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Original Article 
 

Barriers to Participation in non-
formal CNE Programs among 
Hospital Nurses in Pakistan 
 
Objective: To investigate most influential and predicting barriers 
impeding nurses’ participation in non-formal CNE programs and suggest 
strategies to increase nurses’ participation in such activities. 
Material and Methods: Descriptive cross sectional study was designed 
and data were collected through applying convenience sampling technique 
of three hundred (n=300) nurses. Modified research instrument “Barriers to 
Participation Questionnaire (BPQ)” was used to collect data after pilot 
testing 0.861which indicated as good for further study. 
Results: Quantitatively, results interpreted as “lower the mean score in 
each type of barrier, higher the barrier is measured. Therefore, three 
barriers were found in which administrative barrier was found higher and 
most prevalent barrier with mean score of 2.19 ± 0.83, work-related barrier 
was found more predicting barrier with mean score of 2.53 ± 0.85 and 
financial barrier was found as predicting barrier with the mean score of 
3.14 ± 0.84. Family and personal barriers were found as less impending 
barriers to participation in CNE activities.  
Conclusion: To keep nurses in synchronized with advanced knowledge 
in changing health care environment, more opportunities of non-formal 
CNE programs should be provided in both in and outside of the hospital. 
Keywords: Continuing nursing education, non-formal CNE, barriers to 
participation.
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Introduction 
Degree or license is not the end point of education for 
registered nurses after basic nursing study [1]. Rapid 
scientific and technological advances proved that 
increased demands of more specialized nursing 
knowledge, skills and practices is indispensable for 
efficient and effective quality care standards.2 It is 
evident that basic nursing education for practice 
becomes obsolete within five to ten years after 
graduation.3 This obsolescence can lead to the poor 
performance of nurses resulting in increased client 
disability; continued illness and even deaths.4  
Moreover, Erich Sheflers’ (2004) reported that due to 
improper medical care and attention, medical errors are 
becoming frequent and more than 1,700 patients died 
along with 9,500 injured annually. This causes 
increasing cost of care which is almost double, 
prolonged length of stay in hospitals and decreased 
client care acuity [5]. According to World Health 
Organization (WHO, 2005) and Institute of Medicine 

(IoM, 1999) studies have reported that 75% frequently 
preventable health care errors occurred in which  44000 
to 98000 people died annually in U.S hospitals due to 
insufficient allocation of human resources, inadequate 
trainings and improper distribution of resources.6,7 
Department of Health and Human Services (DHHS) and 
the Agency for Healthcare Research and Quality 
(AHRQ) conducted several studies, focused on nurses’ 
role in patient safety and quality care. Enhanced 
continuing education and further trainings opportunities 
would ultimately be beneficial for patient outcomes and 
safe nursing practice.8  
It is generally felt that despite available opportunities, 
most of the nurses are unable to participate and do not 
get advantages of CNE opportunities. They become 
reluctant to participate for varying reasons [9] and 
impediments and this referred as “barriers to 
participation” in non-formal CNE activities [10]. Several 
barriers are rectified through studies with the 
compliance of CNE including distance from events, 
financial constraints, work constraints, family 
responsibilities, time constraints, ill support of 
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management, personal constraints, shift work, staff 
shortage, lack of awareness, lack of encouragement 
from manager etc.11, 12 Therefore, the study was 
designed to investigate most influential predicting 
barriers impeding the participation of nurses in non-
formal CNE activities and to suggest strategies for 
increasing their participation in such activities organized 
by the hospital or nursing administration.13 
1. (b). Continuing nursing education 
Concept of continuing education (CE) was used in both 
academic and daily practice [14]. Literature suggested 
that continuing medical education (CME) and continuing 
nursing education (CNE) was recognized worldwide and 
accepted by all health professionals. Nurses were 
strongly encouraged by American Nurses Associations 
(ANA) for continuing education which means to ensure 
high quality care [15]. Griscti, O & Jacono (2005) defined 
CNE as the process of all education that can be 
acquired beyond their basic nursing education, either 
from school, college or university [16].  According to Aiga 
Hirotsugu (2005); this is a planned educational and 
experiential learning, nurses can uplift their skills, 
knowledge, professional development, education, 
practice, administration, and research through 
development of theory (ANA, 1984). This was viewed as 
an approach from continuing professional development 
(CPD) to lifelong learning (LLL).17, 18  
 CNE programs are designed in three ways.  These 
include as formal CNE programs, based on school, 
college or university and confer for diploma or degree. 
The second type is non-formal programs, intended for 
nurses to awarding of certificates of attendance or 
participation during job or after employment. This type of 
activities consisted of workshops, conferences, short 
courses, short term trainings, symposiums etc. Non-
formal CNE is the core program for the enhancement of 
clinical practice and organized either in hospital or 
outside of the organization. Informal activities is the third 
type which allowed nurses to refresh their traditional 
knowledge through research articles on net or by 
research journals, advanced course study books, and 
using e-sources for publication of research papers. 
Through this practice of study, nurses can replace 
traditional practices towards change and foster 
innovations in clinical practices [19, 20]. 

Material & Methods 
The study was carried out as partial fulfillment of Master 
in Nursing Sciences program at the University of Health 
Sciences Lahore. The data collected from 
predetermined hospital setting from Lahore and Sindh 
province hospitals and nursing schools. Formal approval 
and reviewed from ERC (Ethical Review Committee) 
was obtained prior to collect data from the selected 
hospitals.  
Through descriptive cross sectional study, population of 
three hundred (n=300) nurses of all age groups, 

educational status, socio-economic status (SES), job 
and position diversity, junior (not less than two years of 
service) and seniors were selected on the basis of 
inclusion and exclusion criteria.  
Data were collected by using convenience sampling 
technique and by adapting research instrument 
“Deterrents to Participation Scale (DPS)” developed by 
Scanlan & Darkenwald (1984). A permission to use and 
modify DPS tool from the original author (Scanlan & 
Darkenwald, 1984) was obtained [21]. Tool was modified 
in the local context of Pakistan and named it as “Barriers 
to Participation Questionnaire (BPQ)”.  
BPQ divided into two sections.  Section-A, consisted of 
demographical variables as participant’s name, age, 
sex, marital status, number of children, types of general 
education, type of professional education, working 
designation, type/ nature of job, type of organization, 
duty shift, area of practice, year-wise CNE activities 
attended, and type of CNE course last attended. 
Section-B based on five barriers and their sub-item 
statements.  The contents of questionnaire were 
generated from retrieved studies of Scanlan & 
Darkenwald (1984); Cross, P.K. (1981)22; Alexy, B.B 
(1991)23; Manning & Vickery (2000)24; Wessels SB. 
(2005)12; and Malhotra & Shapero (2007).10 
Pilot study was made on 30 nurses who were excluded 
from actual sample size of the study by using BPQ. Pilot 
test was used to check tool’s internal validity and 
reliability by using Cronbach’s alpha (���Findings 
revealed Cronbach’s ���0.861 which was good. 
Contents and language used in questionnaire were quite 
clear and easily understandable to the participants. No 
further changes or remarks left on questionnaire by 
each participant when it was repeated to other 
participants but showed the same results with no 
changes. Giliem & Gliem (2003) stated that Cronbach’s 
alpha (���as the applicable test to measure internal 
validity and reliability of instruments and scored ranged 
as under.25   
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> 0.7 > 0.6 > 
0.5 

< 0.5 

 

Results 
Data were analyzed in both descriptive and inferential 
statistical methods by using Statistical Package for the 
Social Sciences (SPSS) version 17.0.   
A data of total three hundred (n=300) of study subjects, 
response rate remained 100% because of convenience 
sampling and every participant was repeatedly 
contacted. The proportion of males only 7% and female 
were 93%.  The age of participants ranged from 18-59 
years with a mean of 31.36 ± 8.42 years. Regarding 
marital status, 51% were unmarried, 48.7% were 
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married and only 0.3% was divorced. Majority of married 
couples had no children (61%) but 10.7% with one child 
and only 0.3% had 9 children.   
Additionally, 99.3% of the families belonged to middle 
class and only 0.7% belonged to upper class. But their 
monthly income ranged from 53000-60000 monthly with 
mean of 21776.21 ± 6788.63. Regarding qualification, 
39.7% were matriculate, 22.7% intermediated, 30% 
graduated and only 7.7% had master’s degree. As 
professional qualification, majority of nurses (63%) had 
Diploma in Nursing along with Midwifery or specialized 
diploma, most of them (20.3%) had Diploma in Nursing 
with Midwifery or specialization along with PG diploma, 
some of them (9.7%) just had the Diploma in Nursing 
with midwifery and Post RN BScN degree and few of 
them (3.7%) had Diploma in Nursing with Midwifery and 
DWTA along with specialization diploma.   
In analysis of working designation and year of 
experience, 80.7% were staff nurses, 5.7% were clinical 
instructors, 5.0% were nursing instructors and 4.3% 
were head nurses. Results showed that the minimum 
experience of the participant was six month to maximum 
experience 35 years with a mean experience of 9.01 ± 
7.67 years.  
Subsequently, types/nature of job and duty shifts, 
results showed that majority of nurses (63.3%) had 
permanent jobs, 24.3% were on contract or ad hoc 
appointment and 12.3 % of participants had temporary 
jobs. Magnitude of data, in which 72.7% of morning 
shift, 22.3% in evening shift, and only 5% in night shift. 
Consequently, shift duties, majority of nurses (23.7%) 
were working in other units as compare to medical units 
(17.7%), surgical units (13.3%), pediatrics units (19%), 
gynae units (12.7%), and nursing schools (13.7%). 
Lastly regarding CNE activities, results showed that 
8.7% attended short courses, 53.3% attended 
workshops, 34.7% Seminar/ symposium and 3.3% 
attended other activity courses and trainings etc. 
Quantitatively, interpretation of barriers statements 
based on Likert Scale key, started form 1= Strongly 
Agree which showed as “Extreme Barrier Existed” to 5= 
Strongly Disagree as “No Barrier Existed”. This showed 
that flow of barriers started from number 5 (Strongly 
Disagree) to number 1(Strongly Agree) which is 
interpreted as “lower the mean score in each type of 
barrier higher the barrier is measured.  
In table 1.1 and 1.2 which showed that “administrative 
barrier” was found generally higher and most prevalent 
barrier with the mean score 2.19 ± 0.83 which was 
generally lower than the personal, financial, family and 
work-related barriers. Likewise, “work-related barrier” 
was predicting barrier than financial barriers, family 
barriers and personal barriers with the mean score of 
2.53 ± 0.85 was generally lower than the personal, 
financial, and family barriers.  
 

Table 1.1. Comparison of Mean scores 
 
Sr# 

 
Variables/ 
Barriers 

Mean Score 
N Mean ± SD 

 
Minimum Maximum

1 Personal 
Barriers 

300 3.42 ± 0.71 1.11 5.00 

2 Financial 
Barriers 

300 3.14 ± 0.84 
 

1.00 5.00 

3 Administrative 
Barriers 

300 2.19 ± 0.83 
 

1.00 5.00 

4 Family Barriers 300 3.42 ± 0.83 
 

1.00 5.00 

5 Work-related 
Barriers 

300 2.53 ± 0.85 
 

1.00 5.00 

 
Table 1.2. Barriers ranking according to the overall 
means score as per raked scale 

 
Rank Scale  

 
Barriers  

Overall mean 
score  

(as per ranked 
scale) 

1 SA= Extreme Barrier 
existed   

Administrative Barrier 2.19* 

2 A= Moderate Barrier 
existed 

Work-related Barrier 2.53* 

3 SE= Either barrier 
existed or not 

Financial Barrier 3.14 

4 DA= Somewhat Barrier 
existed 

Family Barrier 3.42 

5 SDA= No Barrier existed Personal Barrier 3.42 

*Lower the mean score in SA or A, higher the barrier is 
measured  

 
By applying one way ANOVA and post hoc Tukey test, 
table 1.3 and 1.4 showed that  there was statistically 
significant in the mean difference of each barrier at p-
value <0.001.  

 
Table 1. 3. Comparison of mean difference among all 
barriers 

 
Barriers 

Personal 
Barrier 
Mean ± 

SD 

Financia
l Barrier 
Mean ± 

SD 

Admini
strativ

e 
Barrier 
Mean ± 

SD 

Family 
Barrier 
Mean ± 

SD 

Work-
related 
Barrier 

Mean ± SD 

p-
Value 

Mean 
score  

3.42 ± 
0.71 

3.14 ± 
0.84 

2.19 ± 
0.83 

3.42 ± 
0.83 

2.53 ± 0.85 0.000 

 
Table 1. 4. Comparison of mean difference among all 

barriers 
Comparison Between Barriers 

 
S# 

 
Name of 
Barrier  

Comparison 
between  
Barriers  

Mean 
Differ
ence 

Std. 
Error 

Sig. 

 
 
1 

 
 
Personal 
Barrier 

Financial Barrier 0.284 0.066 0.000 
Administrative 
Barrier 

1.233 0.066 0.000 

Family Barrier  0.002 0.066 1.000 
Work-related 
Barrier 

0.888 0.066 0.000 

 
2 

 
Financial 
Barrier 

Administrative 
Barrier 

0.948 0.066 0.000 

Family Barrier -0.281 0.066 0.000 
Work-related 
Barrier 

0.0604 0.066 0.000 
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3 

 
Administrati
ve Barrier 

Family Barrier  -1.230 0.066 0.000 
Work-related 
Barrier 

-0.344 0.066 0.000 

4 Family 
Barrier 

Work-related 
Barrier 

0.885 0.066 0.000 

 
By applying independent t-test, comparison was made 
between gender groups. Table 1.5 showed that there 
was statistically significance difference between 
personal barrier and work related barrier in both male 
and female groups, while there was statistically 
insignificance difference in other barriers as compared 
between age groups and children group.  
Table 1.5 Comparison of mean difference with Gender  

 
Barriers 

Male 
Mean ± SD 

Female 
Mean ± SD 

p Value 

Personal Barrier 3.11 ± 0.49 3.44 ± 0.72 0.040 
Financial Barrier 3.28 ± 0.69 3.13 ± 0.85 0.418 
Administrative Barrier 2.36 ± 0.74 2.18 ± 0.84 0.324 
Family Barrier 3.26 ± 0.80 3.43 ± 0.84 0.368 
Work-related Barrier 3.01 ± 0.83 2.50 ± 0.84 0.007 

 

Discussion 
In analysis of study results, three barriers were found in 
which administrative as most prevalent barrier, work-
related as more predictive barrier, and financial as 
predictive barrier. These found barriers were 
congruenced with other studies.  
Quantitatively, administrative barrier was consistent with 
the study of Wessels B (2005) in which this barrier was 
found as most prevalent barrier and Malhotra & Shapero 
(2005) study, this was found as second more predictive 
barrier.  
In work-related barrier, study of Mannin & Vickery 
(2000), this barrier was found on third predictive barrier, 
Muhammed M, Ahmad F. (2009) study, it was found as  
fourth predictive barrier and Wessels SB, (2005) study, 
this barrier was found as third predictive barrier after 
dispositional and institutional with the mean of (8.1), 
(2.51) and (3.9) consequently.  
In Financial barrier, study of Wessels SB, (2005), this 
barrier come under situational barrier and was found as 
third predictive barrier with mean of (3.9), in Malhotra & 
Shapero, (2007) study, this was found as fifth predictive 
barrier with mean of (1.9), and Muhammed M, Ahmad F. 
(2009) study, this was found as more predicting barrier 
with mean of (3.36) and  in a study of Mannin & Vickery 
(2000), this was found as fourth less predictive barrier 
with a mean of (5.6).  
 Qualitatively, general perception and opinion of nurses 
regarding administrative barrier, majority of nurses were 
argued about favoritism of administration and said, 
“Yes…administration always send their favorite persons 
for training and course repeatedly…!”Another opinion 
was, “Umm…When we apply for training or any course, 
even our documents and papers knowingly misplaced 
and at the end, new persons go for training because 
administration nominate names only favorite 

persons…!”. 
Many of nurses complaining about no notification and 
support from administration and subjectively viewed as 
“Ummm….administration doesn’t circulate proper 
information of the course or workshop and do not 
circulate information at mean time or circulate in days 
where closing date is near to finish... Nick of time, some 
favorite persons nominated for training” and even said 
“Hmmm…nursing administration does not support and 
reluctant about training…and whenever any nurse get 
enrolled in the course by any means… they resist to 
sanction leave or even not approving leave without pay 
for attending the course and….sometime… create 
hurdles at every level that unable to go for the course or 
training”. Some of burnt out, “….our senior nurses do 
not want to send nurses for further trainings or 
workshops because they have threat that in future they 
may be promoted on higher posts or may be replace 
us….and may be old senior nurses have no knowledge 
about CNE programs so how they can send us”.  
Few of nurses concern about workload problems. They 
expressed their views and said, “Uff…can’t go to attend 
session…because of busy ward…and no other 
supportive staff to relieve me and…attend session”. It 
was stated that, “…can’t attend because after training or 
session…no conveyance available to drop and reach 
home very late” and few said, “we can’t attend because 
there is no cooperation of nurses who support each 
other and feel jealousy”. Some of the views shared as 
“unable to attend because of shift-wise duty….but 
completely not…when night duty is placed…because 
after night duty…feel too much tiredness and sleep 
encountered during lecture and can’t  understand 
lecture...”  
Studies suggested that administrative favoritism based 
on personal relations or personal preferences which 
create big hindrance to nurses’ participation in CNE 
activities. It is a subjective matter by means of giving 
extra or undue favor to an individual of any course, 
leave, scholarship, official protocol and financial benefits 
in an organization. This can be the barriers for others to 
access the opportunities. Work-related barriers and 
nursing shortage impede nurses’ participation [26]. 
Nurses are encountered many problems in accessing 
CNE opportunities as results indicated. In light of above 
nurses’ arguments, nursing and medical administration 
may be passive and do not wish to capacity building for 
nurses towards CNE programs. It is fact in real practice, 
administration always admire the services of employed 
nurses but less intent for progression of this profession. 
These sorts of ambiguities create frustration among 
nurses who wanted to refresh their obsolete knowledge 
for better patient care and wish to develop future plans 
for professional development and career selection [27]. 
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Conclusion 
Participation in CNE program is prime important for 
nurses. Study findings revealed that nurses have 
barriers in accessing of CNE opportunities and these 
barriers were similar to primitive studies regarding 
nurses’ participation in Pakistan. Administrative barriers, 
work-related barriers and financial barriers were found 
most prevalent and predicting barriers to participation in 
non-formal CNE programs, particularly in workshops, 
short course, trainings, conferences, seminars and 
symposiums etc. Due to extended scope of CNE, 
barriers exist around the practice. But need is how to 
define and deal this issue at local management level. 
Regulatory, licensure and advisory body of nursing with 
line ministry of health have dormant role in addressing 
and expanding the importance of non-formal CNE 
programs. Many countries made it mandatory programs 
for re-licensure of the registration and recertification of 
short courses rather than voluntary programs. In 
Pakistan, this was initial study to investigate and 
address existed barriers to nurses participation in non-
formal CNE programs. Therefore, study report 
disseminated to federal and provincial bodies and 
liaison with nursing council to develop CNE system for 
re-certification and re-licensure of registration. Through 
this approach, nurses’ ineffective and obsolescence 
practices can be replaced through new techno-based 
medical knowledge and skills for improved evidence-
based nursing practice.  
 
6. Recommendations and future implication of the 
study:  
 
Due to broader scope of study and general acceptance 
of organization, in depth studies in both qualitative and 
quantitative must be ensued in future. Empirical and 
cohort studies also be carried out in which each barrier 
must be investigated from multiple angles. Therefore, 
some of the following recommendations should be 
considered to make this program more practical; 
 Develop CNE department along with manual or plan 

for all programs.   
 National level, Nursing Advisory Board (NAB) and 

Pakistan Nursing Council (PNC) under line Ministry 
of Health (MoH) can make this program sustainable 
after devising national level CNE plan with CNE 
credit points 

 Provincial level CNE manual through workshops 
can be implemented and equal opportunities will be 
shared with each directorate nursing  

 Both council and nursing advisory board can make 
available funding for developing Learning Resource 
Center (LRC) for promoting self-directed learning 
(SDL)  

 Through LRC, nurses can utilize their time on 
internet, browsing articles, research papers, and 

publications. This approach of learning, keep them 
updated with new and transformed knowledge to 
promote evidence-base nursing practice. 
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