- \» Power System Technology

Y I1SSN:1000-3673

Received: 16-10-2024 Revised: 05-11-2024 Accepted: 15-12-2024

Workforce Development and Professional Competency among
Hospital Healthcare Staff

1Anoud Hamoud Anamis, 2Fassal Yahya Ali Shaiban, 3Waleed Yousef Awadh
Althagafi, 4Falah Mutlaq Ghazai Almutairi, SMashael Hussain Albalushei, 6Bandar
Numan Bandar Zarad, 7Asma Saleh Saeed Al-Saqour, 8Mohammad Mehza Alharbi,
9Raed Saadi Mohammed Al-Harbi, 10Ahmed Ali Mohammed Alshehri

1Nurse, Healthcare Gareat Beash
2Health Care Security, Baish Phcc
3Technician- Laboratory, Jeddah Second Health Cluster
4Technician-Pharmacy, Al-Rafia General Hospital
5Dental Assistant, Dental Clinics Complex South Riyadh
6Specialist Health Informatics, Ministry Of Health Office In Bisha Region
7Najran Group King Khalid Hospital
8Periodontitis Specialist, Alqassim Health Cluster
9Emergency Medical Services, Ministry Of National Guard
10Health Informatics Technician, Al-Majardah General Hospital
Abstract

Workforce development and professional competency are central determinants of hospital
performance, patient safety, and quality of care. Hospitals operate in increasingly complex
environments characterized by rising patient acuity, rapid technological change, persistent
staffing constraints, and heightened expectations for reliability. These pressures make it
essential for healthcare organizations to invest in systems that build and sustain competency
across multidisciplinary staff groups. This paper examines workforce development and
professional competency among hospital healthcare staff, synthesizing conceptual
foundations, common barriers, core competency domains, and evidence-informed strategies
for implementation. Key themes include competency-based education, structured onboarding
and role transition programs, continuous professional development, simulation and team
training, supportive leadership, and organizational learning systems that link training to
measurable outcomes. The paper concludes that workforce development should be treated as
an operational quality and safety strategy—supported by leadership, protected time, and data-
driven feedback—rather than a periodic educational activity.
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1. Introduction

Hospitals are among the most complex and high-risk organizations within modern healthcare
systems. They provide continuous care for patients with acute, chronic, and life-threatening
conditions while coordinating services across multiple departments and professional groups.
Physicians, nurses, pharmacists, allied health professionals, technicians, and support staff
collectively contribute to assessment, diagnosis, treatment, monitoring, and recovery.
Because hospital care is delivered through interdependent workflows and time-sensitive
decisions, the competence of the healthcare workforce is a primary driver of patient safety
and care quality.

Over recent decades, healthcare systems have experienced profound transformation. Aging
populations, increasing prevalence of chronic disease, multimorbidity, and complex therapies
have increased the clinical workload and coordination burden in hospitals. At the same time,
workforce shortages and turnover continue to affect many settings. When staffing is
constrained, hospitals may rely on overtime, floating staff, agency personnel, or rapid hiring
of newly graduated staff, which can increase variability in practice and elevate risk.
Additional pressures include frequent updates to evidence-based guidelines, new diagnostic
and therapeutic technologies, and expansion of digital systems such as electronic health
records (EHRs).

In this environment, workforce development is not optional. Workforce development refers
to systematic, continuous organizational efforts to build and maintain the skills, knowledge,
and behaviors required for effective performance. Professional competency is the measurable
ability to integrate knowledge, technical skills, communication, ethical judgment, and
teamwork to deliver safe and effective care in real clinical situations. Competency is
dynamic: it changes as clinical evidence, technology, and patient needs evolve. Therefore,
hospitals must design workforce development systems that support competence across the
full employee lifecycle—from recruitment and onboarding to role transitions, specialty
practice, and leadership development.

This paper reviews the concept of workforce development and professional competency
among hospital healthcare staff. It addresses: (1) a conceptual framework for competency in
hospitals; (2) major challenges that hinder development; (3) core competency domains
relevant to hospital practice; (4) strategies and models for strengthening workforce
development; (5) evaluation approaches that link development to patient outcomes; and (6)

practical implementation recommendations.
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2. Conceptual Foundations of Workforce Development and Competency

Workforce development in hospitals can be understood at three interacting levels: individual,
team, and organizational. At the individual level, development focuses on clinical knowledge,
technical proficiency, and professional behaviors such as accountability and ethical practice.
At the team level, development supports collaboration, communication, and shared
situational awareness, which are essential for safe care in complex workflows such as
operating rooms, emergency departments, and intensive care units. At the organizational
level, workforce development includes leadership behaviors, staffing models, policies,
resource allocation, and a learning culture that makes competence easier to achieve and
maintain.

Competency-based practice emphasizes what staff can reliably do rather than how long they
have trained. Competency frameworks typically include knowledge, skills, and attitudes, but
in hospitals the focus must be on observable behaviors in real or simulated clinical contexts.
A crucial implication is that education alone is insufficient if the work environment prevents
reliable performance. For example, staff may be trained in infection prevention or medication
safety, but if supplies are inconsistent, staffing is inadequate, or workflows are poorly
designed, competence may not translate into safe outcomes.

The quadruple aim framework suggests that improving patient experience, population health,
and cost efficiency requires attention to the work life of healthcare providers (Bodenheimer
& Sinsky, 2014). This aligns closely with workforce development: staff well-being influences
learning capacity, engagement, and error risk. Burnout and fatigue can reduce attention,
impair memory, and worsen communication. Consequently, workforce development should
be integrated with operational improvements that protect time for learning, simplify
workflows, and reduce avoidable cognitive burden.

3. Why Workforce Development Matters in Hospitals

The link between workforce capability and hospital outcomes is supported by safety and
quality research. Inadequate staffing and inconsistent competence have been associated with
increased adverse events, including medication errors, falls, infections, and preventable
deterioration. Conversely, strong training systems and supportive team processes are
associated with improved adherence to evidence-based practice and better outcomes.
Workforce development also influences organizational resilience. During surges, outbreaks,
or mass-casualty incidents, hospitals rely on adaptable staff who can shift roles, follow
standardized protocols, and maintain teamwork under pressure.

Workforce development is also essential for equity and patient-centered care. Hospitals serve
diverse populations with different language needs, cultural beliefs, health literacy, and soci
circumstances. Competence therefore includes communication skills, cultural humility
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the ability to tailor care plans. Development programs that include patient-centered
communication and shared decision-making can improve satisfaction, reduce
misunderstandings, and enhance adherence after discharge.

4. Challenges Affecting Workforce Development
4.1 Workforce shortages, turnover, and workload

Workforce shortages remain one of the most significant barriers to effective development.
When staffing is tight, protected education time is often reduced and staff may be unable to
attend training without compromising patient coverage. High workload and frequent
interruptions decrease learning capacity and may reduce willingness to participate in
development activities. Turnover further compounds these challenges by increasing the
proportion of novice staff and creating continual onboarding demands.

4.2 Burnout, stress, and psychological safety

Burnout is a major threat to competence and performance. Burnout is associated with reduced
engagement, increased intention to leave, and perceived declines in care quality. Importantly,
burnout is largely driven by system factors such as staffing, inefficient workflows, and high
administrative burden rather than individual resilience alone. Psychological safety is also
critical. In environments where staff fear blame or humiliation, they may not ask questions,
report near misses, or seek help—Ileading to hidden competence gaps and increased risk.

4.3 Variability in education, role expectations, and regulation

Hospitals often employ staff from different educational pathways and countries, with
variation in scope of practice and prior training. Without standardized competency
expectations, units may develop inconsistent practices. Role ambiguity can also limit
development, as staff may be uncertain about responsibilities or decision authority. Clear
competency frameworks and role descriptions support consistent training and accountability.

4.4 Technology change and learning overload

New technologies can improve care but also create learning demands and cognitive overload.
EHR implementation, clinical decision support, new infusion pumps, imaging platforms, or
laboratory automation require training, practice, and ongoing optimization. When training is
rushed or poorly aligned with workflows, staff may develop workarounds that undermine
safety. Therefore, technology adoption should be paired with human factors-informed
training, super-user programs, and continuous feedback loops.

5. Core Competency Domains for Hospital Healthcare Staff

Although competency domains differ by role, several categories are widely relevant acros
hospital healthcare staff and directly linked to safety and quality.
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5.1 Clinical reasoning and patient assessment

Clinical reasoning includes accurate assessment, interpretation of vital signs and test results,
recognition of red flags, and timely escalation when patients deteriorate. Competence in
clinical reasoning is supported by case-based learning, mentorship, and structured escalation
protocols such as rapid response systems. Hospitals can improve reliability by clarifying
escalation thresholds, standardizing early warning scores, and using simulation for
deterioration scenarios.

5.2 Technical and procedural competence

Technical competence includes safe medication administration, device management (e.g., [V
lines, urinary catheters), specimen handling, sterile technique, and correct operation of
equipment. Because many hospital harms arise from process failures, technical skills should
be reinforced through checklists, return demonstrations, and periodic competency validation.
Standardized device-care bundles and medication administration protocols reduce variation
and support safe performance under time pressure.

5.3 Patient-centered communication

Communication competence includes clear documentation, structured handoffs, shared
decision-making with patients, and effective patient education at discharge. Tools such as
teach-back and structured communication frameworks (e.g., SBAR) can reduce
misunderstandings and improve continuity. Communication competence also includes the
ability to communicate uncertainty, seek second opinions appropriately, and engage
interpreters when needed.

5.4 Teamwork and interprofessional collaboration

Hospital care is delivered by teams. Competence therefore includes collaboration, role clarity,
conflict management, and closed-loop communication. Interprofessional simulation and
multidisciplinary rounds can strengthen shared mental models and improve coordination.
Team competence is particularly important during transitions of care, when information loss
1s common, and during emergencies, when coordination failures can rapidly cause harm.

5.5 Safety, quality improvement, and risk management

All staff should understand core patient safety principles, including error prevention,
reporting systems, human factors, and basic quality improvement methods. Competence in

safety includes recognizing hazards, speaking up, and participating in improvement cycles
such as Plan-Do-Study-Act (PDSA). Hospitals can enhance this domain by incorporating
safety culture training, root cause analysis participation, and unit-level improvement projects
that connect learning to measurable outcomes.
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5.6 Infection prevention and control and antimicrobial stewardship

Infection prevention competence includes hand hygiene, appropriate use of personal
protective equipment, aseptic technique, and environmental cleaning practices relevant to
each role. Antimicrobial stewardship competence includes understanding appropriate
indications, timely cultures, dose optimization, and adherence to protocols in collaboration
with pharmacy and infectious diseases teams. Workforce development that targets IPC and
stewardship can reduce hospital-acquired infections and antimicrobial resistance risks.

5.7 Professionalism, ethics, and cultural competence

Professionalism includes accountability, confidentiality, respect, and ethical decision-making.
Cultural competence supports respectful care for diverse patients and helps address
inequities. Development in this area benefits from reflective practice, case discussion, and
supportive leadership. Ethical competence is especially relevant in end-of-life decisions,
informed consent, and resource allocation situations.

6. Workforce Development Models and Approaches
6.1 Competency-based education and assessment

Competency-based education (CBE) focuses on demonstrated ability rather than time spent in
training. In hospitals, CBE can be operationalized by defining competencies for each role,
mapping them to tasks, and using objective assessment methods such as direct observation,
simulations, and audits. Return demonstration is particularly effective for high-risk tasks,
ensuring that staff can perform procedures correctly rather than only describing them.
Competency assessment should be standardized and documented to support credentialing and
role privileges.

6.2 Structured onboarding and role transition programs

Onboarding programs that include unit-specific orientation, preceptorship, and competency
checklists improve early performance and reduce variability. Role transitions—such as
moving into critical care, operating rooms, emergency departments, or charge roles—require
additional structured development. Transition programs can combine supervised practice,
mentorship, and simulation to accelerate safe independent performance and reduce the risk of
early errors. Hospitals can also use staged responsibility models, where autonomy increases
as competency is demonstrated.

6.3 Continuous professional development and microlearning

Continuous professional development (CPD) sustains competence over time. Because
hospital staff have limited time, microlearning approaches—short modules delivered during
huddles, mobile platforms, or brief scheduled sessions—can support consist
reinforcement. CPD should be linked to local risk areas and updated policies, and
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include opportunities for practice and feedback rather than lecture-only formats. Linking
CPD to unit dashboards and recent events increases relevance and engagement.

6.4 Simulation-based training and team training

Simulation allows staff to practice rare or high-risk events (e.g., cardiac arrest, sepsis
escalation, massive hemorrhage) in a safe environment. Simulation improves technical skills
and teamwork behaviors such as communication, leadership, and role allocation. Team
training programs that include structured debriefing and reflection can strengthen
psychological safety and create a shared language for safe performance. In addition to high-
fidelity simulation, low-fidelity in-situ drills can be efficient and highly relevant to local
workflows.

6.5 Leadership development and clinical governance

Frontline leaders shape competence by setting priorities, allocating resources, and reinforcing
standards. Leadership development programs for charge nurses, supervisors, and department
heads can improve coaching skills, conflict management, and the ability to support
improvement. Clinical governance structures, including competency committees and
multidisciplinary quality councils, help align development with organizational goals. Leaders
also influence whether staff have protected time for learning and whether reporting and
feedback are used for improvement rather than blame.

7. Designing a Workforce Development Program
7.1 Needs assessment and prioritization

Effective workforce development begins with needs assessment. Hospitals can combine
multiple data sources, including incident reports, audit results, patient outcomes, staff
surveys, and competency assessments. Prioritization should focus on high-risk processes and
frequent failure modes, such as medication administration, handoff quality, device
management, and early recognition of deterioration. A structured needs assessment also
identifies which staff groups are most affected and which units have the greatest performance
variability.

7.2 Curriculum design and delivery methods

Curriculum design should align learning objectives with real clinical tasks. Blended learning
is often most practical, combining brief online modules with in-person practice, simulation,

and bedside coaching. Adult learning principles suggest that staff learn best when content is
relevant, problem-centered, and immediately applicable. Therefore, case-based sessions using
local examples and near-miss analysis can increase engagement and relevance. Hospitals
should also consider flexible delivery options for shift workers to ensure equitable access
training.
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7.3 Competency validation and credentialing

Competency validation should be scheduled and standardized. Hospitals may use annual
competency checks for core tasks and more frequent validation for high-risk roles. Objective
structured clinical examinations (OSCEs), direct observation tools, and skills stations can
support reliable assessment. Credentialing processes should document competency and
support role-based privileges, ensuring staff perform tasks aligned with training and scope.
Where regulation allows, hospitals can build tiered competencies that support career
progression and motivate engagement.

7.4 Coaching, feedback, and performance support

Competence is strengthened by feedback in the workflow. Unit-based educators and
champions can provide brief coaching, correct small deviations, and reinforce standards.
Performance support tools—checklists, visual reminders, standardized order sets, and quick-
reference guides—reduce reliance on memory and support reliable behavior under time
pressure. Continuous feedback should be non-punitive and linked to shared goals, reinforcing
a learning culture.

8. Evaluation: Linking Workforce Development to Outcomes

Evaluation is essential to justify investment and guide improvement. Hospitals should
measure both learning outcomes and clinical outcomes. A useful approach is a modified
Kirkpatrick framework: (1) staff reaction and engagement; (2) knowledge and skill
acquisition; (3) behavior change in practice; and (4) patient and system outcomes. Because
hospital outcomes are influenced by multiple factors, evaluation should combine quantitative
trend analysis with qualitative feedback from staff and leaders.

e Process measures: hand hygiene compliance, completion of medication reconciliation,
handoff tool use, adherence to care bundles, time-to-antibiotics for sepsis protocols where
applicable.

e Workforce measures: turnover, absenteeism, overtime, burnout scores, training
completion, competency validation rates, safety culture metrics.

e Patient outcomes: falls, pressure injuries, hospital-acquired infections, medication error
rates, rapid response calls, length of stay and readmissions when relevant.

e Experience outcomes: patient satisfaction, communication ratings, and staff engagement.

Regular review cycles help refine training, remove barriers, and scale successful
interventions. Importantly, dashboards should be actionable at unit level and used for learning

rather than punishment. When staff see that data leads to practical improvements—such as
better supplies, clearer protocols, or more staffing support—participation and performance
tend to improve.
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9. Implementation Barriers and Practical Solutions

Even well-designed programs can fail without operational support. Common barriers include
lack of protected time, inconsistent staffing coverage, limited educator capacity, and
competing initiatives. To address these barriers, hospitals can implement practical solutions
such as protected training time embedded into schedules, float pools for coverage,
standardized training calendars, and executive sponsorship that signals priority.

Another barrier is training fatigue, where staff are overwhelmed by frequent mandatory
modules. Hospitals can reduce fatigue by consolidating content, focusing on high-risk
priorities, and using short, engaging formats that include practice. Finally, sustained change
requires reinforcement. Audit-and-feedback, recognition of improvement, and visible
leadership participation help normalize desired behaviors and prevent skill decay.

10. Practical Recommendations for Hospitals

e Define role-based competency standards that prioritize the organization’s leading
contributors to preventable harm.

e Use structured onboarding with preceptorship, return demonstration, and unit-specific
competency checklists.

e Implement microlearning and brief huddles for ongoing reinforcement linked to local data
and incidents.

e Invest in simulation and interprofessional team training for high-acuity events and
complex handoffs.

e Create unit-based champions and educators who provide real-time coaching and support
new guideline implementation.

e Measure behavior change and outcomes using dashboards; review results regularly and
adapt interventions.

e Align workforce development with well-being initiatives to reduce burnout and maintain
learning capacity.

Together, these recommendations support a practical workforce development system that
improves reliability without excessive burden and that aligns learning activities with safety
and quality priorities.

11. Future Directions and Research Needs

Future research should evaluate scalable workforce development models that integrate digital
learning, simulation, and interprofessional education. Longitudinal studies can clarify how

competency-based programs influence patient outcomes, retention, and cost effectiveness
over time. Research is also needed on optimizing learning in resource-constrained settings
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and during demand surges, and on the impact of emerging Al-enabled tools on workflow,
documentation burden, and clinical decision-making.

12. Conclusion

Workforce development and professional competency are fundamental to hospital
performance, patient safety, and system resilience. Hospitals face challenges such as
workforce shortages, burnout, variability in prior training, and rapid technology change, all of
which can undermine competence if not addressed systematically. Competency must be
supported by structured onboarding, competency-based education, continuous reinforcement,
team training, and leadership engagement. Equally important, workforce development must
be integrated with operational improvements that protect time for learning, ensure adequate
resources, and promote psychological safety. When treated as a quality and safety strategy,
workforce development can reduce preventable harm, improve patient experience, and create
a healthier, more stable workforce.
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Appendix: Sample Implementation Roadmap

Hospitals often benefit from a clear, staged roadmap for workforce development. In the first
stage (0-3 months), leaders can establish governance, select priority competencies, and
stabilize training logistics. This includes appointing an executive sponsor, assigning an
education lead, and creating unit-based champions. A baseline assessment can be conducted
using audits, incident themes, and staff surveys to identify the most urgent gaps. In the
second stage (3—9 months), the organization can deploy targeted training and competency
validation for high-risk processes. Simulation can be introduced for selected scenarios such
as sepsis recognition, safe handoffs, and medication double-checks. In the third stage (9-18
months), hospitals can scale successful interventions, embed microlearning into routine
huddles, and use dashboards to sustain performance. Throughout all stages, leaders should
ensure that feedback loops are active and that barriers such as supply issues and workload are
addressed so that staff can apply learning consistently.

A practical roadmap should include explicit evaluation checkpoints. For example, hospitals
can define monthly process targets (e.g., handoff tool use, bundle adherence) and quarterly
outcome targets (e.g., infection reductions, fewer medication events). Regular review
meetings should identify whether gaps reflect knowledge deficits, workflow barriers, or
staffing constraints. When gaps are primarily operational, process redesign should
accompany training. Finally, recognition systems—such as sharing unit improvements,
celebrating champions, and offering career pathways—can improve engagement and help
retain skilled staff.

Supplementary Discussion: Competency Mapping Across Hospital Roles

One practical challenge in hospital workforce development is translating broad competency
statements into role-specific expectations. Competency mapping addresses this gap by
linking each competency domain to observable tasks and performance criteria for diffe
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staff groups. For example, “infection prevention” is relevant to all staff, but the performance
standard differs: nurses may be assessed on device-care bundles and aseptic technique;
laboratory staff may be assessed on specimen handling, biosafety practices, and
decontamination procedures; radiology and imaging staff may be assessed on cleaning of
shared equipment, safe patient transport, and adherence to isolation precautions; and
environmental services staff may be assessed on correct disinfectant selection, dwell times,
and high-touch surface coverage. Mapping competencies in this way improves clarity,
reduces role ambiguity, and helps staff understand how their contribution supports system
outcomes.

A competency map can be organized as a matrix with rows representing competencies and
columns representing roles or units. Each cell includes the expected behaviors, the
assessment method (e.g., observation, checklist audit, simulation), and the revalidation
frequency. High-risk tasks should have more rigorous assessment and shorter revalidation
cycles. This structured approach also supports fair performance management, because
expectations are explicit, measurable, and aligned with scope of practice.

e Define 8-12 core competency domains that apply across the hospital (e.g., assessment,
medication safety, IPC, communication, teamwork).

e For each domain, specify role-based behaviors and the minimum acceptable standard
(what “competent” looks like).

e Assign an assessment method and frequency (e.g., annual for low-risk skills; semiannual
or quarterly for high-risk skills).

e Use the matrix during onboarding, annual appraisal, and quality improvement planning.

Supplementary Discussion: Building a Learning Culture and Psychological Safety

Workforce development is most effective when embedded in a learning culture. A learning
culture normalizes questions, acknowledges uncertainty, and treats errors as opportunities for
system improvement. Psychological safety—staff confidence that they can speak up without
humiliation or retaliation—is a key ingredient. When psychological safety is low, staff may
hide knowledge gaps, avoid reporting near misses, and hesitate to ask for clarification during
handoffs or procedures. These behaviors increase risk and slow organizational learning.

Leaders can strengthen psychological safety by modeling curiosity, thanking staff who
identify risks, and responding to incidents with a learning-focused approach rather than
blame. Structured debriefings after critical events, routine huddles, and transparent sharing of

lessons learned can reinforce this culture. Importantly, psychological safety must be paired
with clear standards and accountability: the goal is not to reduce expectations but to create an
environment where staff can reliably meet them with appropriate support.
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Supplementary Discussion: Digital Learning and Data-Driven Personalization

Digital learning platforms can increase access to training and reduce time away from patient
care, especially when combined with microlearning. However, digital modules should not
become a ‘“check-the-box™ activity. Hospitals can improve effectiveness by linking learning
assignments to real performance data. For instance, if audit data show inconsistent
medication reconciliation on admission, a targeted microlearning module can be assigned to
relevant staff and reinforced during bedside coaching. Similarly, if sepsis bundle compliance
declines, simulation and refresher training can be deployed for teams in high-volume areas
such as emergency and intensive care.

Data-driven personalization can also support staff development by identifying learning needs
at the unit and individual levels. Dashboards may incorporate competency validation status,
completion of critical modules, and unit-level process indicators. Used carefully and fairly,
such dashboards help leaders allocate education resources, schedule targeted coaching, and
recognize improvement. To maintain trust, data should be used for learning and support, not
punitive surveillance.
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