents did not agree with the statement that they have ever attended 

training on social skills development which was delivered according to their 

expectations across all hospitals.  

 

In a nut shell, this can be stated that the results from the 13 questions into training 

and development needs category demonstrates that over 70.0% of the nursing 

staff agreed that neither there is any system in place for identifying training needs 

of nurses nor they have ever been asked by anyone about their needs for training 

and development. Moreover, more than 70.0% of them agreed that they have 

been on to some sort of training workshops but when asked through 

questionnaires that whether they were related to quality care or social skills 

development, the responses were in disagreement with 68.5% and 90.7% 

respectively. This shows that indeed staff has been undertaking training courses 

or workshops during their career but not as much as in the above two areas of 

investigation, therefore, it is worth investigating during the interviews that what 

training workshop they have mainly attended because this is clear from the other 

questions that nursing staff across all hospitals agree that training has a potential 

to meet their needs, enhance their skills and abilities, improve their self-

confidence and can raise their commitment to their career and professional 

development.   
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5.3.2 Training Experience 

Second section of questionnaire is designed to gather the training experience of 

nursing staff. This section is composed of 11 questions starting from Q14 to Q24 

which include questions focusing on the planning, design, delivery and evaluation 

of training. 

 

Q14: I found social skill development training interesting and it was 

relevant to my job? 

This question is designed to understand if the nursing staff has ever received 

training on social skills development and if they have, it is exactly as expected by 

the nursing staff. This can be analysed and interpreted with the help of Table 5.50 

below. 

 

Table5. 50-Frequency and Percentage Q14 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 136 22.7 22.7 22.7 

Disagree 368 61.3 61.3 84.0 

I Don't Know 89 14.8 14.8 98.8 

Agree 7 1.2 1.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 



345 
 

 

 

The above Table 5.49 shows that total number of 600 nurses participated in this 

research. Out of those 136 strongly disagree and 368 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 504 which is also 84.0% cumulative compared to 7 

nurses who agree and no nurse has opted for strongly agree category leaving 

only 7 nurses with cumulative percentage of 1.2%. 89 participants who are 14.8% 

of the total population are not even sure if they ever attended such training. This 

can also be seen in Figure 5.47 below. 

 

Figure5. 47- Percentage Chart for Q14 

 

 

Source: Data Analysis 
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The above Figure 5.47 clearly demonstrates that the respondents who did not 

agree with the above statement are significantly more than the ones who merely 

agreed. The above results can further be verified through mean, mode and 

standard deviation which has been analysed in the Table 5.51 below. 

 

Table 5. 51- Mean, Mode & Standard Deviation Q14 

 
N Valid 600 

Missing 0 

Mean 1.95 

Mode 2 

Std. Deviation .648 

Minimum 1 

Maximum 4 

Source: Data Analysis 

  

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q14 is 1.95 which is falling between strongly 

disagree and disagree category. The standard deviation is quite small which 

shows that there is not much variation from the mean in the responses. The most 

used number which can also be referred as mode is 2 which indicates that more 

participant’s answer is “disagree” and can also be seen in the percentage chart 

in Figure 5.47. This has cemented previous results generated in Table 5.49 

through frequency and percentage analysis. These results have reflected that 

most nurses believe that social skills training never delivered according to their 
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expectations. This question linked with the previous one which is to investigate if 

there is any social skills development workshops as a part of continuous 

professional development plan for nurses and if they have been on any training 

which reflects from their responses that they have not, whether they think that it 

was worth attending and was according to their expectations. As discussed 

previously, that interviews will further unfold this area of investigation. The 

cumulative data will be scrutinized further down to the hospital level to see the 

response that how each hospital has responded to this statement which can be 

seen in Table 5.52 below.  

 

Table5. 52- Cross tabulation Hospital and Q14  

 

 

  

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 14 72 8 1 95 

% within I found 

social skill 

development training 

interesting and it was 

relevant to my job? 

10.3% 19.6% 9.0% 14.3% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 36 56 3 0 95 

% within I found 

social skill 

development training 

interesting and it was 

relevant to my job? 

26.5% 15.2% 3.4% 0.0% 15.8% 

Jinnah Hospital Count 29 72 10 3 114 
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% within I found 

social skill 

development training 

interesting and it was 

relevant to my job? 

21.3% 19.6% 11.2% 42.9% 19.0% 

Mayo Hospital Count 35 101 10 2 148 

% within I found 

social skill 

development training 

interesting and it was 

relevant to my job? 

25.7% 27.4% 11.2% 28.6% 24.7% 

Services Hospital Count 22 67 58 1 148 

% within I found 

social skill 

development training 

interesting and it was 

relevant to my job? 

16.2% 18.2% 65.2% 14.3% 24.7% 

Total Count 136 368 89 7 600 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.51 above that across all hospitals the number 

of participants who have disagreed to the statement above is much more than 

the participants who answered otherwise. Therefore, it can be stated that there 

is a belief across all hospitals that almost all of the nurses are never been to any 

training related to social skill development or if they have been to one, it was 

neither interesting nor relevant to their job which can also be seen in the Figure 

5.48 below. 

 

 



349 
 

 

 

Figure5. 48- Frequency Chart for Q14 

 

 

Source: Data Analysis 

 

Results:  84.0% of the respondents did not agree that they have found social 

skills development training interesting and relevant to their job across all 

hospitals.  

 

Q15: I found training course very long and boring?  

This question is designed to understand how was the overall training experience 

of nursing staff and how did they find it? Was it too long or boring in any way? 

This can be analysed and interpreted with the help of Table 5.53 below. 
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Table5. 53-Frequency and Percentage Q15 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 74 12.3 12.3 12.3 

Disagree 200 33.3 33.3 45.7 

I Don't Know 107 17.8 17.8 63.5 

Agree 174 29.0 29.0 92.5 

Strongly Agree 45 7.5 7.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.52 shows that total number of 600 nurses participated in this 

research. Out of those 74 strongly disagree and 200 nurses disagree with the 

above statement which takes the total number of respondents who do not agree 

with the above statement to 274 which is also 45.7% cumulative compared to 174 

nurses who agree and 45 nurses who strongly agree totaling only 219 nurses 

with cumulative percentage of 36.5%. 107 participants who are 17.8% of the total 

population are not even sure about their opinion of training being boring or too 

long. This can also be seen in Figure 5.49 below. 
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Figure5. 49- Percentage Chart for Q15 

 

 

Source: Data Analysis 

 

The above Figure 5.49 clearly demonstrates that the mixed answers have been 

received from the respondents for this questions which shows that there is not 

much of a consistency in the training workshops conducted. The above results 

can further be verified through mean, mode and standard deviation which has 

been analysed in the Table 5.54 below. 
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Table 5. 54- Mean, Mode & Standard Deviation Q15 

N Valid 600 

Missing 0 

Mean 2.86 

Mode 2 

Std. Deviation 1.183 

Minimum 1 

Maximum 5 

Source: Data Analysis 

  

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q15 is 2.86 which is falling between disagree and 

I do not know category. The standard deviation is also small which shows that 

there is not much variation from the mean in the responses. The most used 

number which can also be referred as mode is 2 which indicates that more 

participant’s answer is “disagree” and can also be seen in the percentage chart 

in Figure 5.49. This has cemented previous results generated in Table 5.52 

through frequency and percentage analysis. These results have reflected that 

most nurses believe that training was not too long or boring but the opinion on 

this is very much divided. The cumulative data will be scrutinized further down to 

the hospital level to see the response that how each hospital has responded to 

this statement which can be seen in Table 5.55 below.  
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Table5. 55- Cross tabulation Hospital and Q15  

 

  

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 6 39 13 32 5 95 

% within I found 

training course very 

long and boring? 

8.1% 19.5% 12.1% 18.4% 11.1% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 10 31 11 33 10 95 

% within I found 

training course very 

long and boring? 

13.5% 15.5% 10.3% 19.0% 22.2% 15.8% 

Jinnah Hospital Count 11 45 18 33 7 114 

% within I found 

training course very 

long and boring? 

14.9% 22.5% 16.8% 19.0% 15.6% 19.0% 

Mayo Hospital Count 30 65 21 28 4 148 

% within I found 

training course very 

long and boring? 

40.5% 32.5% 19.6% 16.1% 8.9% 24.7% 

Services Hospital Count 17 20 44 48 19 148 

% within I found 

training course very 

long and boring? 

23.0% 10.0% 41.1% 27.6% 42.2% 24.7% 

Total Count 74 200 107 174 45 600 

% within I found 

training course very 

long and boring? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0% 

 

Source: Data Analysis 
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It can be clearly seen in the Table 5.54 above that across all hospitals the number 

of participants have given mix responses. As we see in LGH 45 participants 

disagreed and 37 agreed, in PINS 41 disagreed but 43 agreed, in Jinnah 60 

participants disagreed compared to 40 who agreed, in Mayo Hospital 95 

participants disagreed compared to 32 who agree and finally in Services Hospital 

37 disagreed compared to 67 participants who agreed to the statement above. 

Now if we analyse at the hospital level, it can be noticed that most nurses at LGH 

and Services hospital believe that training course they have attended were boring 

and a bit too long but nurses from Jinnah, PINS and Mayo hospital believe 

otherwise which can also be seen in the Figure 5.50 below.  

 

Figure5. 50- Frequency Chart for Q15 

 

 

Source: Data Analysis 
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Results:  45.7% of the respondents did not agree that they have found training 

too long or boring.  

 

Q16: I was given handouts and helpful material?  

This question is designed to understand if the any handouts or helping material 

was provided during the training on the topic of training. This can be analysed 

and interpreted with the help of Table 5.56 below. 

 

Table5. 56-Frequency and Percentage Q16 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 52 8.7 8.7 8.7 

Disagree 120 20.0 20.0 28.7 

I Don't Know 91 15.2 15.2 43.8 

Agree 281 46.8 46.8 90.7 

Strongly Agree 56 9.3 9.3 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.55 shows that total number of 600 nurses participated in this 

research. Out of those 56 strongly agree and 281 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 337 which is also 56.1% cumulative compared to 120 nurses who 

disagree and 52 nurses who strongly disagree totaling 172 nurses with 

cumulative percentage of 28.7%. 91 participants who are 15.2% of the total 
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population are not really sure if they have given any handouts or helping material 

during the training workshop. This can also be seen in Figure 5.51 below. 

 

Figure5. 51- Percentage Chart for Q16 

 

Source: Data Analysis 

 

The above Figure 5.51 clearly demonstrates that the respondents who agree with 

the above statement are more than the ones who disagreed. The above results 

can further be verified through mean, mode and standard deviation which has 

been analysed in the Table 5.57 below. 
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Table5. 57- Mean, Mode & Standard Deviation Q16  

N Valid 600 

Missing 0 

Mean 3.28 

Mode 4 

Std. Deviation 1.145 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q16 is 3.28 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.51. This has 

cemented previous results generated in Table 5.55 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

they have given handouts and helping material during training course. The 

cumulative data will be scrutinized further down to the hospital level to see the 

response that how each hospital has responded to this statement which can be 

seen in Table 5.58 below.  
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Table5. 58- Cross tabulation Hospital and Q16 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 5 20 10 50 10 95 

% within I was given 

handouts and 

helpful material? 

9.6% 16.7% 11.0% 17.8% 17.9% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 3 10 10 54 18 95 

% within I was given 

handouts and 

helpful material? 

5.8% 8.3% 11.0% 19.2% 32.1% 15.8% 

Jinnah Hospital Count 6 32 15 53 8 114 

% within I was given 

handouts and 

helpful material? 

11.5% 26.7% 16.5% 18.9% 14.3% 19.0% 

Mayo Hospital Count 12 36 13 79 8 148 

% within I was given 

handouts and 

helpful material? 

23.1% 30.0% 14.3% 28.1% 14.3% 24.7% 

Services Hospital Count 26 22 43 45 12 148 

% within I was given 

handouts and 

helpful material? 

50.0% 18.3% 47.3% 16.0% 21.4% 24.7% 

Total Count 52 120 91 281 56 600 

% within I was given 

handouts and 

helpful material? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 
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It can be clearly seen in the Table 5.57 above that across all hospitals the number 

of the participants who have agreed to the statement above is more than the 

participants who answered otherwise. Therefore, it can be stated that across all 

hospitals most nurses who have attended training workshops believe that they 

have given handouts and training material during training which can also be seen 

in the Figure 5.52 below. 

 

Figure5. 52- Frequency Chart for Q16 

 

 

Source: Data Analysis 

 

Results:  56.1% of the respondents agree across all hospitals that they have 

been provided with handouts and helping materials during training workshop.  
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Q17: I believe that training was too short to be effective?  

This question is designed to understand if either training was too short to be 

effective. This can be analysed and interpreted with the help of Table 5.59 below. 

 

Table5. 59-Frequency and Percentage Q17 

 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 55 9.2 9.2 9.2 

Disagree 167 27.8 27.8 37.0 

I Don't Know 101 16.8 16.8 53.8 

Agree 214 35.7 35.7 89.5 

Strongly Agree 63 10.5 10.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.58 shows that total number of 600 nurses participated in this 

research. Out of those 63 strongly agree and 214 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 277 which is also 46.2% cumulative compared to 167 nurses who 

disagree and 55 nurses who strongly disagree totaling 222 nurses with 

cumulative percentage of 37.0%. 101 participants who are 16.8% of the total 

population are not really sure if training they have attended was effective. This 

can also be seen in Figure 5.53 below. 
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Figure5. 53- Percentage Chart for Q17 

 

Source: Data Analysis 

 

The above Figure 5.53 clearly demonstrates that the mixed answers have been 

received from the respondents for this questions which shows that there in not 

much of a consistency in the training workshops conducted. The above results 

can further be verified through mean, mode and standard deviation which has 

been analysed in the Table 5.60 below. 

 

Table5. 60- Mean, Mode & Standard Deviation Q17  

N Valid 600 

Missing 0 

Mean 3.11 

Mode 4 

Std. Deviation 1.189 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q17 is 3.11 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.53. This has 

cemented previous results generated in Table 5.58 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

training was too short to be effective. The cumulative data will be scrutinized 

further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.61 below.  

 

Table5. 61- Cross tabulation Hospital and Q17 

 

 

Total 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 5 32 15 31 12 95 

% within I believe 

that training was too 

short to be 

effective? 

9.1% 19.2% 14.9% 14.5% 19.0% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 10 27 8 37 13 95 

% within I believe 

that training was too 

short to be 

effective? 

18.2% 16.2% 7.9% 17.3% 20.6% 15.8% 
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Jinnah Hospital Count 8 36 16 44 10 114 

% within I believe 

that training was too 

short to be 

effective? 

14.5% 21.6% 15.8% 20.6% 15.9% 19.0% 

Mayo Hospital Count 13 48 18 51 18 148 

% within I believe 

that training was too 

short to be 

effective? 

23.6% 28.7% 17.8% 23.8% 28.6% 24.7% 

Services Hospital Count 19 24 44 51 10 148 

% within I believe 

that training was too 

short to be 

effective? 

34.5% 14.4% 43.6% 23.8% 15.9% 24.7% 

Total Count 55 167 101 214 63 600 

% within I believe 

that training was too 

short to be 

effective? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.60 above that across all hospitals the number 

of participants have given mix responses. As we see in LGH 37 participants 

disagreed and 43 agreed, in PINS 37 disagreed but 50 agreed, in Jinnah 44 

participants disagreed compared to 54 who agreed, in Mayo Hospital 61 

participants disagreed compared to 69 who agree and finally in Services Hospital 

43 disagreed compared to 61 participants who agreed to the statement above. 

Therefore, it can be stated that across all hospitals most nurses believe that 
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training was too short to be effective but there is not much difference in the 

opinion of those nurses who answered otherwise which can also be seen in the 

Figure 5.54 below.  

 

Figure5. 54- Frequency Chart for Q17 

 

 

Source: Data Analysis 

 

Results:  46.2% of the respondents across all hospitals agree that training was 

too short to be effective.  
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Q18: I believe that trainer had plenty of material to deliver?  

This question is designed to understand if trainer had plenty of material to deliver 

during the training workshops. This can be analysed and interpreted with the help 

of Table 5.62 below. 

 

Table5. 62-Frequency and Percentage Q18 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 57 9.5 9.5 9.5 

Disagree 86 14.3 14.3 23.8 

I Don't Know 89 14.8 14.8 38.7 

Agree 307 51.2 51.2 89.8 

Strongly Agree 61 10.2 10.2 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.61 shows that total number of 600 nurses participated in this 

research. Out of those 61 strongly agree and 307 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 368 which is also 61.4% cumulative compared to 86 nurses who 

disagree and 57 nurses who strongly disagree totaling 143 nurses with 

cumulative percentage of 23.8%. 89 participants who are 14.8% of the total 

population do not know if the trainer had plenty of material to deliver at the training 

session. This can also be seen in Figure 5.55 below. 
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Figure5. 55- Percentage Chart for Q18 

 

Source: Data Analysis 

 

The above Figure 5.55 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.63 below. 

 

Table5. 63- Mean, Mode & Standard Deviation Q18  

N Valid 600 

Missing 0 

Mean 3.38 

Mode 4 

Std. Deviation 1.139 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q18 is 3.38 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.55. This has 

cemented previous results generated in Table 5.61 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

trainer had enough material with regards to the training session. The cumulative 

data will be scrutinized further down to the hospital level to see the response that 

how each hospital has responded to this statement which can be seen in Table 

5.63 below.  

 

Table5. 64- Cross tabulation Hospital and Q18 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 8 18 7 50 12 95 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

14.0% 20.9% 7.9% 16.3% 19.7% 15.8% 

Count 5 8 17 52 13 95 
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Pakistan Institute of 

Neurosciences 

(PINS) 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

8.8% 9.3% 19.1% 16.9% 21.3% 15.8% 

Jinnah Hospital Count 11 15 12 63 13 114 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

19.3% 17.4% 13.5% 20.5% 21.3% 19.0% 

Mayo Hospital Count 9 17 16 91 15 148 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

15.8% 19.8% 18.0% 29.6% 24.6% 24.7% 

Services Hospital Count 24 28 37 51 8 148 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

42.1% 32.6% 41.6% 16.6% 13.1% 24.7% 

Total Count 57 86 89 307 61 600 

% within I believe 

that trainer had 

plenty of material to 

deliver? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.63 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.56 

below. 
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Figure5. 56-Frequency Chart for Q18 

Source: Data Analysis 

 

Results:  61.4% of the respondents across all hospitals agree that trainer had 

plenty of material to deliver.  

 

Q19: I believe that trainees were given plenty of opportunities to ask 

questions?  

This question is designed to understand if trainees were actively involved in the 

training session and if they had the opportunity to raise questions for the 

confusion they might have during the training. This can be analysed and 

interpreted with the help of Table 5.65 below. 
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Table5. 65-Frequency and Percentage Q19 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 32 5.3 5.3 5.3 

Disagree 79 13.2 13.2 18.5 

I Don't Know 92 15.3 15.3 33.8 

Agree 318 53.0 53.0 86.8 

Strongly Agree 79 13.2 13.2 100.0 

Total 600 100.0 100.0  

 

Source: Data Analysis 

 

The above Table 5.64 shows that total number of 600 nurses participated in this 

research. Out of those 79 strongly agree and 318 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 397 which is also 66.2% cumulative compared to 79 nurses who 

disagree and 32 nurses who strongly disagree totaling 111 nurses with 

cumulative percentage of 18.5%. 92 participants who are 15.3% of the total 

population answered that they do not know, maybe they never had a training 

exposure. This can also be seen in Figure 5.57 below. 
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Figure5. 57- Percentage Chart for Q19 

 

 

Source: Data Analysis 

 

The above Figure 5.57 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.66 below. 

 

Table5. 66- Mean, Mode & Standard Deviation Q19  

N Valid 600 

Missing 0 

Mean 3.56 

Mode 4 

Std. Deviation 1.047 

Minimum 1 
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Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q19 is 3.56 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.57. This has 

cemented previous results generated in Table 5.64 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

they have had plenty of opportunities to ask questions during training session. 

The cumulative data will be scrutinized further down to the hospital level to see 

the response that how each hospital has responded to this statement which can 

be seen in Table 5.67 below.  

 

 

 

 

 

 

 



373 
 

 

 

Table5. 67- Cross tabulation Hospital and Q19 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 4 14 4 58 15 95 

% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

12.5% 17.7% 4.3% 18.2% 19.0% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 3 7 18 56 11 95 

% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

9.4% 8.9% 19.6% 17.6% 13.9% 15.8% 

Jinnah Hospital Count 6 17 16 62 13 114 

% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

18.8% 21.5% 17.4% 19.5% 16.5% 19.0% 

Mayo Hospital Count 4 20 13 87 24 148 

% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

12.5% 25.3% 14.1% 27.4% 30.4% 24.7% 

Services Hospital Count 15 21 41 55 16 148 
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% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

46.9% 26.6% 44.6% 17.3% 20.3% 24.7% 

Total Count 32 79 92 318 79 600 

% within I believe 

that trainees were 

given plenty of 

opportunities to ask 

question? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.66 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.58 

below. 

 

Figure5. 58- Frequency Chart for Q19 

Source: Data Analysis 
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Results:  66.2% of the respondents across all hospitals agree that they have 

given plenty of opportunities to ask questions during and after the training 

session. 

 

 

Q20: I believe that trainer was clear on the subject matter?  

This question is designed to understand if the trainer had a knowledge and the 

clarity on the subject matter. This can be analysed and interpreted with the help 

of Table 5.68 below. 

 

Table5. 68-Frequency and Percentage Q20 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 45 7.5 7.5 7.5 

Disagree 60 10.0 10.0 17.5 

I Don't Know 89 14.8 14.8 32.3 

Agree 348 58.0 58.0 90.3 

Strongly Agree 58 9.7 9.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.67 shows that total number of 600 nurses participated in this 

research. Out of those 58 strongly agree and 348 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 406 which is also 67.7% cumulative compared to 60 nurses who 

disagree and 45 nurses who strongly disagree totaling 105 nurses with 
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cumulative percentage of 17.5%. 89 participants who are 14.8% of the total 

population answered that they do not know. This can also be seen in Figure 5.59 

below. 

 

Figure5. 59- Percentage Chart for Q20 

 

 

Source: Data Analysis 

 

The above Figure 5.59 clearly demonstrates that the respondents who agree with 

the above statement are significantly more than the ones who disagreed. The 

above results can further be verified through mean, mode and standard deviation 

which has been analysed in the Table 5.69 below. 
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Table5. 69- Mean, Mode & Standard Deviation Q20  

N Valid 600 

Missing 0 

Mean 3.52 

Mode 4 

Std. Deviation 1.046 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q20 is 3.52 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.59. This has 

cemented previous results generated in Table 5.67 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

the trainer was clear on the subject matter of the training session. The cumulative 

data will be scrutinized further down to the hospital level to see the response that 

how each hospital has responded to this statement which can be seen in Table 

5.70 below.  
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Table5. 70- Cross tabulation Hospital and Q20 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 2 11 13 58 11 95 

% within I believe 

that trainer was 

clear on the subject 

matter? 

4.4% 18.3% 14.6% 16.7% 19.0% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 3 10 10 62 10 95 

% within I believe 

that trainer was 

clear on the subject 

matter? 

6.7% 16.7% 11.2% 17.8% 17.2% 15.8% 

Jinnah Hospital Count 7 21 8 67 11 114 

% within I believe 

that trainer was 

clear on the subject 

matter? 

15.6% 35.0% 9.0% 19.3% 19.0% 19.0% 

Mayo Hospital Count 8 8 16 101 15 148 

% within I believe 

that trainer was 

clear on the subject 

matter? 

17.8% 13.3% 18.0% 29.0% 25.9% 24.7% 

Services Hospital Count 25 10 42 60 11 148 

% within I believe 

that trainer was 

clear on the subject 

matter? 

55.6% 16.7% 47.2% 17.2% 19.0% 24.7% 

Total Count 45 60 89 348 58 600 
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% within I believe 

that trainer was 

clear on the subject 

matter? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.69 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.60 

below. 

 

Figure5. 60- Frequency Chart for Q20 

Source: Data Analysis 
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Results:  67.7% of the respondents across all hospitals agree that trainer was 

clear on the subject matter. 

 

Q21: I believe that games and ice breakers were part of training?  

This question is designed to understand about the whole training session, if an 

ice breakers and games were the part of the training session. These are important 

to keep trainees engaged. This can be analysed and interpreted with the help of 

Table 5.71 below. 

 

Table5. 71-Frequency and Percentage Q21 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 103 17.2 17.2 17.2 

Disagree 104 17.3 17.3 34.5 

I Don't Know 109 18.2 18.2 52.7 

Agree 231 38.5 38.5 91.2 

Strongly Agree 53 8.8 8.8 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.70 shows that total number of 600 nurses participated in this 

research. Out of those 53 strongly agree and 231 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 284 which is also 47.3% cumulative compared to 104 nurses who 

disagree and 103 nurses who strongly disagree totaling 207 nurses with 
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cumulative percentage of 34.5%. 109 participants who are 18.2% of the total 

population answered that they do not know, maybe they never had a training 

exposure. This can also be seen in Figure 5.61 below. 

 

Figure5. 61- Percentage Chart for Q21 

 

Source: Data Analysis 

 

The above Figure 5.61 clearly demonstrates that the respondents who agree with 

the above statement are more than the ones who disagreed. The above results 

can further be verified through mean, mode and standard deviation which has 

been analysed in the Table 5.72 below. 
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Table5. 72- Mean, Mode & Standard Deviation Q21  

N Valid 600 

Missing 0 

Mean 3.05 

Mode 4 

Std. Deviation 1.265 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q21 is 3.05 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.61. This has 

cemented previous results generated in Table 5.70 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

games and ice breakers were the part of training, however, there are also a lot of 

nurses who responded otherwise. So, it can be noticed here that the answers 

from all the participants are giving mixed message with regards of games or ice 

breakers as a part of training programme. The cumulative data will be scrutinized 

further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.73 below.  
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Table5. 73- Cross tabulation Hospital and Q21 

 

Strongly 

Disagree 

Disagr

ee 

I Don't 

Know Agree 

Strongly 

Agree 

 

 

Total 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 4 24 11 51 5 95 

% within I believe 

that games and ice 

breakers were part 

of training? 

3.9% 23.1% 10.1% 22.1

% 

9.4% 15.8

% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 5 9 17 57 7 95 

% within I believe 

that games and ice 

breakers were part 

of training? 

4.9% 8.7% 15.6% 24.7

% 

13.2% 15.8

% 

Jinnah Hospital Count 10 22 13 49 20 114 

% within I believe 

that games and ice 

breakers were part 

of training? 

9.7% 21.2% 11.9% 21.2

% 

37.7% 19.0

% 

Mayo Hospital Count 59 30 28 25 6 148 

% within I believe 

that games and ice 

breakers were part 

of training? 

57.3% 28.8% 25.7% 10.8

% 

11.3% 24.7

% 

Services Hospital Count 25 19 40 49 15 148 

% within I believe 

that games and ice 

breakers were part 

of training? 

24.3% 18.3% 36.7% 21.2

% 

28.3% 24.7

% 

Total Count 103 104 109 231 53 600 
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% within I believe 

that games and ice 

breakers were part 

of training? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.72 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.62 

below. However, responses from Mayo hospital indicates that the games and ice 

breakers were not the part of training which can also be seen in Figure 5.62 

below. 

  

Figure5. 62- Frequency Chart for Q21 

 

Source: Data Analysis 
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Results:  47.3% of the respondents across all hospitals agreed that games and 

ice breakers were part of training. 

 

Q22: I believe that trainees were given the opportunity to give feedback 

about training?  

This question is designed to understand if the trainees were given the opportunity 

to provide feedback about the training session they have attended. This can be 

analysed and interpreted with the help of Table 5.74 below. 

 

Table5. 74-Frequency and Percentage Q22 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 41 6.8 6.8 6.8 

Disagree 62 10.3 10.3 17.2 

I Don't Know 79 13.2 13.2 30.3 

Agree 319 53.2 53.2 83.5 

Strongly Agree 99 16.5 16.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.73 shows that total number of 600 nurses participated in this 

research. Out of those 99 strongly agree and 319 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 418 which is also 69.7% cumulative compared to 62 nurses who 

disagree and 41 nurses who strongly disagree totaling 103 nurses with 



386 
 

 

 

cumulative percentage of 17.2%. 79 participants who are 13.2% of the total 

population answered that they do not know, maybe they never had a training 

exposure. This can also be seen in Figure 5.63 below. 

 

Figure5. 63- Percentage Chart for Q22 

 

Source: Data Analysis 

 

The above Figure 5.63 clearly demonstrates that the respondents who agree with 

the above statement are more than the ones who disagreed. The above results 

can further be verified through mean, mode and standard deviation which has 

been analysed in the Table 5.75 below. 
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Table5. 75- Mean, Mode & Standard Deviation Q22  

N Valid 600 

Missing 0 

Mean 3.62 

Mode 4 

Std. Deviation 1.088 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q22 is 3.62 which is falling between agree and I 

do not know category. The standard deviation is also small which shows that 

there is not much variation from the mean in the responses. The most used 

number which can also be referred as mode is 4 which indicates that more 

participant’s answer is “agree” and can also be seen in the percentage chart in 

Figure 5.63. This has cemented previous results generated in Table 5.73 through 

frequency and percentage analysis. These results have reflected that most 

nurses believe that trainees were given the opportunity to give feedback about 

the training. The cumulative data will be scrutinized further down to the hospital 

level to see the response that how each hospital has responded to this statement 

which can be seen in Table 5.76 below.  
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Table5. 76- Cross tabulation Hospital and Q22 

 Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 5 13 5 53 19 95 

% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

12.2% 21.0% 6.3% 16.6% 19.2% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 2 5 12 52 24 95 

% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

4.9% 8.1% 15.2% 16.3% 24.2% 15.8% 

Jinnah Hospital Count 6 18 10 62 18 114 

% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

14.6% 29.0% 12.7% 19.4% 18.2% 19.0% 

Mayo Hospital Count 7 7 12 97 25 148 

% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

17.1% 11.3% 15.2% 30.4% 25.3% 24.7% 

Services Hospital Count 21 19 40 55 13 148 
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% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

51.2% 30.6% 50.6% 17.2% 13.1% 24.7% 

Total Count 41 62 79 319 99 600 

% within I agree 

that trainees were 

given the 

opportunity to give 

feedback about 

training? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.75 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.64 

below. Apart from Mayo hospital, where more nurses responded as they are not 

aware followed by disagreeing with the statement, all other hospitals agreed with 

it.  
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Figure5. 64- Frequency Chart for Q22 

 

Source: Data Analysis 

 

Results:  69.7% of the respondents across all hospitals agreed that trainees 

were given the opportunity to give feedback about training.  

 

Q23: I believe that training was never evaluated?  

This question is designed to understand if the training was ever evaluated after 

receiving the feedback from the respondents. As the participants agreed in the 

previous statement that they have been asked for the feedback, this question is 

now to investigate if that feedback was actually taken on board and implemented. 

This can be analysed and interpreted with the help of Table 5.77 below. 
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Table5. 77-Frequency and Percentage Q23 

 

 Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 43 7.2 7.2 7.2 

Disagree 70 11.7 11.7 18.8 

I Don't Know 99 16.5 16.5 35.3 

Agree 264 44.0 44.0 79.3 

Strongly Agree 124 20.7 20.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.76 shows that total number of 600 nurses participated in this 

research. Out of those 124 strongly agree and 264 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 388 which is also 64.7% cumulative compared to 70 nurses who 

disagree and 43 nurses who strongly disagree totaling 113 nurses with 

cumulative percentage of 18.8%. 99 participants who are 16.5% of the total 

population answered that they do not know if the training was ever evaluated. 

This can also be seen in Figure 5.65 below. 
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Figure5. 65- Percentage Chart for Q23 

 

Source: Data Analysis 

 

The above Figure 5.65 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.78 below. 

 

Table5. 78- Mean, Mode & Standard Deviation Q23 

N Valid 600 

Missing 0 

Mean 3.59 

Mode 4 

Std. Deviation 1.149 

Minimum 1 

Maximum 5 

Source: Data Analysis 
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This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q23 is 3.59 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.65. This has 

cemented previous results generated in Table 5.76 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

trainees were given the opportunity to give feedback about the training. The 

cumulative data will be scrutinized further down to the hospital level to see the 

response that how each hospital has responded to this statement which can be 

seen in Table 5.79 below.  

 

Table5. 79- Cross tabulation Hospital and Q23 

 Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 1 13 12 57 12 95 

% within I believe 

that training was 

never evaluated? 

2.3% 18.6% 12.1% 21.6% 9.7% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 8 26 12 31 18 95 

% within I believe 

that training was 

never evaluated? 

18.6% 37.1% 12.1% 11.7% 14.5% 15.8% 

Jinnah Hospital Count 3 5 14 62 30 114 
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% within I believe 

that training was 

never evaluated? 

7.0% 7.1% 14.1% 23.5% 24.2% 19.0% 

Mayo Hospital Count 13 3 18 64 50 148 

% within I believe 

that training was 

never evaluated? 

30.2% 4.3% 18.2% 24.2% 40.3% 24.7% 

Services Hospital Count 18 23 43 50 14 148 

% within I believe 

that training was 

never evaluated? 

41.9% 32.9% 43.4% 18.9% 11.3% 24.7% 

Total Count 43 70 99 264 124 600 

% within I believe 

that training was 

never evaluated? 

100.0% 100.0% 100.0% 100.0

% 

100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.78 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.66 

below.  
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Figure5. 66- Frequency Chart for Q23 

 

Source: Data Analysis 

 

Results:  64.7% of the respondents across all hospitals agree that training was 

never evaluated.  

 

Q24: I believe that training has improved my quality patient care skills?  

This question is designed to understand if the training has improved nursing 

staff’s quality patient care skills. We have already established from Q3 that most 

the nurses disagreed that they have attended any training on quality care. It will 

be interesting to see the responses of this question. This can be analysed and 

interpreted with the help of Table 5.79 below. 
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Table5. 80-Frequency and Percentage Q24 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 42 7.0 7.0 7.0 

Disagree 44 7.3 7.3 14.3 

I Don't Know 86 14.3 14.3 28.7 

Agree 269 44.8 44.8 73.5 

Strongly Agree 159 26.5 26.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.79 shows that total number of 600 nurses participated in this 

research. Out of those 159 strongly agree and 269 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 428 which is also 71.3% cumulative compared to 44 nurses who 

disagree and 42 nurses who strongly disagree totaling 86 nurses with cumulative 

percentage of 14.3%. 86 participants who are 14.3% of the total population 

answered that they are not sure if the training has improved their quality care 

skills. This can also be seen in Figure 5.67 below. 

 

 

 

 

 

 

 



397 
 

 

 

Figure5. 67- Percentage Chart for Q24 

 

 

Source: Data Analysis 

 

The above Figure 5.67 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.81 below. 
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Table5. 81- Mean, Mode & Standard Deviation Q24  

N Valid 600 

Missing 0 

Mean 3.77 

Mode 4 

Std. Deviation 1.131 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q24 is 3.77 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.67. This has 

cemented previous results generated in Table 5.79 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

training has improved their quality care skills. The cumulative data will be 

scrutinized further down to the hospital level to see the response that how each 

hospital has responded to this statement which can be seen in Table 5.82 below.  

 

 

 



399 
 

 

 

Table5. 82- Cross tabulation Hospital and Q24 

 Total 

Strongly 

Disagree 

Disagre

e 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 3 8 7 53 24 95 

% within I believe 

that training has 

improved my quality 

patient care skills? 

7.1% 18.2% 8.1% 19.7% 15.1% 15.8% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 5 5 10 40 35 95 

% within I believe 

that training has 

improved my quality 

patient care skills? 

11.9% 11.4% 11.6% 14.9% 22.0% 15.8% 

Jinnah Hospital Count 2 6 10 50 46 114 

% within I believe 

that training has 

improved my quality 

patient care skills? 

4.8% 13.6% 11.6% 18.6% 28.9% 19.0% 

Mayo Hospital Count 12 3 12 76 45 148 

% within I believe 

that training has 

improved my quality 

patient care skills? 

28.6% 6.8% 14.0% 28.3% 28.3% 24.7% 

Services Hospital Count 20 22 47 50 9 148 

% within I believe 

that training has 

improved my quality 

patient care skills? 

47.6% 50.0% 54.7% 18.6% 5.7% 24.7% 

Total Count 42 44 86 269 159 600 

% within I believe 

that training has 

improved my quality 

patient care skills? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 
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Source: Data Analysis 

 

It can be clearly seen in the Table 5.81 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.68 

below.  

 

Figure5. 68- Frequency Chart for Q24 

 

Source: Data Analysis 

 

Results:  71.3% of the respondents across all hospitals agreed that training has 

improved their quality patient care skills. Since in Q3, most of the nurses 

responded that they have never received quality care training so it can be 

assumed that the other trainings which nurses received might have some impact 

on the improvement of quality care skills.  
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In nut shell, the results from the 11 questions into training experience category 

demonstrates that 84.0% of the respondents did not agree that they have found 

social skills development training interesting and relevant to their job across all 

hospitals. It can be inferred from here that there is no existence of social skills 

training as a part of nursing training and development programme. Moreover, 

there are quite mixed responses which includes responses of 45.7% of the 

respondents who did not agree that they have found training too long or boring. 

On the same note 46.2% of the respondents across all hospitals agree that 

training was too short to be effective and 47.3% of the respondents across all 

hospitals agreed that games and ice breakers were part of training. This low 

percentage demonstrates inconsistencies in the planning and designing of the 

training programmes. Furthermore, 56.1% of the respondents agree across all 

hospitals that they have been provided with handouts and helping materials 

during training workshop, 61.4% of the respondents agree that trainer had plenty 

of material to deliver, 67.7% of the respondents agree that trainer was clear on 

the subject matter, 66.2% of the respondents agree that they have given plenty 

of opportunities to ask questions during and after the training session. This further 

concludes that the responses with regards to the delivery of training are not really 

promising. In addition to that, 69.7% of the respondents agreed that trainees were 

given the opportunity to provide feedback about the training but the real question 

is if that feedback has ever taken on board and implemented through training 

evaluation with which 64.7% of the respondents disagreed. However, with all the 

above investigation 71.3% of the nursing staff across all hospitals agreed that 
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training has improved their quality patient care skills. Therefore, it can be 

observed since there is a lot of improvement required in identifying training needs 

process, training planning, design, delivery and evaluation, still a good numbers 

of nursing staff believe that training has helped them out somehow in refining 

their skills and abilities in terms of quality care. The understanding of nursing staff 

with regards to quality care is further explored in the next section of questionnaire. 

 

5.3.3 Quality Patient Care 

This section includes questions to develop an understanding with regards to the 

attitudes and behaviours of nursing staff towards the delivery of quality care and 

its significance. This section is composed of 7 questions starting from Q25 to 

Q31. 

 

Q25: How important do you think that level of commitment is to improve 

effective patient care delivery?  

This question is designed to understand the nursing staff’s belief on effective 

patient care with respect to the level of commitment it needs to achieve that 

benchmark. In other words, to explore that how important do they think that level 

of commitment is required to achieve quality patient care standards. This can be 

analysed and interpreted with the help of Table 5.83 below. 
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Table5. 83-Frequency and Percentage Q25 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 34 5.7 5.7 5.7 

Disagree 36 6.0 6.0 11.7 

I Don't Know 70 11.7 11.7 23.3 

Agree 277 46.2 46.2 69.5 

Strongly Agree 183 30.5 30.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.82 shows that total number of 600 nurses participated in this 

research. Out of those 183 strongly agree and 277 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 460 which is also 76.7% cumulative compared to 36 nurses who 

disagree and 34 nurses who strongly disagree totaling 70 nurses with cumulative 

percentage of 11.7%. 70 participants who are also 11.7% of the total population 

answered that they are not sure if the level of commitment can improve effective 

patient care. This can also be seen in Figure 5.69 below. 
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Figure5. 69- Percentage Chart for Q25 

 

 

Source: Data Analysis 

 

The above Figure 5.69 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.84 below. 
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Table5. 84- Mean, Mode & Standard Deviation Q25  

N Valid 600 

Missing 0 

Mean 3.90 

Mode 4 

Std. Deviation 1.079 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q25 is 3.90 which is falling between agree and I 

do not know category more towards agree category. The standard deviation is 

small which shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart in Figure 5.69. This has cemented previous results generated 

in Table 5.82 through frequency and percentage analysis. These results have 

reflected that most nurses believe that the level of commitment can improve 

quality of patient care. The cumulative data will be scrutinized further down to the 

hospital level to see the response that how each hospital has responded to this 

statement which can be seen in Table 5.85 below.  
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Table5. 85- Cross tabulation Hospital and Q25 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 1 2 7 37 48 95 

% within How 

important do you 

think that level of 

commitment is to 

improve effective 

patient care 

delivery? 

2.9% 5.6% 10.0% 13.4% 26.2% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 2 4 3 42 44 95 

% within How 

important do you 

think that level of 

commitment is to 

improve effective 

patient care 

delivery? 

5.9% 11.1% 4.3% 15.2% 24.0% 15.8% 

Jinnah Hospital Count 2 6 7 68 31 114 

% within How 

important do you 

think that level of 

commitment is to 

improve effective 

patient care 

delivery? 

5.9% 16.7% 10.0% 24.5% 16.9% 19.0% 

Mayo Hospital Count 4 3 10 82 49 148 
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% within How 

important do you 

think that level of 

commitment is to 

improve effective 

patient care 

delivery? 

11.8% 8.3% 14.3% 29.6% 26.8% 24.7% 

Services Hospital Count 25 21 43 48 11 148 

% within How 

important do you 

think that level of 

commitment is to 

improve effective 

patient care 

delivery? 

73.5% 58.3% 61.4% 17.3% 6.0% 24.7% 

Total Count 34 36 70 277 183 600 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.84 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.70 

below.  
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Figure5. 70- Frequency Chart for Q25 

 

Source: Data Analysis 

 

Results:  76.7% of the respondents across all hospitals agreed that the level of 

commitment is important to improve effective patient care delivery.  

 

Q26: How Important is having a detailed conversation with the patients 

regarding their issue?  

This question is designed to understand the nursing staff’s attitude with regards 

to having a detailed conversation with patients as a part of quality care so the 

patient feel that they have communicated what they supposed to and to have a 
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peace of mind that nursing staff have actively listened and understood their 

concerns. This can be analysed and interpreted with the help of Table 5.86 below. 

 

Table5. 86-Frequency and Percentage Q26 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 34 5.7 5.7 5.7 

Disagree 42 7.0 7.0 12.7 

I Don't Know 68 11.3 11.3 24.0 

Agree 266 44.3 44.3 68.3 

Strongly Agree 190 31.7 31.7 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.85 shows that total number of 600 nurses participated in this 

research. Out of those 190 strongly agree and 266 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 456 which is also 76.0% cumulative compared to 42 nurses who 

disagree and 34 nurses who strongly disagree totaling 76 nurses with cumulative 

percentage of 12.7%. 68 participants who are also 11.3% of the total population 

answered that they are not aware if it is important to have a detailed conversation 

with the patients regarding their issue. This can also be seen in Figure 5.71 

below. 
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Figure5. 71- Percentage Chart for Q26 

 

 

 

Source: Data Analysis 

 

The above Figure 5.71 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.87 below. 
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Table5. 87- Mean, Mode & Standard Deviation Q26  

N Valid 600 

Missing 0 

Mean 3.89 

Mode 4 

Std. Deviation 1.100 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q26 is 3.89 which is falling between agree and I 

do not know category more towards agree statement. The standard deviation is 

small which shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart in Figure 5.71. This has cemented previous results generated 

in Table 5.85 through frequency and percentage analysis. These results have 

reflected that most nurses believe that it is imperative to have a detailed 

conversation with patients regarding their issue. The cumulative data will be 

scrutinized further down to the hospital level to see the response that how each 

hospital has responded to this statement which can be seen in Table 5.88 below.  
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Table5. 88- Cross tabulation Hospital and Q26 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 4 4 5 36 46 95 

% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

11.8% 9.5% 7.4% 13.5% 24.2% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 1 2 4 36 52 95 

% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

2.9% 4.8% 5.9% 13.5% 27.4% 15.8% 

Jinnah Hospital Count 4 10 8 50 42 114 

% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

11.8% 23.8% 11.8% 18.8% 22.1% 19.0% 

Mayo Hospital Count 2 1 12 91 42 148 

% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

5.9% 2.4% 17.6% 34.2% 22.1% 24.7% 

Services Hospital Count 23 25 39 53 8 148 
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% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

67.6% 59.5% 57.4% 19.9% 4.2% 24.7% 

Total Count 34 42 68 266 190 600 

% within How 

important is having 

a detailed 

conversation with 

patients regarding 

their issue? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.87 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.72 

below. 
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Figure5. 72- Frequency Chart for Q26 

Source: Data Analysis 

 

Results:  76.0% of the respondents across all hospitals agreed that it is vital to 

have a detailed conversation with patients regarding their issue.  

 

Q27: How Important is explaining the medications and their side effects to 

the patients?  

This question is designed to understand the nursing staff’s attitude with regards 

to explaining the importance of medications and their side effects to the patients. 

This can be analysed and interpreted with the help of Table 5.89 below. 
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Table5. 89-Frequency and Percentage Q27 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 31 5.2 5.2 5.2 

Disagree 47 7.8 7.8 13.0 

I Don't Know 60 10.0 10.0 23.0 

Agree 267 44.5 44.5 67.5 

Strongly Agree 195 32.5 32.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.88 shows that total number of 600 nurses participated in this 

research. Out of those 195 strongly agree and 267 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 462 which is also 77.0% cumulative compared to 47 nurses who 

disagree and 31 nurses who strongly disagree totaling 78 nurses with cumulative 

percentage of 13.0%. 60 participants who are also 10.0% of the total population 

answered that they are not really sure if it is important to explain medications and 

their side effects to the patients. This can also be seen in Figure 5.73 below. 
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Figure5. 73- Percentage Chart for Q27 

 

 

Source: Data Analysis 

 

The above Figure 5.73 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.90 below. 
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Table5. 90- Mean, Mode & Standard Deviation Q27  

N Valid 600 

Missing 0 

Mean 3.91 

Mode 4 

Std. Deviation 1.094 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q27 is 3.91 which is falling between agree and I 

do not know category more towards agree category. The standard deviation is 

small which shows that there is not much variation from the mean in the 

responses. The most used number which can also be referred as mode is 4 which 

indicates that more participant’s answer is “agree” and can also be seen in the 

percentage chart in Figure 5.73. This has cemented previous results generated 

in Table 5.88 through frequency and percentage analysis. These results have 

reflected that most nurses believe that it is imperative to explain medications and 

their side effects to the patients. The cumulative data will be scrutinized further 

down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.91 below.  
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Table5. 91- Cross tabulation Hospital and Q27 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 2 2 3 52 36 95 

% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

6.5% 4.3% 5.0% 19.5% 18.5% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 4 1 6 39 45 95 

% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

12.9% 2.1% 10.0% 14.6% 23.1% 15.8% 

Jinnah Hospital Count 6 13 6 39 50 114 

% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

19.4% 27.7% 10.0% 14.6% 25.6% 19.0% 

Mayo Hospital Count 2 5 8 79 54 148 

% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

6.5% 10.6% 13.3% 29.6% 27.7% 24.7% 

Services Hospital Count 17 26 37 58 10 148 
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% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

54.8% 55.3% 61.7% 21.7% 5.1% 24.7% 

Total Count 31 47 60 267 195 600 

% within How 

important is 

explaining the 

medications and 

their side effects to 

the patients? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.90 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.74 

below.  
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Figure5. 74- Frequency Chart for Q27 

Source: Data Analysis 

Results:  77.0% of the respondents across all hospitals agreed that it is important 

to explain medications and their side effects to the patients.  

 

Q28: How Important is informing patients about their treatment before 

administering medicine/treatment?  

This question is designed to understand the nursing staff’s attitude with regards 

to informing patients about their treatment before initiating any medicine or 

treatment. This can be analysed and interpreted with the help of Table 5.92 

below. 
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Table5. 92-Frequency and Percentage Q28 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 31 5.2 5.2 5.2 

Disagree 29 4.8 4.8 10.0 

I Don't Know 59 9.8 9.8 19.8 

Agree 233 38.8 38.8 58.7 

Strongly Agree 248 41.3 41.3 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.91 shows that total number of 600 nurses participated in this 

research. Out of those 248 strongly agree and 233 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 481 which is also 80.1% cumulative compared to 29 nurses who 

disagree and 31 nurses who strongly disagree totaling 60 nurses with cumulative 

percentage of 10.0%. 59 participants who are also 9.8% of the total population 

answered that they do not really know if it is important to inform patients about 

their treatment or medicines before initiating the treatment. This can also be seen 

in Figure 5.75 below. 
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Figure5. 75- Percentage Chart for Q28 

 

Source: Data Analysis 

 

The above Figure 5.75 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.93 below. 
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Table5. 93- Mean, Mode & Standard Deviation Q28  

N Valid 600 

Missing 0 

Mean 4.06 

Mode 5 

Std. Deviation 1.081 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q28 is 4.06 which is falling between agree and 

strongly agree category. The standard deviation is small which shows that there 

is not much variation from the mean in the responses. The most used number 

which can also be referred as mode is 5 which indicates that more participant’s 

answer is “strongly agree” and can also be seen in the percentage chart in Figure 

5.75. This has cemented previous results generated in Table 5.91 through 

frequency and percentage analysis. These results have reflected that most 

nurses believe that it is important to inform patients about their treatment before 

administering medicine/treatment. The cumulative data will be scrutinized further 

down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.94 below.  
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Table5. 94- Cross tabulation Hospital and Q28 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 1 2 2 41 49 95 

% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

3.2% 6.9% 3.4% 17.6% 19.8% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 1 4 6 33 51 95 

% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

3.2% 13.8% 10.2% 14.2% 20.6% 15.8% 

Jinnah Hospital Count 9 2 4 46 53 114 

% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

29.0% 6.9% 6.8% 19.7% 21.4% 19.0% 

Mayo Hospital Count 2 1 9 60 76 148 
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% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

6.5% 3.4% 15.3% 25.8% 30.6% 24.7% 

Services Hospital Count 18 20 38 53 19 148 

% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

58.1% 69.0% 64.4% 22.7% 7.7% 24.7% 

Total Count 31 29 59 233 248 600 

% within How 

important is 

informing patients 

about their 

treatment before 

administering 

medicine/treatmen

t? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.93 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 
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participants who answered otherwise which can also be seen in the Figure 5.76 

below.  

 

Figure5. 76- Frequency Chart for Q28 

Source: Data Analysis 

 

Results:  80.1% of the respondents across all hospitals agreed that it is important 

to inform patients about their treatment before administering medicine/treatment.  
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Q29: How important do you think that patient related experience (PREM) 

and feedback is for improvement of quality patient care?  

This question is designed to understand the nursing staff’s belief with regards to 

patient’s experience and their feedback for the improvement of quality care. This 

can be analysed and interpreted with the help of Table 5.95 below. 

 

Table5. 95-Frequency and Percentage Q29 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 71 11.8 11.8 11.8 

Disagree 34 5.7 5.7 17.5 

I Don't Know 58 9.7 9.7 27.2 

Agree 222 37.0 37.0 64.2 

Strongly Agree 215 35.8 35.8 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.94 shows that total number of 600 nurses participated in this 

research. Out of those 215 strongly agree and 222 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 437 which is also 72.8% cumulative compared to 34 nurses who 

disagree and 71 nurses who strongly disagree totaling 105 nurses with 

cumulative percentage of 17.5%. 58 participants who are also 9.7% of the total 

population answered that they do not really know if it patient’s experience and 
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their feedback can improve quality care. This can also be seen in Figure 5.77 

below. 

 

Figure5. 77- Percentage Chart for Q29 

 

Source: Data Analysis 

 

The above Figure 5.77 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.96 below. 
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Table5. 96- Mean, Mode & Standard Deviation Q29  

N Valid 600 

Missing 0 

Mean 3.79 

Mode 4 

Std. Deviation 1.306 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q29 is 3.79 which is falling between agree and I 

do not know category. The standard deviation is small which shows that there is 

not much variation from the mean in the responses. The most used number which 

can also be referred as mode is 4 which indicates that more participant’s answer 

is “agree” and can also be seen in the percentage chart in Figure 5.77. This has 

cemented previous results generated in Table 5.94 through frequency and 

percentage analysis. These results have reflected that most nurses believe that 

patient related experience and their feedback is important for the improvement of 

quality care. The cumulative data will be scrutinized further down to the hospital 

level to see the response that how each hospital has responded to this statement 

which can be seen in Table 5.97 below.  

 

 



430 
 

 

 

Table5. 97- Cross tabulation Hospital and Q29 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 5 2 11 36 41 95 

% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

7.0% 5.9% 19.0% 16.2% 19.1% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 0 0 6 30 59 95 

% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

0.0% 0.0% 10.3% 13.5% 27.4% 15.8% 

Jinnah Hospital Count 4 7 9 51 43 114 
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% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

5.6% 20.6% 15.5% 23.0% 20.0% 19.0% 

Mayo Hospital Count 13 5 9 62 59 148 

% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

18.3% 14.7% 15.5% 27.9% 27.4% 24.7% 

Services Hospital Count 49 20 23 43 13 148 

% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

69.0% 58.8% 39.7% 19.4% 6.0% 24.7% 

Total Count 71 34 58 222 215 600 
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% within How 

important do you 

think patient 

related experience 

(PREM) and 

feedback is for 

improvement of 

quality patient 

care? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.96 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise apart from Services hospital, as the 

responses received from them is quite mixed which can also be seen in the Figure 

5.78 below.  

 

Figure5. 78- Frequency Chart for Q29 

 

Source: Data Analysis 
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 Results:  72.8% of the respondents across all hospitals agreed that patient 

related experience (PREM) and their feedback is significant for the improvement 

of quality care.  

 

Q30: How important do you think that learning from research and evidences 

(evidence based learning) can contribute towards positive patient 

experience?  

This question is designed to understand if nursing staff believe that learning either 

from research or through evidences at work if implemented in care process can 

improve patients over all hospitalization experience. This can be analysed and 

interpreted with the help of Table 5.98 below. 

 

Table5. 98-Frequency and Percentage Q30 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 12 2.0 2.0 2.0 

Disagree 47 7.8 7.8 9.8 

I Don't Know 76 12.7 12.7 22.5 

Agree 240 40.0 40.0 62.5 

Strongly Agree 225 37.5 37.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.97 shows that total number of 600 nurses participated in this 

research. Out of those 225 strongly agree and 240 nurses agree with the above 
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statement which takes the total number of respondents who agree with the above 

statement to 465 which is also 77.5% cumulative compared to 47 nurses who 

disagree and 12 nurses who strongly disagree totaling 59 nurses with cumulative 

percentage of 9.8%. 76 participants who are also 12.7% of the total population 

answered that they do not really know if learning from research and evidences 

(evidence based learning) can contribute towards positive patient experience. 

This can also be seen in Figure 5.79 below. 

 

Figure5. 79- Percentage Chart for Q30 

 

Source: Data Analysis 

 

The above Figure 5.79 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 
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results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.99 below. 

 

Table5. 99- Mean, Mode & Standard Deviation Q30  

N Valid 600 

Missing 0 

Mean 4.03 

Mode 4 

Std. Deviation .998 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q30 is 4.03 which is falling between agree and 

strongly agree category. The standard deviation is even smaller which shows that 

there is not much variation from the mean in the responses. The most used 

number which can also be referred as mode is 4 which indicates that more 

participant’s answer is “agree” and can also be seen in the percentage chart in 

Figure 5.79. This has cemented previous results generated in Table 5.96 through 

frequency and percentage analysis. These results have reflected that most 

nurses believe that it is imperative to learn from research and evidences and can 

definitely improve patient’s experience. The cumulative data will be scrutinized 
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further down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.99 below.  

 

Table5. 100- Cross tabulation Hospital and Q30 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 0 10 8 45 32 95 

% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

0.0% 21.3% 10.5% 18.8% 14.2% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 0 1 0 32 62 95 

% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

0.0% 2.1% 0.0% 13.3% 27.6% 15.8% 

Jinnah Hospital Count 0 5 13 47 49 114 
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% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

0.0% 10.6% 17.1% 19.6% 21.8% 19.0% 

Mayo Hospital Count 0 2 14 65 67 148 

% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

0.0% 4.3% 18.4% 27.1% 29.8% 24.7% 

Services Hospital Count 12 29 41 51 15 148 

% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

100.0% 61.7% 53.9% 21.3% 6.7% 24.7% 

Total Count 12 47 76 240 225 600 
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% within How 

important do you 

think is learning 

from research and 

evidences 

(evidence -based 

learning) can 

contribute towards 

positive patient’s 

experience? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.99 above that across all hospitals the number 

of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.80 

below.  

 

Figure5. 80- Frequency Chart for Q30 

 

Source: Data Analysis 
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Results:  77.5% of the respondents across all hospitals agreed that learning from 

research and evidences can contribute towards positive patient’s experience.  

 

Q31: How Important is to explain health conditions to patient in a concise 

way so they can understand them clearly?  

This question is designed to understand if nursing staff is aware of the 

significance of explaining health condition to the patients concisely and clearly so 

they can make informed decisions. This can be analysed and interpreted with the 

help of Table 5.101 below. 

 

Table5. 101-Frequency and Percentage Q31 

 

 
Frequency Percent Valid Percent 

Cumulative 

Percent 

Valid Strongly Disagree 30 5.0 5.0 5.0 

Disagree 30 5.0 5.0 10.0 

I Don't Know 50 8.3 8.3 18.3 

Agree 283 47.2 47.2 65.5 

Strongly Agree 207 34.5 34.5 100.0 

Total 600 100.0 100.0  

Source: Data Analysis 

 

The above Table 5.99 shows that total number of 600 nurses participated in this 

research. Out of those 207 strongly agree and 283 nurses agree with the above 

statement which takes the total number of respondents who agree with the above 

statement to 490 which is also 81.7% cumulative compared to 30 nurses who 
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disagree and 30 nurses who strongly disagree totaling 60 nurses with cumulative 

percentage of 10.0%. 50 participants who are also 8.3% of the total population 

answered that they do not really sure about the above statement. This can also 

be seen in Figure 5.81 below. 

 

Figure5. 81- Percentage Chart for Q31 

 

Source: Data Analysis 

 

The above Figure 5.81 clearly demonstrates that the respondents who agree with 

the above statement are far more than the ones who disagreed. The above 

results can further be verified through mean, mode and standard deviation which 

has been analysed in the Table 5.102 below. 
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Table5. 102- Mean, Mode & Standard Deviation Q31  

N Valid 600 

Missing 0 

Mean 4.01 

Mode 4 

Std. Deviation 1.039 

Minimum 1 

Maximum 5 

Source: Data Analysis 

 

This is considerably noticeable that the minimum and maximum numbers are 1-

5 where 1 is strongly disagree, 2 is disagree, 3 is I do not know, 4 is agree and 5 

is strongly agree. The mean for Q31 is 4.01 which is falling between agree and 

strongly agree category. The standard deviation is small which shows that there 

is not much variation from the mean in the responses. The most used number 

which can also be referred as mode is 4 which indicates that more participant’s 

answer is “agree” and can also be seen in the percentage chart in Figure 5.81. 

This has cemented previous results generated in Table 5.99 through frequency 

and percentage analysis. These results have reflected that most nurses believe 

that it is important to explain health conditions to patients in calm and concise 

way so they can understand them clearly and could make informed decisions on 

the basis of such information. The cumulative data will be scrutinized further 

down to the hospital level to see the response that how each hospital has 

responded to this statement which can be seen in Table 5.103 below.  
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Table5. 103- Cross tabulation Hospital and Q31 

 

 

Total 

Strongly 

Disagree Disagree 

I Don't 

Know Agree 

Strongly 

Agree 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 2 1 3 61 28 95 

% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

6.7% 3.3% 6.0% 21.6% 13.5% 15.8% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 0 0 1 33 61 95 

% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

0.0% 0.0% 2.0% 11.7% 29.5% 15.8% 

Jinnah Hospital Count 1 7 7 57 42 114 
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% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

3.3% 23.3% 14.0% 20.1% 20.3% 19.0% 

Mayo Hospital Count 13 3 8 74 50 148 

% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

43.3% 10.0% 16.0% 26.1% 24.2% 24.7% 

Services Hospital Count 14 19 31 58 26 148 

% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

46.7% 63.3% 62.0% 20.5% 12.6% 24.7% 

Total Count 30 30 50 283 207 600 
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% within How 

important is to 

explain health 

conditions to 

patients in a 

concise way so 

they can 

understand them 

clearly? 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0

% 

Source: Data Analysis 

 

It can be clearly seen in the Table 5.102 above that across all hospitals the 

number of participants who have agreed to the statement above is more than the 

participants who answered otherwise which can also be seen in the Figure 5.82 

below.  

 

Figure5. 82- Frequency Chart for Q31 

Source: Data Analysis 
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Results:  81.7% of the respondents across all hospitals agreed that it is really 

important to explain health conditions to patients in a concise way so they can 

understand them clearly which will then help them in making informed decisions 

with regards to their treatment.  

 

By concluding the above analysis it can be observed in the section of quality care 

that all responses are quite positive as 76.7% of the respondents across all 

hospitals agree that the level of commitment is important to improve effective 

patient care. 76.0% of them agree with the importance of having detailed 

conversation with patients regarding their issues. 77.0% of them also agree with 

the significance of explaining medications and their side effects to the patients. 

Moreover, 80.1% of the respondents across all hospitals agree on the importance 

of informing patients about their treatment before administering medicine or a 

treatment. Furthermore, 72.8% of the respondents across all hospitals agree that 

patient reported experience (PREM) and their feedback is significant for the 

improvement of quality care. 77.5% of the respondents come to an agreement 

that learning from research and evidences can contribute towards positive 

patient’s experience and finally, 81.7% of the respondents come to a decision 

that it is really important to explain health conditions to patients in a concise way 

so they can understand them clearly which will then help them in making informed 

decisions with regards to their treatment. Therefore, it can be determined that 

nursing staff is well aware of what is required of them to offer quality care despite 

of not having the best process in place for identifying their needs of training, 
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overall training experience and not been able to attended any training course with 

regards to quality care or social skills development as a part of continuous 

professional development programme (CPD) during their career. This leads to 

get further investigation on few other aspects like if there is any performance 

appraisal systems in place to identify training needs or if there is any CPD 

opportunities available for nursing staff. The trainings which did not include 

quality care or social skills development aspect for quality care then what other 

training programmes nursing staff have attended which helped them raising 

awareness with regards to quality care. There are 10 interviews conducted in this 

respect to verify the claims gathered through questionnaires in this project and 

the details of those questions can be seen in Appendix 2 and the discussion 

around those can be found in Chapter 6. 

5.4 Conclusion 

The analysis from the questionnaires have been discussed above in detail and 

will be debated further under the light of literature and qualitative evidences in the 

next chapter.   
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Chapter 6- Discussion of Findings  

6.1 Introduction 

This chapter will be discussing the results obtained from the quantitative 

evidences and to analyse them further under qualitative perspective to further 

substantiate the authenticity of the data collected through quantitative survey 

questionnaire. Since the main method of collecting data is quantitative therefore, 

the accounts from interviews are there just to support and enrich data findings 

from questionnaires. Semi structured interviews have been adopted to answer 

the research questions under qualitative umbrella. The questions in the semi 

structured interviews are kept in line with the sections outlined in questionnaire. 

The sections in questionnaire are composed of three main categories which are 

training and development needs, training experience and patient’s experience of 

quality care from nurse’s perspective. The outcome from the semi-structured 

interviews support the quantitative data and provide insight into the perspectives 

of training and development of nursing staff in the Public hospitals of Lahore, 

Pakistan. The reason for using semi structured interviews is because it supports 

in comparing results and its potential to further analyse. The chapter will discuss 

the characteristics of nursing staff, training and development needs, training 

experience and social skills and competence required to achieve quality care 

objectives. 
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6.2 Characteristics of Nursing Staff in Pakistan 

This section presents and discusses responses of respondents from five selected 

main tertiary hospitals of Lahore, Pakistan. In order to explore the background of 

nurses who might be involved in any training and development programmes were 

asked of their age, gender, and designation and working experience.  

 

6.2.1 Age 

Age of respondents is divided into further five sections, first section includes age 

under 20 years, the second section contains a group of nurses ranging from 21-

30 years of age, in third section there are nurses from 31-40 years, fourth section 

includes ages from 41-50 years and the last section contains group of nurses 

aging 51 and over.  This clearly indicates that the data has been collected from 

nurses of all ages. Collective data from all hospitals indicates that most 

responses received from the age group of 21-30 years which is 38.2%, data from 

age group of up to 20 years is not too far behind with a response of 32.8% which 

collectively makes 71.0% of the total data collected. However, 18.50% responses 

received from nurses age between 31-40 years, 5.2% responses received from 

nurses age 41-50 years and 5.3% responses received from nurses with the age 

range of 51 years and over as shown in Table 6.1 below. This can be inferred 

from here that the involvement and enthusiasm of younger nurses towards 

responding the questionnaires is far more than the experienced nurses which 

suggests that younger nurses are eager to improve quality care practices and are 

keen to develop and therefore, responded positively to the training and 
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development questionnaire compared to the experienced and older nurses who 

might be at the twilight of their careers and not really motivated towards any sort 

of personal development through training interventions. Effective implementation 

of HR can, however, enhance productivity of any organisation through improving 

skills, knowledge, motivation and abilities of their workers (Huselid, 1995). 

Moreover, it is imperative that staff in medical services have very good 

relationship and team work ethics in order to keep motivated (Androniceanu, 

2017). Human resource development involves motivation and control of 

individuals at work to increase the organisational performance. Human Resource 

Development involves training, development, motivation and control of 

individuals at work and is done through good potential practice model to increase 

the organisational performance and build positive attitude in individuals toward 

work which could result in increase in the overall efficiency of the organisation. 

Some of the individual roles are learning transfer, reinforcement of suitable 

behaviour, awareness of results, dynamic participation, motivation, willingness to 

change, and time reflection of training process whereas (Pedlar, 1994:204) 

classify their involvement as self-development. 
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Table6. 1- Project Involvement by Age 

 Total 

Up to 20 

years old 

21-30 

years old 

31-40 

years old 

41-50 

years old 

50 years 

and 

above 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 35 36 23 1 0 95 

% within Name of 

Hospital 

36.8% 37.9% 24.2% 1.1% 0.0% 100.0

% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 31 43 16 3 2 95 

% within Name of 

Hospital 

32.6% 45.3% 16.8% 3.2% 2.1% 100.0

% 

Jinnah Hospital Count 48 40 14 8 4 114 

% within Name of 

Hospital 

42.1% 35.1% 12.3% 7.0% 3.5% 100.0

% 

Mayo Hospital Count 37 70 30 8 3 148 

% within Name of 

Hospital 

25.0% 47.3% 20.3% 5.4% 2.0% 100.0

% 

Services Hospital Count 46 40 28 11 23 148 

% within Name of 

Hospital 

31.1% 27.0% 18.9% 7.4% 15.5% 100.0

% 

Total Count 197 229 111 31 32 600 

% within Name of 

Hospital 

32.8% 38.2% 18.5% 5.2% 5.3% 100.0

% 

Source: Data Analysis 

6.2.2 Gender 

For the economic and human development of Pakistan, it is necessary that 

Pakistan should put 100% effort to minimise negative factors through strategic 

eradication process. The main factors are political instability which has been 

prevailing for decades, ethnic divide between the people from regions, gender 
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discrimination is clearly seen from the number of female workers ratio 20-25% to 

men’s 80-85% (Gibbs 2011:385). This clearly shows that there is a huge gap 

between the male and female workforce. Female workforce if developed and 

deployed strategically can make a huge difference in the development of the 

entire nation as a whole as they are already contributing in the nursing sector. 

Across all five hospitals out of 600 responses 582 received from the female 

nurses and only 18 responses received from the male nurses which clearly 

indicates that the profession of nursing has been predominately taken over by 

the female segment or an inference can be drawn that there is no real interest 

from the males in this profession. That leaves a huge gap within this profession 

and can be really filled if more males can get into this profession since there is a 

lot of male workforce already in the market and even more female workers can 

join since there is a big vacuum at the national level for male and female workers 

and they can pursue it as a proper career. This can be possibly achieved by 

raising the bar for recruitment for this profession with good salary package, 

compensation through financial benefits and rewards based on performance 

management and training and development interventions which could potentially 

attract more workforce from all genders. Human resource management and 

development can play a pivotal role in productivity by improving the quality for 

recruitment and selection of people, developing employees on regular basis 

through proper training and developmental programmes and by introducing 

performance management and compensation systems for providing rewards to 

the people (Delaney and Huselid, 1996 & Koch and McGrath, 1996). 
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Implementation of effective human resource system can increase organisational 

performance (Delaney and Huselid, 1996) as well as can be a source of attaining 

competitive advantage (Baird and Meshoulam, 1988 & Jackson and Schuler, 

1995) and can also have significant influence in the development and 

optimization of organisational abilities (Harel and Tzafrir, 1999 & Aghazadeh 

2003). Total female response from all hospitals is 97.0% in comparison with 3.0% 

responses from males. This clearly indicates that nursing sector in Pakistan is 

heavily dominated by the females and there is a lot of gap for the male workers 

to join this profession. It might be worth looking into at some stage that why male 

workforce is reluctant to join this profession. The collective response from all the 

hospitals has also been elaborated in Table 6.2 below. 

Table6. 2-Project Involvement by Gender 

 Total Male Female 

Name of Hospital Lahore General Hospital 

(LGH) 

Count 2 93 95 

% within Name of Hospital 2.1% 97.9% 100.0% 

Pakistan Institute of 

Neurosciences (PINS) 

Count 2 93 95 

% within Name of Hospital 2.1% 97.9% 100.0% 

Jinnah Hospital Count 3 111 114 

% within Name of Hospital 2.6% 97.4% 100.0% 

Mayo Hospital Count 4 144 148 

% within Name of Hospital 2.7% 97.3% 100.0% 

Services Hospital Count 7 141 148 

% within Name of Hospital 4.7% 95.3% 100.0% 

Total Count 18 582 600 

% within Name of Hospital 3.0% 97.0% 100.0% 

 Source: Data Analysis 
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6.2.3 Designation 

Responses received from nurses with four different types of designations. This 

include student nurses, staff nurses, charge nurses and head nurses. Across all 

five hospitals out of 600 responses 458 received from charge nurses, 71 received 

from staff nurses, 34 received from student nurses and 37 responses received 

from head nurses. As it can be noticed from above that there is a huge 

contribution from charge nurses in terms of responding to the questionnaire. 

Head nurses are generally less in number in the hospitals which also reflects with 

their responses shown in Table 6.3. Since the research is with regards to the 

training and development of nurses which are working full time, therefore, student 

nurses were not really the target but still included as a small sample to analyse 

briefly what is happening during the education and on job part time learning of 

nurses and if there is any element of training and development intervention at the 

early stage of their careers. As we have discussed that small sample from student 

nurses was deliberate which leaves head nurses with the lowest response 

verifies the assumption of low motivation for professional growth as they are at 

the end of their career therefore, doesn’t seem to be responding much to their 

own training and development questionnaire which clearly reflects negative 

attitude and behaviour on the part of head nurses. Garavan (1997: 2) suggested 

that training supports in developing skills, knowledge and attitudes through 

learning which results in performing jobs effectively. Goldstein, (1993:3) 

mentioned that there is a consensus between many writers that training helps in 

changing behaviours through learning due to education, development, planned 
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experience and instructions. Therefore, the experienced nurses should be given 

training opportunities which can not only motivate them but also can instil the 

mentality of leading by examples by supporting newly qualified nurses in 

developing their confidence, abilities and skills. In general, the maximum data 

gathered is from charge nurses which is 76.3% in total, 11.8% from staff nurses, 

6.2% from head nurses and 5.7% from student nurses shown Table 6.3 below. 

Table6. 3- Project Involvement by Designation  

 

 Total 

Charge 

Nurse 

Staff 

Nurse 

Student 

Nurse 

Head 

Nurse 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 79 16 0 0 95 

% within Name of 

Hospital 

83.2% 16.8% 0.0% 0.0% 100.0% 

Pakistan Institute of 

Neurosciences 

(PINS) 

Count 88 5 0 2 95 

% within Name of 

Hospital 

92.6% 5.3% 0.0% 2.1% 100.0% 

Jinnah Hospital Count 67 10 32 5 114 

% within Name of 

Hospital 

58.8% 8.8% 28.1% 4.4% 100.0% 

Mayo Hospital Count 123 12 1 12 148 

% within Name of 

Hospital 

83.1% 8.1% 0.7% 8.1% 100.0% 

Services Hospital Count 101 28 1 18 148 

% within Name of 

Hospital 

68.2% 18.9% 0.7% 12.2% 100.0% 

Total Count 458 71 34 37 600 

% within Name of 

Hospital 

76.3% 11.8% 5.7% 6.2% 100.0% 

Source: Data Analysis 
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6.2.4 Total Work Experience 

Responses received from nurses with overall working experience ranging from 

less than year to over 15 years.  There is one common trend noticed in all 

hospitals that nurses with the experience of 5 years and below has outnumbered 

more experienced nurses with their responses hence validating previous claims 

of younger nurses and their seriousness with regards to their personal and 

professional development through training and development interventions 

compared to experienced nurses which can also be noticed in Table 6.4 below. 

There is a lot of discussion in the literature regarding the positive impact on the 

organisational performance through professional development as a key human 

resource management practice (Carlisle et al., 2011 and Guest 1997, 1989). 

Hence, developing the skills and competencies are very important which can be 

done through proper training and continuous professional development 

programmes. Therefore, organisations should invest in training their employees 

for their development so that with improved performance, efficiency and 

capability they can better respond to the challenges (Birchall and Smith, 1999). 

Ongoing professional development and strong educational foundation is vital for 

diversified nursing roles (Pascoe et al., 2007). There is also a need for 

consultation with nurses during training need analysis before designing an 

education or training strategy (McKinlay et al., 2012). Table 6.4 below shows that 

out of 600 responses 371 responses received from the nurses with working 

experience of up to 5 years which also makes 61.8% of the total responses 

received. This has been evidently established that the younger female charge 
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nurses with working experience of less than 5 years has given prompt response 

and demonstrated their intentions for personal and quality care development. 

This is incredible indication for Pakistan that younger, less experienced 

generation is willing to learn, train and develop. What they might need is a proper 

infrastructure with regards to their training and development needs as well as the 

support from the senior nurses. It seems by the responses that senior nurses are 

not too much involved in transferring the knowledge and skills in younger nurses 

however, it is very important for the development of younger nurses to have 

preceptorship programmes in place but Irwin et al (2018) suggested that the 

confidence building is directly related to skills and abilities and not much 

influenced by preceptorship.  

Table6. 4- Project Involvement by Total Work Experience 

 Total 

Less than 

one year 

1-2 

years 

3-5 

years 

5-10 

years 

10-15 

years 

15 years 

and 

above 

Name of 

Hospital 

Lahore General 

Hospital (LGH) 

Count 3 19 44 19 9 1 95 

% within Name of 

Hospital 

3.2% 20.0% 46.3% 20.0% 9.5% 1.1% 100.0

% 

Pakistan Institute 

of Neurosciences 

(PINS) 

Count 3 25 35 19 5 8 95 

% within Name of 

Hospital 

3.2% 26.3% 36.8% 20.0% 5.3% 8.4% 100.0

% 

Jinnah Hospital Count 5 34 36 10 17 12 114 

% within Name of 

Hospital 

4.4% 29.8% 31.6% 8.8% 14.9% 10.5% 100.0

% 

Mayo Hospital Count 1 35 50 35 17 10 148 
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% within Name of 

Hospital 

0.7% 23.6% 33.8% 23.6% 11.5% 6.8% 100.0

% 

Services Hospital Count 2 32 47 25 11 31 148 

% within Name of 

Hospital 

1.4% 21.6% 31.8% 16.9% 7.4% 20.9% 100.0

% 

Total Count 14 145 212 108 59 62 600 

% within Name of 

Hospital 

2.3% 24.2% 35.3% 18.0% 9.8% 10.3% 100.0

% 

Source: Data Analysis 

6.3 Training and Development Needs 

In order to discuss findings, it is vital to contemplate these measures to make the 

argument simpler and clearer by dividing Likert scale into three categories (agree, 

do not know and disagree), agree (agree and strongly agree), do not know (do 

not know) and disagree (disagree and strongly disagree). The responses from all 

five hospitals will be collectively discussed.  

 

6.3.1 Process of identify training needs 

In chapter two the importance of training and development has been discussed. 

Training is not simply desirable, it is a global business requisite and the emerging 

horizon of current needs have made it more incumbent. Training and 

development are indispensable strategic tools for effective individual and 

organisational performance (Gibbs, 2011, Mclean and Mclean, 2001). The 

training and development is a long process of evaluating the participant’s ability, 

skills, knowledge and level of learning gained through the process (McCourt and 
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Eldridge 2003). Training is required to enhance the performance of individuals or 

groups in any organisation, in this case nurses and the training need analysis is 

a method to identify such needs. Therefore, the process of training need analysis 

(TNA) helps to identify the gaps between potential and the present performance 

of the workforce of any organisation (Peterson, 1998:8). Arora and Talwar 

(2019:137) defined training needs assessment is a process to find out the 

performance gaps of employee’s current work and what they should do. Nurses 

have been asked if there is a process in place in their organisations for identifying 

their training needs. It seems the majority of the respondents felt that there is no 

process of training need analysis in place across all hospitals. For example, 

(N=600, 73.5%) of the respondents answered in disagreement of the presence 

of TNA process. However, 19.5% of the respondents replied otherwise. Any 

training lacking mature training need analysis process and lacking stakeholder’s 

involvement is simply a waste of time and money (Boydell and Leary, 1996).  The 

first step for the training process is TNA and its significance should not be ignored 

for the proper implementation of the whole training cycle otherwise organisations 

will not be able to derive maximum benefits through it or even might suffer higher 

costs without any return (Boydell and Leary, 1996:1). TNA offers the foundation 

for clear objectives of the training and those objectives finally reinforce the 

suitable design, delivery and evaluation of the training (Bee and Bee, 1994:111-

112). Quality care nursing should not be assessed without the involvement of 

nurses (Koy et al, 2019). Nurses have been asked if they ever been consulted 

about their training needs. It seems the majority of the respondents felt that they 
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have not. For example, (N=600, 73.2%) of the respondents answered in 

disagreement, however, 18.0% of the respondents replied otherwise. Bee & Bee 

(1994:19) highlighted the importance of TNA by stating that,  

 

“Identifying the range and extent of training needs from the business needs, 

specifying those training needs very precisely and analyzing how best the training 

needs might be met”.  

 

Therefore, it is very important for any successful training programme to evaluate 

if the training needs of the identified population has been met or what could be 

improved from the training cycle in order to ensure this. McKinlay et al., (2012) 

stressed the importance of the involvement of nursing staff in the process of their 

training needs assessment strategy. TNA has considerable value for both 

organisations and the individuals because this is a step towards the achievement 

of organisational objectives as well as provide the opportunity for learning and 

development for individuals through transfer of knowledge (Arora and Talwar, 

2019:137). Nurses have been asked if they believe that their training needs have 

been met through training process. It seems the majority of the respondents felt 

that they have been met somehow even though they were never involved in any 

training needs assessment plans. For example, (N=600, 74.9%) of the 

respondents answered in agreement, however, 13.5% of the respondents replied 

otherwise. This leads to get further investigation on few aspects like if there is 

any human resource department with training and development responsibilities, 
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is there any performance appraisal systems in place to identify training needs or 

have nurses been involved in their training assessment plans. To achieve that 

depth, four questions were designed to interview 10 nurses, 2 from each hospital 

and their cumulated response has been elaborated below. Nurses were asked if 

their hospital have Human Resource Development department with training and 

development responsibilities. 

 

“I have never known that if there is any human resource development department 

in the hospital” …... MH1 

 

The participants responded from all five hospitals that there is no human resource 

development department as such which is focusing on the training and 

development needs of nursing staff. There is a general administration block who 

deals with general Human Resource issues. Nurses were asked if they have any 

annual appraisal system where they can discuss their training and development 

needs as a part of their appraisal. 

 

“I have seen appraisal form only once in my working history where I have to fill it 

in myself, it did not include anything related to my training needs” …... MH2  

 

The response from all five hospitals were unanimous, they replied that there is 

no appraisal system where there is one to one discussion with the nursing 

superintendent or any HRD staff, therefore, no training needs discussed during 
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appraisal. Nurses were asked if there is a process or policy in place for identifying 

nursing training needs, how significant this could be for nursing sector 

development. 

 

“There is no policy as far as I am aware with regards to the identification of 

training needs” …... SH1 

 

Nurses believe in general that identifying training needs of nurses as a part of 

policy development and implementation can immensely develop capacity and 

capabilities for nursing sector, however, they all agree that there is no process or 

policy they are aware of with regards to the identification of their training needs. 

Nurses were asked if they ever been involved in training needs assessment plan, 

how important this could be for their personal development. 

 

“There is no such culture of involving nurses in their training needs assessment 

plans” …... JH1 

 

Nurses from all hospitals agree that training needs assessment plan can 

massively contribute towards bridging the performance gaps, however, sadly 

they all have stated that they have never been invited or involved in such activity. 
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6.3.2 Social Skills Training  

Any sort of interaction, verbal or non verbal, through eye contact or through 

smiling gesture with others comes under the category of social skills (Kwon et al. 

2012; Radley et al. 2014). Social skills along with social competence can 

transfrom employee’s to the best of their behaviour (Chester et al. 2019). Usher 

et al. (2015) further added that in order to keep the interaction interesting and 

engaging, social competence is a key because it represents the combination and 

integration of social, cognitive, emotional and behavioural skills. This 

demonstrates that having social competence can lead to better possible patient 

experiences and improved patient outcomes.  

The most important task for any organisations is to be able to cope with current 

and future organisational needs by developing their staff to compete in the market 

(Maybey and Salaman, 1995 and Nadler, 1974). To do so, organisations need to 

develop a learning culture so that the skills and knowledge of employees in the 

organisation are up to scratch to meet the current and future organisational 

requirements and to stay competitive and successful (Garavan, 1997 and 

Crossan & Guatto, 1996). To encourage organisational learning, it is important to 

create and maintain learning culture which is key to advance the organisational 

ability (IAEA, 1998). Hence, developing their skills and competencies are very 

important which can be done through proper training and continuous professional 

development programmes. Improved outcomes with efficiency and effectiveness 

can be derived through investment in the implementation of proper training 

programmes in order to meet future challenges and to achieve organisational 
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objectives (Birchall and Smith, 1999). It is very important for the nursing staff 

to possess those qualities. The performance of good health care system also 

depends on the qualities, skills and knowledge of health workforce but less 

attention has been given towards the training of health workers particularly in 

developing countries (Beaglehole & Dal Poz, 2003). Nurses have been asked if 

they ever attended training course during their service. It seems the majority of 

the respondents replied in agreement. For example, (N=600, 70.4%) of the 

respondents answered that they had the opportunity in their careers with regards 

to attending training course but without proper training needs assessment as 

established before. However, 19.2% of the respondents replied otherwise. These 

results have reflected that most nurses believe that they have been on some sort 

of training but it will be worth investigating that if nurses who have claimed to 

have attended training programmes did include any training on social skills 

development or quality care. Cahill (1995) has described skill mix as the 

combination of competencies, knowledge, experience and abilities required by 

the nursing staff in order to provide expected level of care. Nurses have been 

asked if skill training has enhanced their abilities. It seems that the majority of the 

respondents replied in agreement. For example, (N=600, 79.8%) of the 

respondents answered that skill training has enhanced their abilities. However, 

12.0% of the respondents replied otherwise. This is then further narrowed down 

to examine if those skill trainings included social aspect to enhance social skills 

in particular as to become an effective nurse, it is important that nurses own those 

unique social qualities, skills and personality traits. Nurses were asked if social 
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skills training was delivered according to their expectation. It seems that the 

majority of the respondents replied in disagreement. For example, (N=600, 

90.7%) of the respondents answered that social skill training was not delivered. 

However, 0.5% of the respondents replied otherwise. It can be assumed from 

here that the skill training nurses claimed to have attended does not include any 

training on social competence or social skills development. Some of the important 

skills highlighted by Analoui (1993) are task related, people related and analytical 

and self-related which Katz (1974) also referred them as technical, human and 

conceptual skills. The significance of social skills has been emphasized by both 

referring them as people related and human skills. In order to ensure high 

standards of quality care, nursing staff should own the above mentioned skills 

and traits. Nurses were asked if social skills training was interesting and relevant. 

It seems that the majority of the respondents replied in disagreement. For 

example, (N=600, 84.0%) of the respondents answered that social skill training 

was neither interesting nor relevant. However, 1.2% of the respondents replied 

otherwise. These results have reflected that that there is a huge gap in terms of 

delivering social skills training in a hope of improving quality care standards. In 

order to remove any possible doubts semi structured interviews were conducted 

with nurses if they have ever been to any social skills training and development 

programmes during their career. Nurses were asked if they ever attended social 

skills development training course and how important did they think this can be 

helpful for improving quality care. 
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“I have not been sent on any training, let alone training for social skills 

development” …... LGH1 

 

All nurses had consensus that social skills training can tremendously add value 

towards elevating the standards of quality care, they have studied different 

aspects of social skills during their education but they have never received any 

on job training with regards to the implementation of social skills and social 

competence at their job. Nurses were asked how important do you think that 

social skill training can change nursing attitudes and behaviours towards quality 

of patient care.  

 

“Social skills training can definitely add value across the board by improving the 

results for overall patient experience” …... PINS1  

 

Nurses across all hospitals agree that social skills training can improve their 

social competence and can refresh what they have learned during their 

education. They have added further that sometime due to workload most of their 

colleagues mainly focused on the cure side but not on the care side as such. 

They strongly believe that social skill training can definitely change nursing 

attitudes and behaviours and keep them focused towards maintaining the 

balance between the care and cure.   
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6.3.3 Nurses view on self-confidence, commitment to development & CPD 

Nursing is a very demanding profession. It requires right personality along with 

technical knowledge. It is important that nurses should possess skills, qualities, 

self-confidence and commitment to development to be effective at work. Nurses 

were asked if training has improved their self-confidence and commitment to 

development. It seems that the majority of the respondents replied in agreement. 

For example, (N=600, 81.5%) of the respondents answered that training has 

improved their self-confidence. However, 10.3% of the respondents replied 

otherwise. Similarly, (N=600, 78.7%) of the respondents answered that training 

has improved their commitment to development. However, 11.8% of the 

respondents replied otherwise. These results have reflected that most nurses 

believe that training has improved their self-confidence and commitment to 

development, therefore, it can be stated that across all hospitals that nurses who 

have attended training workshops believe that their self-confidence have been 

massively improved and has enhanced their motivation and commitment to 

development. Due to high work load and staffing issues, nurses can get stressed 

out sometimes which can affect their ability to perform. According to the National 

Institutes of Occupational Safety and Health, some of the factors which can 

trigger stress in nursing workforce is lack of training and slim chance for career 

development due to limited opportunities for promotion (Khan et al, 2015). 

McLagan (1989) studied roles of HRD and their competencies for ultimate 

effectiveness.  He described the relationship of HRM and HRD as a ‘wheel’ and 

identified three main functions of HRD as career development, organisational 
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development and training and development. They all are interlinked as training 

has a potential to develop careers which ultimately develops businesses and 

organisations.  Nurses should consider their duty of care as a prime responsibility 

and continuous professional development as an ethical act to treat patients 

through learning and education. It is however, important that CPD is relevant, has 

some purpose and covers different elements of personal and professional 

development through education and learning at work. Clark et al., (2015) 

highlighted the need for quality care and stressed that it can only be achieved 

through strong organisational commitment and investment in continuing 

professional development (CPD). Literature has vastly discussed the relationship 

between professional development as a key human resource management 

practice and its positive impact on organisational performance (Carlisle et al., 

2011). This leads to get further investigation through semi-structured interviews 

with respondents in order to get clarity on career development view point of 

nurses as well as if there is a policy or programme in place or ever introduced 

and communicated to the nursing staff with regards to CPD. Nurses were asked 

if they ever attended any training course during their service, how important did 

they think that training can support their career development? 

 

“I have attended few courses when I was working in the private sector but nothing 

in Public Sector in last 5 years” …... MH2  
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The answer received from the nurses in general was that they have attended 

training courses primarily on infection control and happened mainly while serving 

in the private sector. In Public sector, possibly a doctor can favour and 

recommend any nurse for training or the nursing superintendents pick up the 

trainees on their own and choice will without considering the needs of the nursing 

staff which is not really helpful to the deserving candidates for their career 

development. Nurses were asked if they are aware of any continuous 

professional development courses available online on the website of Pakistan 

Nursing Council (PNC). 

 

“I have no clue” …...  JH2 

 

None of the nurses were aware of such arrangement by PNC. It again highlights 

shortcoming in communication by not issuing any circulars in any of the hospitals 

under research to inform nursing community if there is an opportunity available 

for them online for their career development. 

 

Moreover, some questions were designed for the nurses who might never had a 

chance to attend any training but can give their personal opinion with regards to 

what training can help them to achieve in terms of addressing their needs, 

enhancing abilities, self-confidence and commitment to development. In this 

respect nurses were asked if training can address their needs, enhance their 

abilities and improve their self-confidence and commitment to development. It 
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seems that the majority of the respondents replied in agreement. For example, 

(N=600, 77.0%, 80.7%, 80.1% and 80.5%) of the respondents answered that 

training can improve the above. This confirms that nurses believe if the training 

course is relevant and according to their developmental needs does have the 

potential to improve quality care standards across the board. 

 

This can be stated that the results from the 13 questions from questionnaire into 

training and development needs category demonstrates that over 70.0% of the 

nursing staff agreed that neither there is any system in place for identifying 

training needs of nurses nor they have ever been asked by anyone about their 

needs for training and development. In addition to that, more than 70.0% of the 

nurses agreed that they have been on to some sort of training workshops but 

when asked through questionnaires that whether they were related to quality care 

or social skills development, the responses were in disagreement with 68.5% and 

90.7% respectively. This shows that indeed staff has been on training courses or 

workshops during their career but not as much as in social skill or quality care 

domain, therefore, it was worth investigating during the interviews that what 

training workshops they have mainly attended because this is clear from the other 

questions that nursing staff across all hospitals agree that training has a potential 

to meet their needs, enhance their skills and abilities, improve their self-

confidence and can raise commitment to their career and professional 

development. This can be concluded further from the interviews that there is no 

human resource development department in these five public hospitals which can 
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focus on nursing training and development needs, therefore, there is no process 

of annual appraisal either to discuss training and development needs of nurses 

with nurses, hence, they are never involved in such process. Moreover, 

participants also reconfirmed through interviews that they have never attended 

any training course in their career with regards to social skills development and 

quality care. Finally, over 70% of the participants replied in questionnaire that 

they have been to some sort of training course when investigated further through 

interviews it was revealed that nurses have attended training courses primarily 

on infection control and at the time they were mainly serving in the private sector. 

They have never been invited to attend any training course while working in the 

public sector. This confirms lack of training opportunities for social skills 

development in order to achieve high level of quality care standards for nursing 

staff in public health sector of Pakistan. 

6.4 Training Experience 

This section will discuss the training experience using the findings and 

quantitative and qualitative data. 

 

6.4.1 Training Design 

In order to achieve training objectives, planning and developing a training design 

is the next step after training needs analysis (Tannenbaum & Gary 1992). This 

section focuses on training design, delivery and evaluation. Training design is 

about mapping a course design to enhance learning. Good training design leads 
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to successful training programme (Wills, 1993). Buckley and Caple (2004) 

suggested that training design and delivery is not possible unless the objectives 

of training are not clear. McNamara (2018) agreed with this statement and 

highlighted the significance of advance knowledge of training goals, objectives, 

learning activities and evaluation before designing a training programme. For a 

good training design and to achieve optimum results it is important to assess 

training needs and to identify training objectives (Scot et al., 2002:223-228). 

Stallings (1996) divided the training design process into four phases. He 

described them as a process to assess the learning needs of the trainees, to 

specify learning objectives, to choose best possible contents for training and to 

provide printed resources/materials e.g., handouts. Nurses were asked if they 

were given handouts and helpful material. It seems that the majority of the 

respondents replied in agreement. For example, (N=600, 56.1%) of the 

respondents answered that were given handouts and helpful material. However, 

28.7% of the respondents replied otherwise. Even though most of the 

respondents replied in agreement but the percentage of the respondents having 

the opposite view is also quite considerable. Costly and irrelevant training could 

confuse the learners and too little training could also cause performance 

problems, therefore, it is important to keep the balance. Nurses were asked if the 

training was interesting and relevant, long and boring or short and ineffective. It 

seems that the majority of the respondents replied that training was not relevant 

(N=600, 84.0%) with (N=600, 1.2%) responded in the other direction, moreover, 

mixed reply received with regards to the credibility of the training course as if it 

http://www.authenticityconsulting.com/#_blank
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was long and boring (N=600, 45.7%), a large percentage (N=600, 36.5%) of 

respondents believed that training course was too long and boring whereas with 

regards to determining if training was too short to effective, again there was a 

mixed response with majority of  respondents answered that they believe that it 

was quite short training experience (N=600, 45.7%) however, 37.0% of the 

respondents replied otherwise. This mixed response demonstrates the flaws and 

leads to get further investigation through semi-structured interviews with 

respondents to determine further with regards to their overall training experience 

so it can be addressed appropriately. 

 

6.4.2 Training Delivery 

Training delivery is the next step and it is equally important. Buckley (2000:23) 

argued that if the training programme is not delivered properly, the effectiveness 

of training design is not guaranteed to be successful. Effective delivery requires 

skillful trainer with good knowledge of subject along with other quality traits like 

good sense of humor, interpersonal skills, leadership skills, planning skills, 

development and motivational skills. Nurses were asked if they believe that 

trainer was clear on the subject matter and possessed in depth knowledge.  It 

seems that the majority of the respondents replied in agreement. For example, 

(N=600, 67.7%) of the respondents answered that trainer possessed good 

knowledge. However, 17.5% of the respondents replied otherwise. Green, 

(2000:20) further highlighted the importance of training venue by suggesting that 
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it should be environmentally favourable as well as effective learning resource and 

relevant understandable materials should be provided to the learners. When this 

has been asked from nurses if trainers had plenty of material to deliver, majority 

of the respondents replied in agreement. For example, (N=600, 61.4%) of the 

respondents answered that trainer had plenty of material to hand out. However, 

23.8% of the respondents replied otherwise which is also a considerable amount. 

Reid and Barrington (1997) argued that trainer shall not choose the method for 

training, this shall be decided by the person who has designed the training 

course. Forsyth et al (1995) mentioned that choosing a training delivery method 

is not an easy process as it depends on various factors like number of learners, 

types of learners, heterogeneous or homogeneous population, availability of 

funds, time availability, administrative set up and institutional environment and 

have presented their instruction methods according to the size of population. The 

first one is mass instruction which can be utilised in the cases where the 

population of trainees are huge. This could be for over 30 or even over 100 

participants. Method mainly adopted for such sort of training is mass media i.e., 

TV broadcast, internet etc. Second method is group instruction which can be 

used when the population of learners are somewhere between 2 and 30. Methods 

of training can be discussions, critical thinking, oral communication, games and 

ice-breakers, sharing of knowledge and ideas between the participants (Buckley 

and Caple 2004) and finally, individualized instruction methods; which can be 

used where the learning is required for individuals. This could be open, flexible 

and resource based. On this background nurses were asked if games and ice 
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breakers were the part of the training process. Again there were mixed answers 

as majority of the respondents have replied in agreement (N=600, 47.3%), 

however, the opposition for this statement is also quite high with 34.5%. This 

result indicates imbalance in training planning process. It can be even worse if 

the participants do not take part actively to interact and in the training session 

and ask questions to keep trainer engaged. Buckley and Caple, (2004) 

mentioned that most common method used by the trainers are “lessons” because 

of its interactive nature which leads towards the transfer of knowledge and skills. 

However, for such type of method the number of participants should be lower to 

yield the maximum benefits. Kleiner and Read (1996) suggested that simulation 

and role play also keeps the training session interactive. Therefore, nurses were 

asked if they had plenty of opportunities to ask questions during the training 

session. It seems that majority of the respondents replied in agreement. For 

example, (N=600, 66.2%), respondents agreed that they were given the 

opportunity to ask questions during the training sessions which confirms that 

training sessions have been interactive, however, the opposite responses were 

18.5%. It can be inferred from the mixed responses in this section that training 

delivery process also need a bit of tweaking so it can be aligned with TNA and 

fulfil business objectives ultimately.   
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6.4.3 Training Evaluation 

The process of training is incomplete without its assessment (Bee and Bee 

1994:173). Training cannot be labelled as successful without training evaluation 

and it is necessary to verify the achievement of goals which has been identified 

at the time of TNA. Arora and Talwar, (2019:138) mentioned that training 

evaluation is extremely important for the effectiveness of training, therefore, 

relevant data should be collected. Bramley (1996) suggested that evaluation 

should be considered as a vital part of the training cycle. In order to obtain 

information with regards to the training need analysis and training design and 

delivery for the next time, it is imperative to ensure training evaluation (McCourt 

and Eldridge 2003:243). Raab (1991), further added that to gather and analyse 

information systematically about the training programme, evaluation is helpful in 

decision making and to provide guidelines for the assessment of its effectiveness. 

Training evaluation is necessary to find the relevance within training components 

and for improvement of training programmes (Hashim, 2001). Armstrong 

(2001:547-8) presented ten conditions for effective training that individuals needs 

to be motivated towards learning and two of them are that learners should know 

the expected standards of their after training performance and appropriate 

feedback should be provided to trainers. Buckley, (2000) highlighted that 

evaluation is a reliable process in getting feedback which is helpful for the trainer 

to improve operational design for the execution of existing and prospect training 

courses. Nurses were asked if they were given the opportunity to provide 

feedback about training. It seems that majority of the respondents replied in 
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agreement. For example, (N=600, 69.7%), respondents agreed that they were 

given the opportunity to provide feedback after training sessions which confirms 

that there is a process of providing feedback is in place but the real question is 

about its implementation for improved successive training programmes. 

However, 17.2% participants have responded in disagreement. Bee & Bee 

(1994:4) has emphasized that it is vital for the evaluation that,  

“Training must be driven by the business needs of the organisation.”  

Training Evaluation is an ongoing process to assess training programme to 

analyse the cost benefit ratio and to measure the level of achievement of training 

objectives. (Rae, 1991). According to this Bramley (1996) that training evaluation 

should be assessed before the design of training. Different writers have different 

opinion on the matter that when the process of training evaluation should start. 

Davies (1973: 81) mentioned that training evaluation shall start right from the 

point where TNA finishes. Rae (1991) suggested that this process shall start 

before TNA stage and has divided training evaluation into further two categories 

of input evaluation which shall happen before the training design that can 

facilitate design and delivery process and the second one is output evaluation 

which should be done at the end of the process to evaluate any gaps and the 

level of success. Lingham, Richley and Rezania (2006) agreed to the fact that 

training evaluation should happen at every stage of a training process. After 

discussing different opinions of various writers, most of them have agreed with 

Reid and Barrington (1997) that training evaluation should be considered right at 
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the time of setting training objectives. There are different reasons for conducting 

training evaluation, the most accepted reason is that the information gathered 

through evaluation helps in facilitating the participants in the context of job 

performance and helps the decision makers in improving the training 

programmes. Therefore, nurses were asked if they believe that the trainings they 

have attended were evaluated. It seems that majority of the respondents replied 

in disagreement. For example, (N=600, 64.7%), respondents agreed that training 

was never evaluated. However, 18.8% participants have responded otherwise. 

According to CIPD (2015:4) Annual Survey Report, one in seven organisations 

do not evaluate training, learning and development, almost one third believe on 

the level of satisfaction of the participants, almost one five organisations assess 

learning if it has been transferred into workplace through training and only few 

organisations evaluate its bigger impact on business and societies. Therefore, 

transfer of learning and knowledge through training can be assessed through 

evaluation in order to make sure that acquired skills are transferred to the job. 

The fourth stage of the guiding SHRD model is transfer & utilization which is 

significant in terms of transfer of learning through training interventions into the 

workforce, as if nursing staff has learned regarding provision of quality patient 

care through social skills training in this case. This can be noticed from the 

responses above that even feedback from nurses have not taken on board, 

therefore, leaves the training evaluation process incapable of accomplishing the  

objectives. It leads to further investigate training evaluation through semi-

structured interviews with respondents in order to get clarity if the required 
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knowledge has been transferred, how was the training experience and if the 

feedback from the participants were taken on board and implemented for 

successive training sessions. Nurses have been asked if skill training has 

enhanced their abilities. It seems that the majority of the respondents replied in 

agreement. For example, (N=600, 79.8%) of the respondents answered that skill 

training has enhanced their abilities. However, 12.0% of the respondents replied 

otherwise. In order to get further insight to the transfer of learning, nurses have 

been asked if training course developed their skills, how it is benefiting you by 

implementing those skills on your current job.  

“Training course definitely boost my confidence and refined my skills” …... PINS2 

 

“I am quite confident after attending the training course but could have done 

better in implementing those skills if I had a support from other colleagues, in fact 

they tried to restrict me to implement the knowledge gained through training 

because that was a bit more time consuming” …... MH1   

 

All nursing staff agreed that training has indeed developed their skills and they 

are more committed and confident after the training course. Moreover, it helped 

further in supporting the junior staff through transfer of knowledge gained through 

training. Nurses were asked how the overall training experience was, did they 

believe this can be further improved.  

 

“The overall training experience was average” …...  LGH2 
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Mixed answers received from the participants on this questions as some 

participants replied that the training was good and some advised that it was 

average and needed improvement. Nurses were asked if they have given the 

opportunity to give feedback, did they believe it was taken on board and 

implemented in successive training sessions. 

 

“I had the opportunity to provide feedback, even I have suggested to include risk 

management as a part of training because I believed it was relevant, my 

colleagues who went on successive trainings confirmed that it was never 

adopted” …... MH2 

  

Yes, the opportunity was given to provide feedback but some of the nurses 

replied that they are not aware if their feedback was taken on board. The other 

group of nurses replied that their feedback was never taken on board which 

reflect flaws in the training evaluation process. 

 

The results from the 11 questions into training experience category demonstrates 

that 84.0% of the respondents did not agree that they have found social skills 

development training interesting and relevant to their job across all hospitals. It 

can be inferred from here that there is no existence of social skills training as a 

part of nursing training and development programme. Moreover, there are quite 

mixed responses which includes responses of 45.7% of the respondents who did 

not agree that they have found training too long or boring. On the same note 
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46.2% of the respondents across all hospitals agree that training was too short 

to be effective and 47.3% of the respondents across all hospitals agreed that 

games and ice breakers were part of training. This low percentage demonstrates 

inconsistencies in the planning and designing of the training programmes. 

Furthermore, 56.1% of the respondents agree across all hospitals that they have 

been provided with handouts and helping materials during training workshop, 

61.4% of the respondents agree that trainer had plenty of material to deliver, 

67.7% of the respondents agree that trainer was clear on the subject matter, 

66.2% of the respondents agree that they have given plenty of opportunities to 

ask questions during and after the training session. This provides some sort of 

hope that the process of training delivery is not as bad but can be improved. In 

addition to that, 69.7% of the respondents agreed that trainees were given the 

opportunity to provide feedback about the training but the real question is if that 

feedback has ever taken on board and implemented through training evaluation 

with which 64.7% of the respondents disagreed. This is the point of attention in 

order to improve the whole training cycle. However, with all the above 

investigation 71.3% of the nursing staff across all hospitals agreed that training 

has improved their quality patient care skills. Therefore, it can be observed since 

there is a lot of improvement required in identifying training needs process, 

training planning, design, delivery and evaluation, still a good numbers of nursing 

staff believe that training has helped them out somehow in refining their skills and 

abilities in terms of quality care.  The understanding of nursing staff with regards 

to quality care is further explored in the next section of questionnaire. However, 
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the interviews have been conducted to verify the results generated from 

quantitative evidences and can be concluded that the responses received with 

regards to training design and delivery was quite mixed as already confirmed 

through questionnaires. Nurses strongly agreed that training has definitely 

enhanced their skills with 71.3% of the nursing staff across all hospitals agreed 

that training has improved their quality patient care skills but also not satisfied 

with delivery of the training which is again confirmed through the mixed answers 

received on training design and delivery. Moreover, some of the questions were 

asked from nurses to test their knowledge, interest and awareness with regards 

to the availability of online courses for continuous professional development 

(CPD). These courses are available online for the nursing staff to get register and 

start but none of the nurses were aware of such programmes and they stated that 

no circular has been sent to any department from government with regards to the 

availability of CPD opportunities online. This also confirms the flaw at strategic 

level of nursing sector development and shows lack of communication between 

and within departments. Therefore, it is imperative to focus towards the 

improvement of training plan, design delivery and evaluation process along with 

bridging communication gaps.  

6.5 Quality Patient Care 

According to Nash et al (1999), health care quality is about receiving the best 

possible care. The vigilance of the nursing staff can be demonstrated with the 

outcome of protecting patients and minimizing the errors (IOM, 2004). In order to 
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obtain performance objectives many medical institutions have figure out the way 

by ensuring that proper importance and value should be given to the patients 

(Indartono et al. 2019). Quality care can only be improved through quality care 

management interventions by regulating and monitoring quality care standards. 

WHO (2010), also added in their millennium development goals that in any health 

care system quality care efficiency and effectiveness should be evaluated against 

its indicators. It has also proved through recent researches that the quality care 

among nursing staff can be improved through high educational level, great skill 

set, training and development, permanent job positions and through good 

relationships with doctors (Tourangeau et al 2006). Therefore, nurses were asked 

if they have attended any training on quality patient care. It seems that most of 

the respondents replied in disagreement. For example, (N=600, 68.5%), 

respondents agreed that they have never attended any training on quality care. 

However, 27.0% participants have responded otherwise. The results confirm that 

there is not much attention given to quality patient care training. Another question 

was asked from nurses if training has improved their quality care skills. It seems 

that most of the respondents replied in disagreement. For example, (N=600, 

71.3%), respondents agreed that training has improved their quality care skills 

despite the fact the most nurses denied earlier to attend any training at all on 

quality care. However, 27.0% participants have responded otherwise.  

So, it can be assumed that other trainings might include little sections on quality 

care but no evidence have found with regards to comprehensive focused training 

on quality care. To become an effective nurse, it is important that nurses own 
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unique qualities, skills and personality traits which include the level of 

commitment to help others, good communication skills, ability to adapt quickly, 

possess physical mental and emotional stamina, decision making under 

pressure, paying attention to details, self-confidence and commitment to 

development. Therefore, nurses were asked their opinion with regards to level of 

commitment, communication skills, patients respect and integrity, patient’s 

involvement in decision making process, patient overall experience, evidence 

based learning and teaching and advising patients in order to achieve the quality 

care standards. NHS (2018), has introduced leading change, adding value 

(LCAV) framework which dictates that nurses should possess following values 

and behaviours which are care, compassion, competence, communication, 

courage & commitment to improve quality care and patient’s experience. They 

further highlighted the need for those skills which nurses would require to meet 

day to day job requirement to improve the standards of quality patient care, they 

are, listening and communication, caring, judgement, teaching and advising, 

counselling and managing. Another important skill is assertiveness and being 

able to speak which is one of the vital social skills and is not easy to master it 

(Mansour and Mattukoyya, 2019). The response of nurses to the question of level 

of commitment required for quality care, importance of having a detailed 

conversation with patients, importance of explaining medications and their side 

effects, importance of informing patients about their treatment, importance of 

PREM and patient’s feedback, importance of explaining health conditions to the 

patients clearly and their opinion on learning from research and evidences which 
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can contribute towards quality care. It seems that most of the respondents replied 

in agreement. For example, (N=600, 76.7%, 76.0%, 77.0%, 80.1%, 72.8%, 

81.7%, 77.5%), these percentage demonstrates that respondents agreed with all 

those questions and their significance in order to achieve or possibly exceed 

quality care standards but their effectiveness and existence can only be 

measured if the interviews or questionnaires are further collected from the group 

of patients in order to confirm the claims of nurses that what they believe and 

what is the actual patient experience. The questions were asked through semi 

structured interviews from nurses since many of them claimed that they have 

never attended any training on quality care. They have been asked how 

committed are they to grasp the opportunity with regards to training which can 

contribute towards better quality care for patients. 

 

“I believe in training and aware of the wonders it can do in achieving skills, abilities 

and confidence to succeed in most challenging situations” …... SH2  

 

All nurses are keen to grasp the opportunity and strongly agree on the 

significance of training and its potential towards their personal and professional 

development which will ultimately develop high standards of quality care. After 

the discussion and analyses it can be concluded that all responses are quite 

positive as 76.7% of the respondents across all hospitals agree that the level of 

commitment is important to improve effective patient care. 76.0% of them agree 

with the importance of having detailed conversation with patients regarding their 
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issues. 77.0% of them also agree with the significance of explaining medications 

and their side effects to the patients. Moreover, 80.1% of the respondents across 

all hospitals agree on the importance of informing patients about their treatment 

before administering medicine or a treatment. Furthermore, 72.8% of the 

respondents across all hospitals agree that patient related experience (PREM) 

and their feedback is significant for the improvement of quality care. 77.5% of the 

respondents come to an agreement that learning from research and evidences 

can contribute towards positive patient’s experience and finally, 81.7% of the 

respondents come to a decision that it is really important to explain health 

conditions to patients in a concise way so they can understand them clearly which 

will than help them in making informed decisions with regards to their treatment. 

Therefore, it can be determined that nursing staff is well aware of what is required 

of them to offer quality care despite of not having the best process in place with 

regards to their training and development. The real question is if this is actually 

happening in practice, therefore, it is important to register patient’s feedback in 

order to get the clear picture. There is a consensus from the interviews and the 

questionnaires that nurses are keen to train and develop but lacking opportunities 

due to non-existence of any proper model for SHRD, infrastructure and policy for 

the training and development of nursing staff. Therefore, researcher has adapted 

a model which can support and possibly improve overall strategic human 

resource development vision for nursing staff in public hospitals of Pakistan.  
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6.6 Revisiting the Aims, Objectives and the Guiding Model 

The research aims to contribute to the body of knowledge and learning around 

best practice in social skills and competency development through Human 

Resource Development (HRD) activities by detailing a project to identify the 

learning needs of an identified population of registered nurses in relation to offer 

improved quality care services. The whole structure of human resource 

management stands multiple pillars and human resource development is one of 

them. It has been widely discussed in the literature that strategic human resource 

development is about long term perspective with regards to developing people 

when it comes to formulating polices and developing practices to support 

operations of businesses (Analoui, 2002; Armstrong, 2001; Bratton and Gold, 

2003). There is another take on the SHRD by Garavan (2007:25) who stated that 

it is more about strategic cohesiveness of vertical alignment and horizontal 

integration of learning and development activities in order to achieve goals which 

does not seem to be present in the organisations under research. It has been 

noticed in many organisations that they do not consider HRD proactively at the 

time of strategy formulation. Organisational performance can be enhanced by 

following the basics of good practice model but also considering organisational 

internal and external environments before its development and implementation. 

Therefore, it is fair to say that good practice models should not be taken as a face 

value because organisations can differ in their culture, management style, 

mission, vision, size, structure, strategic objectives and social, legal, economical, 

technological and political aspect. Therefore, good practice model which is 
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effective in one organisation might not be as successful in the other, so it is 

imperative to adopt, adapt or abandon what is required to develop an appropriate 

practice model which should be organisation specific and can be developed 

through crossvergence as shown in the Figure 2.7. In the case of this research, 

which is focused on seeking improvement in social aspects of the nursing staff to 

ensure quality health care, therefore, mixed method paradigm has adopted by 

researcher. The scope of this research is improvement oriented, therefore, 

research philosophy for the research statement is pragmatic. By considering the 

need of Pakistan, the strategic HRD model developed by Analoui (2007) shown 

in Figure 2.8 has been adapted to make it appropriate for the organisations in 

question. Although, the model is useful for developing countries but has further 

contextualized with regards to nursing sector in Pakistan. The objectives of this 

study have been achieved and demonstrated in the discussion section of this 

chapter. The good practice strategic human resource development model has 

five main components, 1) Policy formulation, 2) Awareness Rising, 3) 

Intervention, 4) Transfer & Utilization and 5) Outcome. All those stages are 

required to achieve organisational objectives in any business settings, nursing 

sector in this case. The good practice model of SHRD of Analoui, (2007) 

contextualized by considering environments as well as highlighting the most 

important part of the model i.e., patient’s experience which is very important 

component in terms of keeping the nurses on top of their game with awareness 

that patient’s feedback will go long way and there will be accountability with 

regards to negative patient’s overall experience and outcomes. This has led to 
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the development of contextualized strategic human resource development model 

for nursing sector development for public hospitals of Pakistan shown in Figure 

6.1 below.  

 

The model has been adapted to enforce its implementation in order to achieve 

performance objectives of the nursing staff. 

 

6.6.1 Policy Formation 

 The first stage of this model is the formulation of HRD policies. Strategic 

objectives should be clearly communicated, e.g., policy regarding quality patient 

care objectives to the human resource development department or any 

department responsible for its implementation and to the nursing staff. Therefore, 

it is important to formulate training and development policies at the policy 

formulation stage for nursing training and development. 

 

6.6.2 Awareness Rising 

Analoui and Karami, (2003) stressed that awareness about strategic policy is a 

key to success, to maintain competitive gains and to establish learning through 

development of knowledge, skills and competencies. Therefore, it is imperative 

that HRD professionals, trainers and participants (nursing staff) in this case 

should be fully aware of strategic nursing training and development policies and 

the organisational objectives. 
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6.6.3 Intervention 

 It is a third stage of SHRD model which include training, education and 

development. It involves studying organisational culture in terms of behaviours, 

attitudes and beliefs of the workforce and how they can be improved by 

introducing training programmes to enhance learning. Researcher has 

established through the model in Figure 6.4 that the development of skills and 

competencies through training can change nursing staff’s attitude and behaviours 

towards better patient care. It is imperative that HRD or any relevant 

professionals get involve at the time of identification of training needs or even at 

the time of strategic planning process for the development of nursing staff. 

Performance appraisals should be conducted to identify the gaps and to offer a 

training as a part of continuous professional development programme to bridge 

those gaps and to be prepared for future challenges. It is therefore, important that 

proper TNA is conducted, nursing staff to be consulted for their perceptions to 

know how their existing skills and competencies can be improved for quality 

patient care. They should be involved in the process of assessing their training 

needs which has already been established in this research that there is no such 

procedure in place at any of the five hospitals. Training plan, design and delivery 

is equally important for the successful outcome because the participants should 

feel confident through learning and transfer of knowledge which will potentially 

change their attitudes and behaviours towards quality care and can be verified 

through patients feedback which in turn will provide foundation for training 

evaluation from the combined feedback of the participants which are nurses in 
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this case and the patients which are on the receiving side of quality care 

treatment. As stated by Androniceanu et al (2020) that human resource 

management alone is not enough for the motivation of medical staff, there should 

be the involvement of feedback from the patients and this is what has been a vital 

factor in contextualized HRD model for nurses shown in figure 6.1. This will lay 

foundation for further improvement of the training cycle. 

 

6.6.4 Transfer & Utilization 

The fourth stage is transfer & utilization which is significant in terms of transfer of 

learning and knowledge through training interventions into the workforce, as if 

nursing staff has learned regarding delivery of quality patient care in this case 

and possibly transferred further into colleagues at work. This is the most 

important element because everything is to achieve the highest level of transfer. 

For example, if the policy is there to train certain numbers of nursing staff by 

spending certain budget and by following the systematic process of T&D. Still 

without the evaluation of transfer of knowledge it cannot be said that the training 

is successful in any way. Everything is happening to ensure that knowledge and 

skills required for the nursing staff to improve their social skills so they can 

implement them in a better way at their job in order to improve quality care 

standards. This should be measured through patient reported experiences and 

outcomes. Therefore, there should be a system in place where patients can 

provide their feedback which should be a mandatory part of the process in order 

to ensure that the knowledge was transferred and is currently implemented which 
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can have evaluated by going through the PREMS and PROMS if they have 

improved overtime. Analoui (1993) highlighted, three important factor in order to 

ensure that learning from training is actually transferred in the work place. He has 

highlighted that social nature of the work place is really important for its transfer. 

The norms, values, working behaviours, attitudes of colleagues and pressure 

groups can possibly hinder the application of knowledge and skills gained through 

training. Therefore, the role of management and the style of leadership is really 

important for the transfer of knowledge and learning. If there is a bureaucratic 

orthodox classical style of management in the organisation, this will be 

counterproductive for the implementation of skills learners gained from the 

training process, so it will be worth looking at it and try to transform it more 

towards the participative style of management to facilitate transfer. Moreover, the 

supervisors, the head nurses, the leaders are the role models for young 

professionals. Leader should be leading by examples and should facilitate 

transfer of learning by educating junior colleagues through the experience gained 

over the years. That will set a standard and the juniors will follow suit, therefore, 

it is important that the leadership style in the organisation should be 

transformational and not transactional. Finally, trainers and learners make it 

complete. It depends on the motivation and the willingness of the learner to learn 

for any possible reason, this could be for the justice to the role, their own personal 

and professional development. As far they fully understand why they are in that 

process of learning what they need is the best possible trainer with best 

interpersonal, leadership and communication skills with a deep technical 
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knowledge and care for the sector. Social technical awareness leads trainer to 

know exactly the values and norms of hospital and how nurses operate. A good 

social and technical skills of a trainer raises his awareness that how to socially 

transfer knowledge to the trainees and can provide the best possible training. 

Therefore, it can be stated that all those factors discussed above are the key to 

ensure that learning through training has actually transferred and can be 

evaluated through assessment. 

 

6.6.5 Outcome 

This is a final stage of this model where the outcome of learning through training 

will be assessed. In this case whether training has improved the standards of 

quality patient care and if the nursing development objectives have been 

achieved. Now it is imperative to consider internal and external environments and 

how they can be managed to achieve desired objectives.  
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Figure6. 1-Strategic HRD model for Nursing, Pakistan 
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6.7 Similarities and Differences 

Similarities between both models are that both are useful in developing countries. 

Moreover, both models discuss the policy, awareness level, intervention, 

utilization and outcome. The main difference is that the researcher model is truly 

focused on the social skills development of nursing sector in order to achieve 

high standards of quality care and therefore, focused rather than a generic model. 

Furthermore, the process of training is at the heart of model and explained in 

detail systematically. Finally, the most important element of patient’s feedback 

with regards to their hospitalization experience is embedded in the model to 

ensure that PREMS and PROMS can be evaluated through feedback and can be 

further accessed over time if they have been improved through transfer of 

learning and knowledge due to the application of contextualized SHRD model. 

6.8 Conclusion 

This can be concluded through qualitative accounts which has confirmed 

quantitative analysis that there is no annual appraisal, there is no process or 

policy for identifying training needs of nurses and they were never involved in any 

training needs assessment plan. Nurses never attended any trainings in their 

career on social skills development or quality care but they believe that training 

can enhance their skills for quality care and can add value towards their career 

progression. They have also pointed out the need for improvement of training 

design, delivery and evaluation. They have also demonstrated good knowledge 
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on quality care but cannot be verified unless the patients are involved in this 

study.  
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Chapter 7- Summary Conclusion 
 

7.1 Introduction 

This chapter concludes the research by summarising the background, scope and 

significance of study as well as to highlight the research questions, aim, 

objectives and the findings which has been successfully achieved through the 

completion of this research. The study has investigated training and development 

practices for nurses and the existence of social skills training campaign in order 

to improve quality care standards of five (PINS, Jinnah, Services, Mayo and LGH) 

main Public hospitals of Lahore, Pakistan. The study further investigates the 

involvement of human resource department for effective implementation of 

training and development practices. The aim of the research is to contribute to 

the body of knowledge and learning around best practice in social skills and 

competency development through HRD activities by detailing a project to identify 

the learning needs of an identified population of registered nurses in relation to 

offer improved quality care services. The research is intensively focused on 

seeking improvement in social aspect of the nursing staff, therefore, convergent 

parallel mixed methods paradigm has been adopted. Survey has been conducted 

with nursing staff through pen and paper questionnaires. Researcher has 

contacted 150 nursing staff from LGH, 150 from PINS, 150 from Services, 150 

from Jinnah and 150 from Mayo hospital, Lahore. This result from empirical 

findings thereafter, further confirmed through 10 interviews conducted with 

nurses, 2 from each hospital. It has been firmly established that organisational 
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performance can be improved by following the fundamentals of good practice 

model by considering organisational internal and external environments before 

its development and implementation, therefore, a good practice model of SHRD 

by Analoui (2007), which is useful for developing nations and best suited in the 

case of Pakistan has been adapted to transform and develop another model 

which has a significant potential for nursing sector development in order to 

achieve high standards of quality care.  

7.2 Research Findings  

Research questions are central to this study. The questions have been designed 

in connection with the research objectives. The main objective of the study is to 

explore and determine the human resource development needs and social skills 

development training practices of nursing staff for quality patient care. Therefore, 

research questions and objectives have been discussed hereunder. 

 

7.2.1 Research Questions 
  

1- How training and development of nursing staff contribute to quality care of 

patients in public hospitals of Lahore, Pakistan? 

 

Nurses across all five public hospitals agreed that training has potential to 

improve the quality care standards. Modern nursing sector revolves around 

comprehensive scientific and artistic roles. The artistic side of nursing has been 
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given prime importance since the era of Florence Nightingale who has associated 

this art of nursing with ‘devotion’ in her book Notes on Nursing. Nurses are 

described as a vital element in health sector which is connected to all aspects of 

patient care. Therefore, it is imperative to have a robust system in place for their 

continuous professional development through training interventions. It has been 

investigated in this research that there is no process in place where nurses can 

be selected on the basis of performance appraisals and nominated through 

proper analysis of their training needs after identification of performance gaps. 

Research has highlighted flaws in current training design, delivery and evaluation 

established through questionnaires. Moreover, it has been recognised that 

nursing staff has never been sent to any training courses in public sector which 

would be focused on the improvement or implementation of quality care aspect. 

In Pakistan the focus has always been on the cure rather than care, therefore, 

the production of doctors remains far more, and nursing workforce has always 

been ignored. However, nurses makes a small but essential portion of the 

whole package to improve quality care standards as health care quality is about 

receiving the best possible care, in a finest possible healthcare system, from 

the outstanding provider, in the preeminent manner, in accordance with 

patient’s distinctive conditions. The term optimal care refers to comply with the 

accredited principles of medical practice. Appropriate provider means that 

optimal care should be provided by skilled, trained and qualified personnel in 

an appropriate setting which highlights that the patients should be treated in a 

place which is rich with effective resources, can deliver desired level of care 
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effectively and can reduce the chances of risk to the patient. Most appropriate 

manner means that the patient should be involved in the decision making 

process regarding his treatment as well as treated with respect and integrity 

and finally, patient’s unique circumstances should be considered before 

deciding a treatment and this can be assessed in any healthcare settings 

through mortality rate, disability, disease, discomfort and dissatisfaction of 

patients. Therefore, SHRD model has been developed by the researcher which 

not only strengthens the training process but also assist policy makers to 

formulate a policy where patient’s feedback is a key to ensure that there is a 

need for the quality care training interventions in order to regulate and monitor 

quality care standards.  

 

2- How effective social skill development training for nurses can improve the 

quality of patient care? 

 

Social skills development training has a potential to raise the standards of quality 

care. However, it has established through this research that nurses have never 

been sent to any trainings which are focused on their social skills development. 

Moreover, it is being highlighted in SHRD model developed by the researcher 

that nurse’s attitudes and behaviours can be transformed and improved through 

learning and transfer of knowledge gained through training on the development 

of social skills. Therefore, it has potential to improve patient reported experience 

as well as patient reported outcomes. The leading change, adding value 
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framework which dictates that nurses should possess following values and 

behaviours which are care, compassion, competence, communication, courage 

& commitment to improve quality care and patient’s experience.  They further 

highlighted the need for those skills which nurses would require to meet day to 

day job requirements to improve the standards of quality patient care which are 

listening and communication, caring, judgement, teaching, advising, counselling 

and managing. Therefore, training programmes should be designed in a way to 

meet the criteria that nurses will be better equipped with the knowledge of above 

mentioned features in order to improve quality care. Some of the other skills 

which also needs to be instilled in the nursing staff through training is the 

managerial skills since management is involved as a part of a nursing job, 

therefore, it is important to design training programmes which can improve their 

task related, people related, analytical & self-related managerial skills as well as 

technical, human and conceptual skills for the quality health care that health care 

professionals should reflect beside medical skills. Therefore, all the above social 

and managerial skills are essentially required by the nursing staff for raising 

quality care standards and can best be achieved through proper implementation 

of SHRD model developed by the researcher.  

 

Main findings of the research are highlighted below. 

 

 The project revealed that young female and less experienced nurses 

actively responded to this research compared to those who are at the 
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terminal end of their career. Robust continuous professional development 

programme through implementation of above SHRD model will further 

enhance motivational skills in nursing staff to go extra mile for their own 

professional development which could be evaluated in the form of 

improved PREMS and PROMS. 

 The project significantly revealed that nursing sector is highly populated 

by females and a huge gap with vast potential exists for male workers. 

 Project prominently proved that the attitudes and behaviours of younger 

nurses with working experience of 5 years and less are quite positive and 

encouraging compared to older and more experienced nurses 

 There is no dynamic human resource development department with 

training and development responsibilities. 

 There is no annual appraisal system where the training needs of nurses 

could be discussed. 

 Lack of communication on behalf of government as researcher noticed 

some courses available online for CPD of nursing staff but they were not 

informed. 

 There is no policy and process in place for identifying nursing training 

needs (TNA) across all hospitals. 
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 Nurses were never asked about their training and development needs and 

never involved in any training needs assessment plans. 

 Nurses have never attended any training on quality care. 

 Nurses have been to other various training courses. 

 The training courses they have attended has met their training needs. 

 Training courses which nurses attended has enhanced their abilities, self-

confidence and commitment to development and the nurses who did not 

have a chance to attend any training course also agree that training can 

enhance skills, abilities, self-confidence and commitment to development. 

 Nurses never attended any training on social skills development. 

 Nurses believe that social skills training can polish their soft skills and can 

transform attitudes and behaviour towards maintaining and achieving 

quality care standards. 

 Nurses were not satisfied with training design and delivery. 

 There is no process in place for training evaluation, even the feedback has 

taken from the nurses after the training but never implemented in 

successive training programmes. 

 Nurses believe that it is hard to transfer knowledge and skills gained 

through learning due to reluctant behaviour of colleagues to the change. 
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 Nurses agree that level of commitment, detailed conversation and 

communication, active listening, explaining medications and treatment, 

getting patients involved in their decision making process with regards to 

their treatment, patient’s feedback and evidence based learning are all 

important contributing factors for raising quality care standards but it will 

be worth investigating it from patient’s perspective to get the clearer 

picture. 

 Nurses are ready to get any opportunity of training which can improve their 

quality care skills and abilities. 

 Nurses are keen, sharp and willing to develop their skills contingent upon 

the availability of infrastructure.  

 The implementers of SHRD model are major concern, they will be 

reluctant to change with no real passion of making a contribution towards 

national progress and could hinder the optimum utilization of the potential 

of this SHRD model towards nursing sector development. 

 Government’s intervention is a key for the successful implementation of 

this model in order to achieve nursing development objectives.  

After discussing the research questions above, research objective and their 

outcomes are deliberated hereunder. 
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7.2.2 Research Objectives 
  

1- To review the existing training and development policies for nursing staff with 

regards to quality patient care. 

  

 There are no policies available with regards to the training and 

development of nursing staff.  

 There is no process of identifying training needs for nurses.  

 They have never been involved in the process of training needs analysis.  

 They have not received any training on quality care.  

 

2- To examine the Human Resource Development (HRD) policies and practices 

in particular training and development in public hospitals in Pakistan. 

 

 There is no HRD policy available for nursing staff. 

 There is no existence of HRD department in any of the hospitals under 

research.  

 There is no process of evaluating nursing performances through 

appraisals.  

 

3- To analyse the social skills in nursing staff and its contribution towards 

achieving quality patient care standards. 
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 They have never received any training on the development of social skills 

which could help in polishing their soft skills and can improve quality of 

care standards and patient’s experiences. The trainings imparted having 

shortcomings and limitations in their design, delivery and evaluation since 

there was no TNA identified as a part of training process.  

 The whole training process needs to undergo major modernization and 

subjected to rigorous monitoring and evaluation.  

 

4- To understand the level of quality patient care delivery in public hospitals of 

Pakistan. 

 

 The level of quality patient care in public hospitals of Pakistan dismal, 

wanting and poor.  

 There is enormous workload on the nurses which often gets them 

distracted form the care side and focus them towards cure side.  

 On job trainings for social skills are important to abreast with regards to 

quality care no matter how busy they are but is not happening.  

 They have strongly agreed with all of the questions (Q24-Q31) with 

regards to objective 4 which indicates that it’s the dearth of infrastructure 

and a proper SHRD model they need to go far and beyond the quality care 

standards. 
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5- To explore the implications of the findings for the policy development for the 

organisations involved. 

 

 This research has developed strategic HRD model for the nursing sector 

development. 

 This has a potential to augment and transform as a guide in formulating a 

policy in order to achieve quality care standards through social skills and 

quality care trainings. 

7.3 Practical Implications for HRD 

Human Resource Development involves training and development of individuals 

at work and is done through good potential practice model to increase the 

organisational performance. The training and development is a lengthy process 

of evaluating the participant’s ability, skills, knowledge and level of learning 

gained through the process. Therefore, before reaching to the appropriate 

practice there is a need for a good practice model. There are different elements 

in good practice model, some of them are universal which organisation must 

adopt them as they are, some are totally conflicted and thus rejected while few 

needs modifications according to the context of that organisation. Adaptation is 

the process of shaping some model according to the organisational needs 

resulting in effectiveness of that good practice model in a practical way. 

Therefore, this model can be helpful for ministry of health in order to implement 

strategic HRD practices to achieve quality care objectives. This research strongly 
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endeavors to search for a practical approach towards the achievement and 

furthering of nursing training and social skills development objectives through 

implementation of SHRD model developed by the researcher. 

 

Some of the practical implications are highlighted below. 

 

 Implications of the findings can be used for policy development for the 

hospitals involved at the national level. 

 It provides clear direction for health care authorities, hospital managers 

and training and development responsible officials. 

 The surveyed organisations can adopt this model for the achievement of 

long term objectives to seek further improvement. 

 The SHRD model has the potential to address needs at individual, 

organisational and national level.  

 Mostly nurses agreed that training can add value to their professional 

development and can focus them back toward the art of nursing to 

maintain a balance between cure and care.  

 The hospitals involved in this project require effective human resource 

development departments to oversee performance appraisals in order to 

identify and overcome performance gaps. 
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  Nurses which are not involved in their training needs assessment plan 

can raise their concerns and should invariably be dovetailed as part of the 

development process. 

 Organisational customised objectives can be monitored through 

evaluation which can lay strong foundation for further improvement.  

 The SHRD model can significantly assist ministry of health and ministry of 

planning and development with regards to the development of nursing 

staff. 

 This research provides the opportunity of overhauling and fundamentally 

transforming the entire training process starting from training needs 

analysis to the training evaluation. 

 The research provides vital opportunity to integrate model of SHRD with 

quality care and social skills development of nursing staff for seeking 

better results. 

 

Implementation of SHRD model is key for the development of nursing sector, 

hence an endeavor will be made to discuss its implementation in public health 

organisations of Pakistan, if possible. 

7.4 Theoretical Implications for HRD 

The current research findings contribute to present international development 

sector in the field of SHRD for nurses. A number of approaches and models have 
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been developed in the field of SHRD, however, this study has been conducted in 

the area of SHRD contextualized for Pakistan specific focusing on the nursing 

staff of public health sector, Pakistan. The findings of this research are in tandem 

with the literature where research has presented a SHRD model for nurses which 

can be further used by the academics and practitioners in the area of human 

resource development.  It is the researcher’s belief that this model developed 

through the empirical findings could potentially help other developing countries 

beside Pakistan in order to achieve their national nursing development 

objectives. Some of the implications are highlighted below. 

 

 The research provides the prospect to study the existence of social skills 

training and development opportunities for the betterment of quality care 

in Pakistan and for other such developing nations. 

 The contextualized SHRD model can be highly beneficial and utilised for 

social learning of nurses. 

 In future, further related studies can ensure five stages of SHRD model of 

learning through training. 

 Future subsequent studies can be conducted by investigating HR 

professionals or any officers responsible for the role along with policy 

makers to obtain government perspective. 

 Further studies can be conducted by investigating patient’s experiences in 

the perspective of quality care. 
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7.5 Limitations of the Research 

Limitations of the research are discussed below. 

 

 It was really hard to get hold of policy documents. Numerous attempts 

have been made to obtain this document but it was not available either on 

any Government website or at the office of Director General Nursing. 

 Reluctant and non-cooperative behaviours of nursing superintendents 

with regards to this research. 

 Limited chance for ethical approval of this research if patients to be 

involved in the process. 

 Medical Superintendents who are considered to be the in charge of 

hospitals were too busy to commit their time for interviews. 

 Not many nurses agreed for the interviews because corona virus 

pandemic has made it difficult for nurses to spare time from their busy 

schedule. 

 Single model cannot resolve the problem, there are different aspects of 

SHRD, and therefore, it is important to examine current HRD practices of 

the organisation. The model has been contextualized for Pakistan, 

however, to see this model work effectively, there will be a need to make 

changes for human resource management practices or policies in general.   

 With the change in HRM, it will change organisational culture eventually 

transforming management practices from classical to participative 
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because skills can be taught not the attitudes and therefore, the leadership 

styles need to transform from transactional to transformational. 

 

Researcher’s critical learning from the whole process has been discussed 

hereunder. 

7.6 Critical Learning 

Researcher has learned quite a lot during the whole process. It was not easy to 

complete the writing without proper guidance of supervisor who have guided the 

researcher throughout the course of the research. Coming back to academics’ 

syndrome after years of working experience was quite challenging. The 

researcher has graduated (M.Sc. HRM) back in 2007 from IDPM, University of 

Manchester. As it is mentioned earlier that it was quite challenging at the start in 

terms of learning the research methods, methodologies and statistical software 

to analyse data along with the review of literature. Being a Manchester alumnus 

has helped tremendously in using library services in Manchester because it is a 

home town of the researcher in the UK. However, the most challenging of all was 

the field work and data collection process where researcher has faced a lot of 

resistance in terms of people not cooperating in providing access to data. The 

main constraints were the nursing superintendents, when approached them they 

refused to help and referred researcher straight to the medical superintendents 

to seek approval. Medical superintendents did not really bother and not given 

researcher any time or attention due to either they pretended to be too busy or 
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might have behavioural issues whatsoever and referred researcher to attend their 

junior doctor instead. There were amazing scenes, at one instance nursing 

superintendent was arguing with junior doctor that they do not have time to assist 

researcher. Moreover, they added that this research will benefit the researcher 

and not them. That non cooperative behaviour of nursing in charge was 

absolutely shocking for the researcher as they did not consider that this research 

is for the development for them (nursing community) and will support nursing 

community as a whole during short and long term. Some of the nurses even 

asked if they will be compensated for time they are devoting for interviews i.e., 

more concerned about what they can get from researcher rather than the 

contribution of the research for wider community. In a nut shell it was not easy at 

all to gather data. The researcher knowledge of the country, awareness of 

people’s attitudes and networking in that country has helped researcher to 

complete this project. Even having access to all these facilities researcher has 

encountered several remarks from nurses with negative attitudes and worth 

quoting one here as one of the nursing superintendent replied, 

 

“I am aware that you are here to conduct research from the UK, what would you 

expect us to lay a red carpet for you”? 

 

Having said that younger nurses were very helpful and cooperative. Moreover, 

numerous attempts have been made to obtain the HRD policy document but they 

have treated researcher like a rolling stone directing from one place to another 
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just to waste time. Researcher also tried to contact bureaucrats in ministry of 

health and director general (DG) nursing in order to obtain policy documents but 

ironically, DG nursing was not even aware if there was any such document in 

place. This has even motivated researcher more to continue with this research in 

future on three identified fronts which are the patient’s feedback, the policy 

maker’s policies and HRD official’s strategies for quality care improvement.  

 

Despite the findings and limitations of the research some of the future study 

potential is stated below. 

7.7 Suggestions for further Research 

The research can be further expanded with the cooperation of Ministry of Health, 

Pakistan and the attempt should be made during researcher’s possible post-

doctoral studies to contact the Ministry through Educational Institute directly in 

order to be successful to have access on the following. 

 

 Need to contact Ministry of health to seek permission to interview policy 

formulators and implementers in order to review their contribution in 

training and development of nursing staff. 

 Need to contact Ministry of health to seek permission to interview officials 

with HRD responsibilities. 

 Need to contact Ministry of health to seek permission to interview Director 

General Nursing. 
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 Need to contact Ministry of health to seek permission to interview Medical 

Superintendents.  

 Need to contact Ministry of health in order to interview patients or gather 

information from them through questionnaires with regards to their 

experience.   

 

In summing up this discussion, it can be concluded that this research has strongly 

enabled to provide a deep incisive, dynamic, impact creating and vastly improving 

fundamentals of analytical training and development related aspects to nurses’ 

task, patient and their job-related skills.  All-encompassing in general and  quality 

care social skills development particularly in the context of listening and 

communication, caring, judgement, teaching, advising, counselling and 

managing  for patient entity in particular and has provided a strong foundation to 

the Ministry of Health, Pakistan to launch this SHRD model nationwide in order 

to achieve quality care objectives in addition to opening futuristic avenues of 

further research on three major themes of patient’s experience, policy makers 

and HRD officials. 
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9.0 Appendices  

 

9.1 Appendix 1 
 

Research Tittle:  Developing Nursing staff for Effective Patient Care, Public 

Hospitals, Pakistan. 

This research seeks to explore effective Patient Care in Public hospitals, 

Pakistan. I will appreciate your participation in the study. It takes approximately 

30 minutes to complete the questionnaire. Please read the questions carefully 

and tick the appropriate one. There is no RIGHT or WRONG answer to the 

questions asked. As we do not ask for your name, you are guaranteed complete 

confidentially and anonymity, only general findings from the study will be 

reported. The data generated will be used for the research and your opinion is 

very important for me to accomplish this research.    

 

Questionnaire Format 

The questionnaire will follow the format given below.    

Strongly 

Agree 

 

Agree  

 

I Don’t 

Know 

 

Disagree 

 

Strongly 

Disagree        

Very 

important 

Important Moderately 

Important 

Of little 

Importance 

Not Important 

 

 

Hospital:  
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Age:  Up to 20                21-30             31-40             41-50        over 50       
 
Gender:                     Male            Female 
 
Designation:     
 
Service Here:  Less than 1 year          1-2 year          3-5 years      5-10 years           
10-15 years        15 or above     
 
Total Working Experience: 
Less than 1 year         1-2 year         3-5 years          5-10 years 10-15 years 
15 or above   
 

A- Nursing Questionnaire 

 How training and development of nursing staff can contribute towards 

quality care of patients in public hospitals of Lahore, Pakistan? 

 How effective social skills development for nurses can improve the quality 

of patient care in public hospitals of Lahore, Pakistan? 

Questions 
Strongly 
Disagree  

Disagree  
I Don’t 
Know  

Agree  
Strongly 
Agree  

1.How strongly do you agree 
with a statement that there is 
a process in place for 
identifying your training 
needs? 

     

2.Have you ever been asked 
about your training needs? 

     

3.Have you ever received 
training on quality patient 
care? 

IF Agree/Strongly Agree How 

long ago? 

No of Years = 

     



551 
 

 

 

4.Have you ever attended 
any training courses during 
your service? 

If Disagree/Strongly 
Disagree/I don’t know then 
go to Q10 

     

5.Do you agree that training 
has addressed your needs? 

     

6.Do you agree if skill 
training has enhanced your 
abilities? 

     

7.Do you agree if training 
has improved your self-
confidence? 

     

8.Do you agree if training 
has improved your 
commitment to 
development? 

     

9.Do you agree that training 
can address your needs? 

     

10.Do you agree if skill 
training can enhance your 
abilities? 

     

11.Do you agree if training 
can improve your self-
confidence? 

     

12.Do you believe that 
training can improve your 
commitment to 
development? 

     

13.Social Skills Training was 
delivered according to my 
expectations?  

If Never Received Please 
Mention Here 
…………………… 

     

14.I found social skill 
development training 
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interesting and it was 
relevant to my job? 

15.I found training course 
very long and boring? 

     

16.I was given handouts and 
helpful material? 

     

17.I believe that training was 
too short to be effective? 

     

18.I believe that trainer had 
plenty of material to deliver? 

     

19.I believe that trainees 
were given plenty of 
opportunities to ask 
question? 

     

20.I believe that trainer was 
clear on the subject matter? 

     

21.I believe that games and 
ice breakers were part of 
training? 

     

22.I agree that trainees were 
given the opportunity to give 
feedback about training? 

     

23.I believe that training was 
never evaluated? 

     

24.I believe that training has 
improved my quality patient 
care skills? 

     

25.How important do you 
think that level of 
commitment is to improve 
effective patient care 
delivery? 

     

26.How important is having a 
detailed conversation with 
patients regarding their 
issue? 
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27.How important is 
explaining the medications 
and their side effects to the 
patients? 

     

28.How important is 
informing patients about their 
treatment before 
administering 
medicine/treatment? 

     

29.How important do you 
think patient related 
experience (PREM) and 
feedback is for improvement 
of quality patient care? 

     

30.How important do you 
think is learning from 
research and evidences 
(evidence -based learning) 
can contribute towards 
positive patient’s 
experience? 

     

31.How important is to 
explain health conditions to 
patients in a concise way so 
they can understand them 
clearly? 

     

 
THANK FOR YOUR PARTICIPATION. WE APPRECIATE YOUR 
COOPERATION VERY MUCH.     
Would you like to be interviewed? Yes / No 
Please if “Yes” provide contact details; 
…………………………………………………..  
Would you like to be informed about the findings of this study? Yes / No 
If yes, please provide email address…………………………… 
Should you need further information, please contact either the researcher or the 
project supervisor 
University of Bradford 
Bradford, West Yorkshire, BD7 1DP 
Pemberton Building,  
Faculty of Management, Law, and Social Sciences 
Researcher contact: 
Name: MR. Rana Umer Shahzad 
Email: r.u.shahzad@bradford.ac.uk 

mailto:r.u.shahzad@bradford.ac.uk
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Phone: +44 (0) 7894488560 
Principal project supervisor: 
Name: Professor Farhad Analoui 
Email: f.analoui@bradford.ac.uk   
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9.2 Appendix 2 
 

Research Tittle:  Developing Nursing staff for Effective Patient Care, Public 

Hospitals, Pakistan 

I appreciate your consent in agreeing to participate in this interview. The research 

seeks to explore nursing sector development in Pakistan. The purpose of this 

interview is to help better understand the impact of nursing social skills training 

and development and its impact on quality patient care. It is important that you 

respond to all of the interview questions based on your experience and 

perspectives as a participant. There is no RIGHT or WRONG answer to the 

questions asked. 

As I do ask for certain details, you are guaranteed complete confidentially and 

anonymity, only general findings from the study will be reported. The data 

generated will be used for the research and your opinion is very important for me 

to accomplish this research. 

The questionnaires, after analysis, will be deposited with the project supervisor 

to be kept in a secure location. 

 

Interview Questions for Nursing Staff 

 

1. Do your hospital have Human Resource Development department with 

training and development responsibilities? 
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2.  Do you have any annual appraisal system where you can discuss your 

training and development needs as a part of your appraisal? 

 
 

3. Is there a process or policy in place for identifying nursing training needs, 

how significant this could be for nursing sector development? 

 

4. Have you ever been involved in training needs assessment plan, how 

important this could be for your personal development? 

 

5. Have you ever attended social skills development training course and how 

important do you think this can be for improving quality care? 

 

6. How important do you think that social skill training can change nursing 

attitudes and behaviours towards quality of patient care?  

 

7. Have you ever attended any training course during your service, how 

important do you think that training can support your career development? 

 

8. Are you aware of any continuous professional development courses 

available online on the website of Pakistan Nursing Council (PNC)? 
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9. Did training course developed your skills, how is it benefiting you by 

implementing those skills on your current job? 

 

10. How was the overall training experience, do you believe this can be further 

improved?  

 

11. Have you given the opportunity to give feedback, do you believe it was 

taken on board and implemented in successive training sessions? 

 

12. How committed are you to grasp the opportunity with regards to training 

which can contribute towards better quality care for patients? 

 

Thank you very much for your time  

 

    <END OF INTERVIEW> 

 
 
 
 
 
 
 
 
 
 
 
 

 


