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How to Use This Grid 

The intent of this grid is to show how using the framework of the High Performance Programming 

(HPP) model (Nelson & Burns, 2005) along with components of the Nursing Professional 

Development Specialist Practice model (NPDS), (ANA & NNSDO, 2010) can be used to design a 

strategy for nursing professional development. This process allows us to identify the current 

organizational level of practice within professional development in the facility or regionally, 

prioritize each component, and design and prioritize an operational strategy to move professional 

development towards a higher performing level. This grid was designed to look at all of the NPDS 

Practice Model but the focus of this toolkit is on the competency component. The grid is 

prepopulated but you can save to a word document and populate with descriptions specific to your 

entity. 

High Performance Programming Model 

Nelson and Burns’ framework, High Performing Programming (HPP) model, assists in organizational 

evaluation, forming a vision, and creating environments that move the process to the next 

developmental level (Nelson & Burns, 2005). This model is part of a larger body of work 

Transforming Work, (Adams, 2005), which explores the concept of transformational change, and 

identifies associated principles, dynamics and technologies. Understanding and acknowledging the 

different performance levels helps organizations recognize the current state of performance, and 

engenders an opportunity to create action steps to advance to the next level (Adams, 2005). This 

framework addresses the culture of an organization, and how leaders can modify our frame of 

reference support change. These levels can be applied to individuals, the organization, or to specific 

work units. (Wolf, Finlayson & Hayden, 2014). Another framework component discusses ways in 

which we adapt to changes arising from the dynamic nature of the environments within and 

external to healthcare. Change is inevitable; to meet the needs of our patients and the health care 

system, we can either embrace and influence the change, or passively allow it to evolve.  

The HPP model encompasses five developmental levels: reactive, responsive, proactive, progressive 

and high performing (Figure 1). The model is a nesting model in which each level builds on lower 

ones, except for the reactive stage, which is disintegrative in nature, and unable to provide a 

structure to support culture change (Nelson & Burns, 2005). The Southern California region of 

Kaiser Permanente, recognizing its current state at a transitional level between proactive and high 

performance, developed the progressive or proactive plus level to address a large perceived gap 

between these two levels in the HPP model framework. It lies between the proactive and high 

performing levels and was designed to call out a process or incident that might propel the 

component toward the high performing level. 

Development Levels 

Reactive Level 

The reactive organization is one of survival and operating in the past. It is characterized by affixing 

blame, force-fed communication, top down leadership, and fragmented infrastructure (Nelson & 

Burns, 2005). There is little ownership by staff, which feels the organization is responsible for their 

practice. The staff sees the strategic direction of the organization as management’s role. The 

environment of professional development is paper- and classroom-based, face-to-face, and 

prescriptive. It is teacher-driven and rewarded for volume, not value. Professional development 

may appear to be content-rich, but is low in interactivity, heavily reliant on slides and scripted 

presentations. Educators’ tolerance for and ability to change is limited, and their approaches may 

be characterized by rigidity. Technology is paper-based and checklist-driven. Duplicate programs 

and unconnected systems are the norm. The educator role is directive, pedagogical, maternal, and 

co-dependent. It is task-oriented, educator-focused, and linear. The role of the educator is as a 

performer, or someone who finds gratification in delivering monologues.  

Responsive Level 

The responsive organization is operating in the present with a hierarchical structure and a 

leadership style of coaching. It is focused on near-term goals and motivates with rewards, which 

leadership helps to develop and implement (Nelson & Burns, 2005). The responsive organization is 

characterized by cohesive teamwork, and the ability to adapt to solve problems. In this 

environment, the manager still owns most issues based on needs that lack clarity and are not 

necessarily aligned. Learners are passive and feel no ownership for their continued education. Using 

web-based training engenders the possibility of more flexible and fluid change. Technology that 

supports learning is more connected, possibly including a learning management system that is 

resource-intensive. Educators’ success is measured by the ability of learners to perform tasks or 

skills. Educators become more interested in the practice of learning. Their role focuses on managing 

the education exchange. The responsive stage of performance is comfortable for individuals in the 

organization, and may feel like this is an acceptable place to remain.(continued) 



 

Proactive Level 

Proactive organizations are future-oriented. They are strategic, goal-oriented, and focused on the 

greater good and results; emphasis on the bottom line decreases. Organizational structure is matrix, 

and leaders have trust and mutual respect for each other. Learners take responsibility for their own 

success (Nelson & Burns, 2005). The environment of professional development has less variety for 

learning, but it is more intentional and incorporates more coordinated learning solutions, which 

include follow up and follow through. Clinical support is actively present at the point of care. There 

are standard competencies for the role of the nurse, and other competencies are connected to 

practice workflow. Educators’ success is measured by learners’ ability to apply the skill. Learning is 

consultative, and the educator role is one of facilitator and coach. 

Progressive Level (Proactive Plus) 

Quantitative and qualitative performance scores reflect value-driven professional nursing practice. 

The organization is on course toward global holistic high standards of excellence. Universal buy-in 

exists and is embedded in the culture. In this level there might be an incident, which propels the 

organization to the high performing level. This could be the adoption of a new model, a culture 

change, or a new leadership focus. 

High-Performing Level 

High-performing work achieves high standards of excellence. The organizational focus is on 

excellence, seeking out new opportunities for excellence, and releasing the flow of energy 

necessary for accomplishing these innovations (Nelson & Burns, 2005). Professional development is 

embedded in the work and all parties are engaged. Ownership and accountability makes it easier to 

do the right thing. Learning is shared among team members, and there is an explicit and coherent 

message around quality, metrics, improved communication, and ongoing evaluation. The 

environment is dynamic, integrated, and linked to business success. Immediate real-time data and 

feedback are designed with patient input. The role of educators is to manage complexity, and they 

are master facilitators of learning that is focused on business outcomes, performance, and 

organizational objectives. Learning is valued as an end unto itself, and transforms practice to 

excellence. Educators function as coaches and are characterized by rich and integrative dialogue, 

creativity, and wisdom. 
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Reactive 

0-24%ile 

Responsive 

25-49%ile 

Proactive 

50-74%ile 

Progressive 

75-89%ile 

High Performing 

90-100%ile 

PROFESSIONAL 
DEVELOPMENT 
STRUCTURE & 

PROCESS 

TASK DRIVEN VALUE DRIVEN (buy-in achieved) 

ORIENTATION 
 

 Orientations are all different for 

every region/facility 

  Information shared is “how 

we’ve always done it”  

 Topics are disseminated and 

considered as being enforced by 

leadership.  

 Forms, checklists, compliance, 

transactional, paper based 

 Ownership /management driven 

 No formal time for mtg/eval 

 Evaluations: task oriented 

 Inconsistent process 

 Lack of standardization across a 

MC and across the program 

 Inconsistent Process for: 

o Time frame 

o Structure  

o Process of evaluation 

o Organization of content 

o Can be crisis oriented  

pulling the Employee early 

due to ‘needs’ 

 Orientations are building 

processes 

  One national orientation, 

then regional, facility and 

then unit specific  

 Formalized onboarding 

 Manager and RN review 

checklist 

 Ownership: management/HR 

 Evaluation: task oriented and 

timely  

 Content can be top down 

initiatives to roll into a short 

orientation 

 Educators not at the table for 

discussions that impact the 

program 

 Standardized orientation for 

the entire medical center or 

at least sections of it.  

 Manager driven  

 Strategic onboarding  

 Extended onboarding 

program,  

 Clear ownership,  

 Ownership management, 

staff and orientee HC team  

 More clarity regarding 

outcomes 

 Along orientation 

continuum there is increase 

accountability and 

ownership of orientation 

on employee 

 Evaluation completed by 

Preceptor , new employee, 

and managers 

 Program is EB 

 Program is integrated  

 Clearer outcomes 

 Preceptor more engaged  

 The employee receives 

more structured feedback 

 Evaluation RN and HC 

team participate 

 And in some cases a 

multidisciplinary team 

 All of the staff “own” the 

success of the new 

employee 

 2 way communication 

and contribution of the 

orientation encompasses. 

 Question what tools do 

we need to be successful 

including HS LMS, KPHC, 

Smart Phone 

 Multidisciplinary onboarding,  

 Team building activities, 

engagement, socialization 

 Individually driven 

 Lifelong learner 

 Ideally the Individual relies on a 

responsive team who supply 

resources 

 Evaluation: Manager, RN, HCT with 

employee development plan.  

 Eval of orientation is 360’ 

 The HCT values new hires, 

perspectives, ideas, innovation 

 Input from the new employee is 

valued –rather than “We don’t do it 

that way” 

 “You and your Professional Practice” 

 



 

 

 Reactive Responsive Proactive Progressive High Performing 

COMPETENCY  Competencies only considered 

clinical skills, not knowledge or 

ability 

 There are no similar 

competencies for all KP nurses 

  Keep adding on new ones 

without validating current ones 

 No definition of a competency 

 Competencies are designed in a 

framework of new initiatives and 

vendor products 

 Competencies are developed 

to achieve goals and plan for 

the present.  

 Data around competencies 

are collected but not used 

except ad hoc or for 

regulatory rules.  

 Multiple ways to validate 

competencies and staff 

chores 

 Needs assessment 

 Donna Wright Model  

 Team collaborates on 
competencies 

 Professional competency Portfolio 

 Interdisciplinary team validates 

portfolio 

 Professional portfolio where 

employee submits evidence of 

competency (council of peers 

reviews portfolio –interdisciplinary 

CAREER 
DEVELOPMENT/ROLE 

TRANSITION 

 Up to the individual  

  No mentors or guidance for the 

nurses  

 Silos  

 Systems in place but not 

connected 

 Minimal organizational support 

for development.  

 Majority of staff do not value 
advancement or value in 
professional growth. 

 Processes are consistent and 

tailor able with some 

integration 

  several system connect 

through manual process 

 Organizational support for 

advancing knowledge and 

skills  

  Staff participates because of 
expectations set by others or 
job description. 

 Integrated role transition  

 Focus on connecting 

systems and processes  

 Team is responsible for 

talent initiatives 

 Strong organizational 

support for advancing 

knowledge and skills with 

staff willing to commit to 

utilizing it.  

 Staffs develop self-
awareness of development 
needs and begin to own 
and organize professional 
development activities. 

 Staff commit to self-

development. Encourage 

and participate in the 

development of peers 

 Certified nurse’s support 
and mentor colleagues 
towards their certification 

 Strategic  

 Fully integrated processes and 

systems used to make business 

decisions 

 Talent management is business-

driven 

 Nurses drive change based on their 

acquired knowledge and are able to 

align their development goals with 

the strategic plans 

 Career coaching begins at 

orientation 

 Integrated into new role via 

understanding of patient centric 

team culture 

 Exposure to new area through 
shadowing  



 

 Reactive Responsive Proactive Progressive High Performing 

ACADEMIC 
PARTNERSHIP 

 Academia is thought of as a 

means to an end.  

 Criticism of the nurses 

graduating.  

 No integration of practice 

world with academic learning’s 

  Practice expects academia to 

know what competencies are 

needed.  

 No clear road map for 

attaining next level of 

education.  

 Contracts reflect clinical 

agreements 

 Academic partnership is 

formed around a framework 

of answering the present 

needs of practice.  

 Competencies are around 

skills for the new grad to get 

employed 

 Preceptors and students 

working together 

 Take students and unit 

preceptors 

 

 Ease transition with 

students who are familiar 

with system 

 NCLEX questions: The 

HealthCare system 

influences NCLEX questions 

to ensure that ambulatory 

questions are in place 

this leads to academia 

including ambulatory 

content into the curriculum  

 Local education department 

designs clinical experience 

with clinical expertise with 

clinical incentives  

 Help influence curriculum 

of academic-practice 

partnership 

 Model is designed for 

Academic-Practice 

partnership 

 Residency program in 

place 

 Formal mentoring 

program in place 

 Leverage APN to assist 

with students  

 T2P 

 HR works with team to 

find jobs for RN students 

with in the MC 

 Ambulatory Care: 

bringing in new grads 

into ambulatory 

environment and helping 

to shape the nurse of the 

future through practicum 

and curriculum  

 Agreed upon competencies for both 

practice and academia. Built into 

curriculum and into onboarding and 

competency program in practice 

environment 

 Leverage strategy and relationships 

from other disciplines 

 Partner with the BRN to change 

rules if necessary to accommodate 

nurse of the future 

 Partnership between practice and 

academia –we teach with them at 

school and they participate with us 

in the practice environment 

 Share best practices across the 

program 

 Purposeful designed clinical 

experience to shape the nurse of 

the future.  

CONTINUING 
EDUCATION 

 Education is thought of as an 

individual activity.  

 No outcome measures are 

necessary 

  Only thought of as # of CE’s 

Prescriptive. 

 Continuing Nursing Education 

done in response to a need. 

 Outcomes may be level 1 and 

2 –“butts in seats” but not 

related to change in practice 

or change in patient outcomes 

 Journal Club 

 Staff willing to work as a 

SME 

 Part of a bigger plan 

 

 Create learning 

objectives and tie to 

patient outcomes 

 Incorporate what they 

learned , how they have 

changed their practice in 

their professional 

portfolio 

 RN’s apply and demonstrate CNE to 

impact of patient care outcomes 

 Build business case for change in 

infrastructure that tracks 

educational time and link NPD, 

research and tech 

  



 

 Reactive Responsive Proactive Progressive High Performing 

RESEARCH AND 
SCHOLARSHIP 

 Research is not part of nursing 

practice  

 No time built in for journal 

clubs.  

 Certification is not encouraged.  

 Tuition is the same for 

everyone 

 No formal plan to incorporate 

research and scholarly practice 

 Alignment of tuition with 

career development 

strategies  

 Current hiring of ADN nurses 

and then work with academia 

to get them their degrees. 

 Tuition assistance is 

leveraged in support of 

employee development 

goals 

 Showcase ‘best practices’  

 BSN is entry level 

 Learners rate model 

research and scholarly 

practice and mentor the rest 

of the team 

 Certification of all nurses 

within two years of hire 

 Monetary incentives 

 Nurses collaborate with 

researchers to determine 

research opportunities 

and benefit unit 

 Leader rate model 

research and scholarly 

practice 

 Monitor and team do the 

same 

 Baccalaureate degree is entry to 

practice at KP 

 Certification for all nurses within two 

years of hire 

  Development and delivery of custom 

degree programs 

 Assistance/support with gaining 

points on career ladder 

 MSN in practice 

 DNP in practice 

 Infrastructure to allow employees to 

continue education 

IN SERVICE 
EDUCATION 

 In-service is owned by the 

education or training 

department. 

 It is force fed 

 It is enforced by leadership  

 Attendance is either mandatory 

or a punishable offense. 

 It is sometimes seen as the way 

to solve management issues. 

 “Just send them to training and 

it will fix the problem” 

 Structure is fragmented and 

topics come from many 

different sources. 

 In-service education is tied to 

specific outcomes. 

 There are rewards associated 

with attendance.  

 Little planning is involved and 

is more around the activities 

of the present.  

 Structure is top down 

Feedback and evaluation are 

at the level one or “smile” 

sheet. 

 In-services are results driven 

and part of the overall 

strategy of the unit or 

department 

 The information is providing 

in partnership with staff.  

 In-services are held on the 

unit and “Just in time 

training” 

 Programs are linked to 

Quality and Safety goals 

 Building of learning 

communities 

 Involve all stakeholders in 

the planning and design 

 Mobile devices provide 

education at will. 

 Continued as a part of the continuum 

of professional development. 

 Nurses are involved in the 

implementation and planning of the 

programs. 

 Emphasis on adult learning in 

designing program content 

 Use of adult oriented models of active 

learning as the design for in-service 

programs 

 

See next page for competency assessment/survey 



 

 

 

 

 

 

 

Click the button to assess this tool or visit 
https://www.surveymonkey.com/s/Z5GHD77 
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