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Please replace this page with your title page including your name, workplace and level of portfolio.
Accomplished EN Portfolio Contents

a) Application Letter - signed
b) Curriculum Vitae

c) Copy of entry on online NCNZ register showing current APC
d) Copy of Job Description

e) Current Full Performance Development Review or PDR at Accomplished  level (within the last 12 months) – Signed – This includes the self and competence assessment against the NCNZ competencies. 
f) Manager Support Letter - signed
g) Professional Development Plan

h) Verification of 450 practice hours over the last three years, validated by a senior nurse (e.g. CNM) - signed
i) Evidence of 60 Professional Development Hours over the past three years. - signed
j) Reflections on three Professional Development activities

Accomplished EN Requirements
a) Evidence demonstrating participation in quality improvement and the change process and evidence if implementation evaluation. This example needs to be negotiated with and supported by the manager.

b) Evidence showing engagement and influence in professional activities
c) Reflection illustrating the depth of understanding of patient care and care coordination within scope of practice, and ability to identify changes in patient health status and action this appropriately.
Application Letter
	Please complete all sections below

(please note, with the exception of Graduate Nurses, certificates are issued to Proficient, Expert and Accomplished level only)

	Name as you want it to appear on your certificate (please print clearly below):


	APC Number
	
	Expiry Date:
	

	Workplace:
	

	Manager Name:
	
	Title:
	

	This portfolio is for (please circle):                Enrolled Nurse                             

	This portfolio is for (please circle):                  Maintenance                            Progression

	This portfolio is for (please circle):     Competent    Proficient      Accomplished   

                                                         

	Declaration (Please tick all applicable)

	
	I declare that the documents in this portfolio are my own work and if taken from papers, journals or books, are appropriately referenced

	
	I declare that where I have submitted joint work, I have fairly and accurately described my personal contribution

	
	I declare that the enclosed work (related to practice situations) has occurred in the previous three years and relates to the current competencies of my scope of practice

	
	I am prepared to provide authentication data confidentially to the moderator or assessment panel of required

	
	I understand this material remains confidential to the assessor(s) unless covered under the Health Practitioners Competence Assurance Act 2003

	
	I am aware that my portfolio may be subject for use in the moderation process, internal, external or as directed by the New Zealand Nursing Council and I will make my portfolio available within 2 weeks if required for moderation

	
	I understand than none of my work will be used for any other purpose unless it has my specific consent

	
	I declare that this portfolio represents a consistent demonstration of my practice 

	Signature:
	
	Date:
	


Please remove this page and insert your CV here.
Please remove this page and insert a print out of your Nursing Council of New Zealand registrations entry from:

www.nursingcouncil.org.nz 
Please remove this page and insert a copy of your Job description.
Please remove this page and insert a signed copy of your Annual Performance Development Review (PDR). Please ensure this is

· Signed 

· Less that 12 months old

· A full PDR not an interim (Full PDR includes self and competence assessment against NCNZ competencies)
Manager Support Letter
	Applicants name:
	

	Applicant last Appraisal date:
	

	Manager name:
	
	Manager’s Title:
	

	Tick as appropriate

	
	I have no concerns about this nurse applicant’s performance, practice, manner, attitude or teamwork

	
	This applicant has not been under review for poor performance or conduct in the past 12 months

	
	This applicant’s most recent appraisal accurately reflects her/his nursing ability

	
	This applicant consistently practices by demonstrating appropriate standards of knowledge, documentation, motivation, collaboration, and effective teamwork

	
	I have been consulted on and have approved the applicant’s quality initiative, practice change, contribution to specialty knowledge or innovation in practice. This meets Wairarapa DHB, Hutt Valley DHB or the employing organisations requirements where necessary.

	
	This applicant demonstrates a commitment to improving her/his practice and being involved in professional development and practice initiative activities

	
	I have read the applicant’s portfolio and agree that it is a true reflection of their performance

	
	I support the applicant for progression or maintenance on the PDRP pathway at: please tick

	
	
	Competent EN Level
	
	Proficient EN Level

	
	
	Accomplished EN Level
	
	

	
	I do not support this applicant for progression on the PDRP pathway

	Reason/comments:



	

	Signed:
	
	Date:
	


Please remove this page and use EITHER the following professional development plan or a career plan
Professional Development Plan
	Name:
	
	
	Signature:
	
	Designation:
	

	Date:
	
	Workplace:
	
	APC Number:
	

	Goal
	Links (what professional, service or DHB imperative does the goal address)
	Activities (steps/actions required to achieve goal)
	Resources Needed 
(including personnel, access, time, financial)
	Expected Outcome (impact on professional growth, service delivery or consumer)

	E.g.
	Improve services to inpatients with mental health issues
	Mental Health Study Day

Work with mental health nurse
	Access to the Mental Health Study day. Time to work with a mental health nurse.
	Improve care I give patients with mental health issues within the ward and to support junior colleagues to develop better skills in assessment and management of patient’s mental health status. 

	   1


	
	
	
	

	2


	
	
	
	

	3


	
	
	
	


Please remove this page and insert validated verification of 450 practice hours in the past 3 years. The following can be used:

· OneStaff printout – signed by senior nurse/manager

· Printout from HR/Payroll

· Signed letter from CNM/Manager detailing the total hours you have worked in the past 3 years
Please remove this page and insert validated verification of 60 Professional Development hours in the past 3 years. The following can be used:
· OneStaff or Trendcare print out signed by senior nurse/manager
· HR/Payroll printout
· Printout from your organisation signed by your manager
· Professional Development List signed by a senior nurse/manager (see next page)
Professional Development List
	Name:
	
	Designation:
	

	Date:
	
	Workplace:
	

	

	Date of Training
	Hours
	Activity (Name of course/education session)
	Hosted by (place course held)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Total hours                                                                                                                                                      

	Verification by manager:                   
	Date: 
	Signature:


Professional Development Reflections
Please write 3 short reflections of 3 separate professional development activities you have attended within the last 3 years. 
	Name:
	
	Date: 


	

	Date of Training
	Hours
	Activity (Name of course/education session)
	Reflection (Explain what you learnt from this activity – how it affirmed or influenced your practice)

	
	
	
	

	
	
	
	

	
	
	
	


Please remove this page and insert a description of your quality initiative or practice change. This should include:

a) PLAN – why did you do the quality initiative or practice change.

b) DO – evidence of the quality initiative or practice change including pictures, leaflets, hand outs, training, documents, policies or other work developed as part of this change.

c) REVIEW – Evidence that your quality initiative or practice change has been evaluated by others.

The following document could be used as a template for this.
Quality Improvement Project Plan
	[image: image1.jpg]Unit:
	

	Person Responsible:
	

	Team members:
	

	Project Title:
	

	Issue:
	

	Target Group:
	

	Aim:
	

	Action Plan
	

	Results:
	

	Evaluation:
	

	Feedback:
	


	Unit Manager Signature:
	Date:

	Comments:


                          On completion send copy to: 

Service Manager 

Quality Manager

Please remove this page and insert evidence showing engagement and influence in professional processes. The following templates may be useful.

Education Session Plan
	Session Topic:
	

	Presented by:
	
	Length of Session:
	

	Venue:
	

	Presented to:
	

	Overview and purpose of the session:



	Objectives
	Main Points
	Resources required/delivery method

	
	
	

	
	
	

	
	
	

	Self evaluation of session:


	

	What to change/work on for next time:

	


Education Session Evaluation

	Please give the form to participant(s) to complete

	· This can be completed by a colleague(s) and/or patient(s)


	· Please keep any others separately for your personal records

	· Sessions should be presented to more than one person.
	· Up to four  may be included in the portfolio

	Session Topic:
	

	Presented by:
	
	Date:
	

	The presentation/session was well prepared:

	 FORMCHECKBOX 
  Thoroughly agree
	 FORMCHECKBOX 
  Agree
	 FORMCHECKBOX 
  Neutral
	 FORMCHECKBOX 
  Disagree

	Comments: 



	The presenter communicated the topic clearly and effectively

	 FORMCHECKBOX 
  Thoroughly agree
	 FORMCHECKBOX 
  Agree
	 FORMCHECKBOX 
  Neutral
	 FORMCHECKBOX 
  Disagree

	Comments:



	I understand more about the topic because of this session

	 FORMCHECKBOX 
  Thoroughly agree
	 FORMCHECKBOX 
  Agree
	 FORMCHECKBOX 
  Neutral
	 FORMCHECKBOX 
  Disagree

	Comments:



	My questions were answered appropriately

	 FORMCHECKBOX 
  Thoroughly agree
	 FORMCHECKBOX 
  Agree
	 FORMCHECKBOX 
  Neutral
	 FORMCHECKBOX 
  Disagree

	Comments:



	Overall comments



	Evaluators Name:
	
	Signature:
	

	APC Number:
	
	PDRP Level:
	


Feedback to Preceptor

	Name of preceptor: 
	Name of preceptee:
	

	MY PRECEPTOR: Please tick the description which best describes your experience in each category
	Excellent
	Strength
	Satisfactory
	Needs Improvement

	· was expecting me and made me feel welcome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· identified what previous knowledge and skill I had and set goals with me which reflected this
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· had a wide range of clinical knowledge and skills to meet the patient/client needs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· assisted me with prioritising & time management skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· communicated well with patients, family & colleagues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· was confident in dealing with clinical situations which assisted my learning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· used effective clinical teaching skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· identified other people who could assist my learning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· role modelled caring nursing practice and patient centred care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· offered regular specific constructive feedback
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· facilitates mutual trust & respect among colleagues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· extended my learning through creating practice opportunities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· challenged my knowledge base
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· created a safe learning environment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Any other comments:
	Signed by preceptee:
	

	
	Date:


	


	TO BE COMPLETED BY THE PRECEPTOR:  What will you do differently as a result of this feedback and how?


	Signed by preceptor:

Date:


Please remove this page and insert your reflection illustrating the depth of understanding of patient care and care coordination within your scope of practice, and the ability to identify changes in patient health status and action this appropriately.
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Karen Shaw – Proficient portfolio – complete workbook
August 2013


