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ABSTRACT
PERCEIVED NEEDS AND COPING RESOURCES OF NEWLY HIRRWDRSES IN
TRANSITION

By

Catherine A. Schmitt

The University of Wisconsin-Milwaukee, 2013
Under the Supervision of Professor Rachel F. Stlaiff

Newly hired nurses who do not transition well ofteave their first nursing position or
nursing prematurely, at great cost to themselVesptofession, the hiring organization
and patients. The purpose of this secondary asatisdy was to better understand the
experience of new graduate nurses (NGNs) and etpexd nurses as each group
transitions to a new setting in nursing practice gre contribution the preceptor role
plays in that transition. Schlossberg’'s Transifidveory was the framework that guided
the study. The original data were collected fral8 hewly hired nurses who were
predominantly female and Caucasian with the mgjdning under the age of 30 years
and having less than one-year experience. Theaglaikable for secondary analysis were
collected at three, six and twelve months afterddue of hire and included all transcripts
from structured debriefing sessions offered atcthreclusion of educational offerings that
were a part of an extended orientation programalyit coding and word count
methods were used in the data analysis. Themesidanfied and Schlossberg’s
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transition theory was mapped to the themes. Theéhagsvere identified indicate that
both groups of nurses rely dmstitutional Supportor transition. Institutional Support
comes in the form of a Human Connection (precepeadership, staff and others and a
go to person) and a Process Approach (orientahdrcansistency). Both groups of
nurses have 8ense of Setind a Self-Awareness that allows the nurse towdatie: \What

| Need, What | Know and Don’t Know and What's Reald Fear. Major findings
suggest that preceptors are critical early in thedition of newly hired nurses but a
different type of support is needed later on. Ewgmeed nurses want a tailored
orientation that takes into consideration prior\temige and skill. Findings also suggest
that newly hired nurses in transition continuedokl for support beyond the first year of
the transition. Hospitals should consider impletimgntransition to practice programs
that support the newly hired nurse throughout tts¢ year of transition and should also
consider a mentorship program of support aftefiteeyear of transition. Hospitals need
to recognize and acknowledge the experience aticbkine experienced nurse in
transition and provide tailored orientation fordkandividuals. Educational programs
need to acknowledge that the transition of new ggglnurses is difficult and design a
capstone-nursing course to prepare the graduatirging student for transition to
professional practice. Further research shoulddacuthe transition needs of the
experienced nurse, and what type of additional st@l nurses need following the first

year of transition.
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Chapter One

Nurses can make many transitions during the caafraecareer. The first
transition all nurses will make is from studentseuto professional nurse. After that first
role transition other transitions for experiencedses might include transitioning into a
new role or specialty, or making the move to a weganization, or both (Ulrich, 2011).

Broadly defined, a transition is any event a liappening that results in changed
routines, roles and assumptions (Anderson, Goodinachlossberg, 2012). Transitions
include not only obvious life-changing events sastigh school graduation, job entry
or marriage but also subtle changes such as tkefas career aspiration or a job
promotion that never occurred (Anderson et al. 20T ransition is an internal
psychological process people go through to comertos with a new situation (Bridges,
2004). A transition begins with letting go of whnatt longer fits for the life stage of an
individual (Bridges, 2004). Individuals in transit separate from old roles and routines
and work to embrace a new beginning (Bridges, 200w beginnings often take the
form of external career changes (Bridges, 2004).

The transition from nursing student to new graduatese (NGN) to the role of
experienced registered nurse (RN) can be diffichiGNs report it takes them at least 12
months to feel comfortable and confident practiamthe acute care setting (Casey,
Fink, Krugman, & Probst, 2004). This difficult trsition is reflected in the poor
retention rates of this vulnerable group of workdwany NGNs leave the profession
prematurely with 60 — 75% leaving nursing during finst year (Baxter, 2010; Welding,

2011).



The evidence that is available focuses on thesitian experience of the NGN
(Almada, Carafoli, Flattery, French & McNamara, 20Bratt, 2009; Casey, Fink,
Krugman, & Probst, 2004; Friedman, Cooper, Clickri&patrick, 2011; Hatler,
Stoffers, Kelly, Redding, & Carr, 2011; Lee, Tzehm & Yeh, 2009).

Although much is known regarding the transitiongass of the NGN little is known
about the transition process of the experiencedenwho seeks to change nursing
specialty or move to a different practice settindgnealth-care facility. Nursing is a
unique profession in that it allows the nursingfessional to make these types of
practice moves without first obtaining additiondlieation or training in the new
specialty. It is unknown if the experienced numd® seeks to change specialty or
practice setting transitions in the same way a Nf@Nsitions to the practice of
professional nursing.

The evidence available that details the transibibiine NGN suggests that the use
of well planned and executed orientation prograntda nurse residency programs
(NRPs) can increase the retention of this vulnergbbup of nurses (Bratt, 2009;
Friedman et al., 2011; Hatler et al., 2011). Ppemes and structured orientation
programs that employ preceptors have been useas®tee NGNs transition to
professional practice (Beecroft, Kunzman, Taylogyénis, & Guzek, 2004; Young,
Stuenkel, & Bawel-Brinkley, 2008)The preceptor’s role in the successful transitibn o
the NGN to practice cannot be underscored; preceptay or can play a vital role in the
effective orientation and retention of the NGN (téor, DePaoli, Hertach, & Bower,

2012).



The nursing literature fails to describe the timaafe for or type of transition
experience the experienced nurse new to a prasgitieg will encounter during the
transition process. Itis also unclear if preceptind mentors are used to assist the
experienced nurse transition to a new specialfyractice setting. Evidence suggests that
a well-organized transition to practice (TTP) paogrthat uses preceptors to ease the
transition to professional practice can increasenteon rates of the NGN but little is
known regarding the preceptor’s contribution totriaasition of the experienced nurse
who is changing practice settings (Bratt, 2009ediman et al., 2011; Hatler et al., 2011).
The nursing profession needs to understand theiti@mprocess of the experienced
nurse when designing orientation programs for plojsulation of health-care providers.
Based on the evidence from the graduate nurse [i@jture it can be postulated that an
orientation program aimed at the successful triamsdf the experienced nurse can
increase the retention rate of this valuable merob#re health-care team.

A preceptor is described in the nursing literatsea nurse who teaches, counsels,
inspires and supports the growth and developmetiteofhovice nurse in the work
environment (MillsFrancis, & Bonner, 2005; Yonge, Billay, Myrick, &ubanga, 2007).
A preceptor is also described as an individual sérwves as a role model and is
responsible for socialization of the novice (Bill&y¥onge, 2004; Bowen, Fox, &
Burridge, 2012). Proper socialization includesvaty integrating the NGN or
experienced nurse new to a practice setting irdatiture of the nursing unit and the
entire nursing facility (Yonge et al., 2007). Otlaetivities involved in socialization

include introducing the new nurse to other membétke health care team, identifying



members of the ancillary resource and support atadfidentifying the chain of
command.

When the NGN and the experienced nurse enter inlimiaal teaching
relationship that relationship is referred to ggeceptorship (Smedley, 2008; Yonge et
al., 2007). Preceptorships are short-termed pnmenitored, task oriented programs
that are used by healthcare organizations as aochettpreparing, orienting and
socializing a NGN for practice (Smedley, 2008).sItyipe of preceptorship usually
employs a one-on-one working relationship whiclesffa period of support and access
to a competent and experienced role model whiéergiting to ease the transition of the
NGN into professional practice (Bain, 1995; BowEax & Burridge, 2012).

This same type of preceptorship can alscsed to orient the experienced nurse
who is new to a practice setting. When the expegd nurse changes specialties or roles
they are no longer proficient or the expert nurstheir new position (Ulrich, 2011).

When the experienced nurse makes this career clia@gean feel vulnerable in the new
position until they acquire the necessary skilld knowledge to once again be proficient
or be considered the expert (Ulrich, 2011). Praarsmare needed to help the experienced
nurse make this transition and be successful ispleeialty or role change (Ulrich,

2011).

It has been recognized that due to the complexitlyagcuity of today’s
hospitalized patients it has become impossible¥en the very best baccalaureate school
of nursing to prepare the NGN to work independeaflgn graduation in today’s acute

care environment (Goode, Lynn, Krsek, & Bednasi®92@oode & Williams, 2004).
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The educational process does, however, providal@i with a foundation upon which
to build their clinical practice (Berkow, VirkstiStewart, & Conway, 2009; Goode,
Lynn, Krsek, & Bednash, 2009; Goode & Williams, 2DBecause of the acuity and
complexity of today’s hospitalized patients, nugsand the health care industry can no
longer expect the NGN to transition to their fipspfessional nursing position without
engaging in a TTP program.

TTP programs are referred to in the nursing liteby several names: nurse
residency programs (NRPs) (Casey et al., 2004; &ebdl., 2009; Krugman,
Bretschneider, Horn, Krsek, Moutafis & Smith, 200&tended orientations (Friedman
et al., 2011; Hatler et al., 2011), and preceptograms (Almada et al., 2004; Lee et al.,
2009; Myers et al., 2010). Although all programe similar, differences are noted in
structure and length. Most TTP programs are 42tmonths in length and share
common curricular content (Hoffart, Waddell, & Yayr£2011). Common curricular
elements are designed to enhance critical thingkags, improve communication and
teamwork skills and strengthen the NGN’s commitnterthe profession of nursing
(Goode & Williams, 2004; Spector & Echternacht, @01

Another similarity among TTP programs is the almgstersal use of
experienced staff nurses as preceptors (Almadia 2084; Bratt, 2009; Friedman et al.,
2011; Hatler et al., 2011; Krugman et al., 2006 eeal., 2009; Myers et al., 2010;
Spector, 2009). The preceptor role in the TTP magis to provide an atmosphere in
which the NGN can learn and assume greater redphbtysivhile making the transition

to a contributing member of the nursing staff (Wtig2002). TTP programs have been



shown to increase retention of this vulnerable grouprofessionals (Almada et al.,
2004; 2004; Bratt, 2009; Friedman et al., 2011 jetat al., 2011; Krugman et al., 2006;
Lee et al., 2009; Myers et al., 2010).

Nursing is not the only health care profession tis&#s preceptors as a tool to
facilitate learning in the clinical setting. Jorigsggs Rye and Boone (2009) describe the
use of volunteer clinical preceptors to providdmmstion to respiratory therapy students.
Pharmacy also reports the use of preceptors ta\@gpgre-registration students
(Matrriott et al., 2006; McBane, Tyan, Karr, & Kell012). Fernald et al. (2001) report
the use of preceptorships as a learning stratagyéalical students who are in the third
and fourth years of medical school. It is intaregsto note that the aforementioned
healthcare professsions report the use of precegtoing the formal years of the
educational process. The nursing literature alporte the use of preceptors as a learning
strategy for prelicensure nursing students (Bram2@d6; McGregor, 1999; Nehls,
Rather, & Guyette, 1997; Rose, 2008) as well & education in the practice setting
(Bratt, 2009; Friedman et al., 2005; Hatler et2011; Krugman et al., 2006; Lee et al.,
2009; Myers et al., 2010).

The pharmacy, medicine and nursing literature edictibe residency programs
for the novice practitioner. Residency programsotoysicians and pharmacists are
required as a term of employment and are accretitednational accrediting body
(Goode et al., 2009). These programs also regaigs-through dollars from the Centers
for Medicare and Medicaid that help to ease tharfaral burden these programs place on

already cash-strapped acute care facilities. Itrast) nursing residency programs are
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not required as a term of employment. Nurse eggig programs are also expensive to
fund and maintain and some acute care facilitiegygte to expand an already tight
budget to include these programs (Goode et al9;2@@rcum & West 2004; Pine &
Tart, 2007). Some hospitals with NRPs limit thentver of slots available to NGNs in an
attempt to rein in costs (Goode et al., 2009). ddst of all nurse residency programs is
borne soley by the hospital that sponsors the eesiglprogram (Goode et al., 2009).
Because nurse residencies are not required amafemployment and very few are
accredited by a national accrediting body thesgnaos receive no federal funding
(Goode et al., 2009).

NGNs are the employment pipeline for acute cargitals (Goode et al., 2009).
Early attrition from nursing during the first yeafrpractice contributes to the nursing
shortage and is costly to the organization thatlepspthe NGN in terms of the lost
human resource, health care dollars, patient safedyquality of care (Fink et al., 2008;
Jones & Gates, 2007; Lee et al., 2009). Evidenggests that a well-organized TTP
program, which uses preceptors to ease the trangdiprofessional practice can increase
retention rates of this vulnerable population (Fetlal., 2008; Friedman et al., 2011,
Halfer & Graf, 2011).

One specialty hospital in the Midwest developédhasition program for all
nurses (NGN and experienced) entering the hosgytsiem and modeled the program
after the TTP programs described in the nursimgditire. Program evaluation was
conducted and served as the original study upoohnthie current study was based. The

evaluation was broad in scope and included soneenvdtion about preceptors, although
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that was not the focus. The purpose of the custrty was to better understand the
experience of new graduate nurses (NGNs) and etpexd nurses as each group
transitions to a new setting in nursing practice gre contribution the preceptor role
plays in that transition. The current study wasied using Schlossberg’s Transition
Theory. The application of a theoretical framewtwriguide the analysis of data lent a
deeper understanding to the transition experiehoérses new to an organization.

Significance

The NGN needs to be prepared, upon completionraidbtraining, to practice
safely and accurately in a variety of settings whanovation, technology and
knowledge change rapidly. To enter practice safeyNGN must understand, among
other things, a blend of nursing knowledge andreadrom pathophysiology,
pharmacology to normal growth and development hechtiman experience of being ill
(Benner, Sutphen, Leonard & Day, 2010). Ofteneeigmced nurses who have changed
practice settings or specialty can build on prioowkledge as they transition to the new
role (Ulrich, 2011).

The ability of the NGN to practice safely and catgmtly upon completion of
formal training is an issue that is disputed amouasing school deans and hospital
administrators (Berkow et al., 2008). Nearly 96P&academic leaders believe their
graduates are fully prepared to provide safe afettefe care upon completion of
academic programs (Berkow et al., 2008). Conveimeally 10% of hospital and health
system nurse executives share this view (BerkaoaV. €2008). The National Council of

State Boards of Nursing (NCSBN) found that emplseyelt 35% of associate degree



9
nurses (ADN) and 40% of baccalaureate prepareca(BSN) were prepared to provide
safe and effective care upon graduation (2002)caBse NGNs comprise more than 10%
of a hospital’s typical staff it is imperative tHaispital administrators and nursing school
deans come together to improve the practice reaslioethe NGN (Berkow et al., 2008).

It is thought that schools of nursing provide deguate foundational platform
upon which a NGN can build but that this is notgiofor the NGN to transition
succesfully to independent practice (Goode e2@D9). The NGN lacks entry level
expectations for clinical judgement and criticahking (Del Bueno, 2005). The NGN
needs to possess critical thinking skills to aclyaecognize and synthesize a patient’s
clinical data and then act upon that informatioeffectively manage the patient’s
problem in a safe and effective way (Del Bueno,2)0&chools can begin to bridge the
preparation-practice gap by increasing the curaictdcus on the use or application of
knowledge (Del Bueno, 2005).

Benner et al. (2010) offer recommendations to esklthe preparation-practice
gap that are two-fold. First, Benner et al. (20B@ommend improving prelicensure
nursing education. Benner et al. (2010) also renend that all NGNs “be required to
complete a one-year residency program focused erclomcal area of specialization so
that the graduate has the opportunity to develageppth knowledge in that area” (pp.
228).

The report on the future of nursing also addes the preparation-practice gap
(Institute of Medicine, 2011). Recommendation Ehoéthat report calls for the

implementation of nurse residency programs andiasbeat state boards of nursing,
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accrediting bodies, the federal government, antthheare organizations should take
actions to support nurses’ completion of a traositp practice program or nurse
residency programs. These programs should be siepdpend available to the nurse
upon completion of a prelicensure program, advapcadtice degree or when the nurse
transitions to a new clinical practice area (Ingétof Medicine, 2011).

It is becoming apparent that TTP programs are rieexlbridge the preparation-
practice gap that currently exists today in nurgBigatt, 2009; Friedman et al., 2005;
Hatler et al., 2011; Jones, 2008). If nursingisatain the human resource that is the
NGN then TTP programs need to become a realityt{B2@09; Friedman et al., 2005;
Hatler et al., 2011). Nursing and society caafilbrd to lose the NGN who should be
considered a valuable member of the health care (éémada et al., 2004; Bratt, 2009;
Friedman et al., 2011; Hatler et al., 2011; Krugretal., 2006; Lee et al., 2009; Myers
et al., 2010). Nursing also needs to be surettiose new to a practice setting, regardless
of prior experience, have the support they neea uccessful transition.

Early attrition from nursing practice is costly aceh be measured in terms of
dollars, patient safety, quality of care and trst lluman resource (Almada et al., 2004;
Bratt, 2009; Friedman et al., 2011; Hatler et2011; Jones, 2008; Krugman et al., 2006;
Lee et al., 2009; Myers et al., 2010). The Unitaltes is facing a nationwide nursing
shortage. Despite the current easing of the ngiishiortage due to the recession, the U.S.
nursing shortage is projected to grow to 260,000sRiy 2025 (American Associations
Colleges of Nursing, 2011). Although nursing hesuificient numbers entering the

profession, many new nurses also leave the profegsematurely (Baxter, 2010; Casey
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et al., 2004; Welding, 2011). The transition fretudent nurse to NGN is a stressful time
and one in which a significant numer of NGNs chawoskeave the profession. Graduate
nurse turnover has been estimated to range from@Bfp(Casey et al., 2004). Welding
(2011) asserts that 75% of NGNs leave their jolnwithe first year of hireReasons
cited for the early exodus from professional nugsiclude factors such as an
unwelcoming clinical environment, high patient da@s and unfamiliar and advanced
medical technology (Baxter, 2010). Other factdrdiscontent stem from the fact that
the NGN is hired to work off-shift positions, haless support systems in place (Almada,
Carafoli, Flattery, French & McNamara, 2004; Bowde€andela, 2005) and have stress
related to the transition period (Casey et al. &260nk, Krugman, Casey & Goode,
2008; Halfer & Graf, 2006; Hatler et al., 2011; 8ctacher, 2007; Welding, 2011; Yeh
& Yu, 2009).

This transition is also a time when the role exatans of the novice nurse clash

with the values learned during the educational @sec¢Roberts, Jones, & Lynn, 2004).
Adding to the values clash is the realization that the time-limited educational
preparation of the SN makes it impossible for sthtmprepare students for acute care
practice upon graduation (Beecraft, Kunzman, Tayavenis & Guzek, 2004). The end
result is that NGN's are ill prepared to begin workhe clinical setting. These factors
lead to significant stress and attrition from thagbice and profession (Baxter, 2010).
The experienced nurse in transition may also fadash in values and culture as they
move between practice settings and specialty aneasrsing making transition for this

population stressful.
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The failed orientation of NGNs and experienced @siis costly in terms of
dollars to the healthcare organization that empthgs. It is estimated that the turnover
cost per NGN who resigns from an acute care sellii§3,841 (Casey et al., 2004).
Jones (2008) conducted a study to determine thalfismpact of nurse turnover for the
year 2002. Jones (2008) calculated that costayrse turnover can vary from $8,000 -
$64,000. Regardless of the methods used to ctddiia cost of nurse turnover, two
things are certain, replacing a nurse is costlytseadthcare organizations can ill afford to
spend valuable health care dollars in this fashion.

Retention of nursing staff is not only importamttospital organizations in terms
of lost dollars and workers, it is also importamtelationship to patient safety. The
National Council State Boards of Nursing (NCSBN)X2) asserts that more than 40%
of NGN'’s report making a medication error. An esigeced nurse not familiar with the
hospital system or unfamiliar with the patient plagion is also capable of making a
medication error. Organizations with lower turnokeges of nursing staff have reported
shorter lengths of stays and lower mortality rétepatients (Jones, 2007). Lee et al.
(2009) found evidence that linked the use of prearsdor orientation with improved
quality of care and retention of new nurses. Tuécators for quality of nursing care
included medications error rate data, the numb@atént falls, and the adverse event
incident rates. Lee et al. (2009) found that afterintroduction of a preceptor-based
orientation program the patient falling incidergtdyerse event incidents and medication

error rates decreased significantly. Medicatioorsrmade by new nurses were
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eliminated after the introduction of the preceftased orientation program (Lee et al.,
2009).

Retaining NGNs among the nursing staff is esseifitviad are to turn the tide on
the nursing shortage. Well-planned and executd® grbgrams that utilize a one on one
preceptor to NGN relationship can help provide kbthNGN with the structure, support
and guidance they need to transition to the practiqrofessional nursing. These types
of TTP programs and one-on-one relationship wigteptors may also help the
experienced nurse transition to a new practicengetfThese programs may also position
healthcare organizations to provide a better afet s@ality of care while preserving
valuable health care dollars.

Theoretical Framework

Schlossberg’s Transition Theory can be usdthime studies that investigate the
transition of the NGN or an experienced nurse repractice setting or organization and
the role preceptors play in that transition. Sshh®rg’s work and writings on the
transition theory stem from a fascination with hasults develop and deal with life’s ups
and downs (Schlossberg, Waters, & Goodman, 199 .ifdterest in how adults develop
led to study on how adults deal with the ordinang ¢he extraordinary process of living
and how to help them do it. Grounded in the sam@nces, Schlossberg’s goal is to
help counselors acquire the knowledge, skills anaides that will enable them to work
more effectively with their adult clients who aretransition. Schlossberg, Lynch and
Chickering (1989) define a transition as an evermgrocess that results in change over

time.



14

Schlossberg’s Transition Theory provides a framévior counselors, friends,
colleagues and others as they listen to the stofiethers in transition. While the
transition experience of individuals may differetimodel or theoretical framework for
understanding the individual in transition is seabThe transition model can be used to
assess where the adult is in the transition pramegsvhat his/her resources are for
coping with the change (Anderson et al., 2012hl&sberg’s Transition Theory is the
framework that guided the current study and frathedesearch questions. Schlossberg’s
Transition Theory as it applies to the transitidm NGN or experienced nurse new to a
practice setting is presented in Figure 1. A dieda@xplanation of this model can be
found in Chapter Two.
Conceptual Definitions

Preceptor. A preceptor is a nurse who is responsible for te@gltounseling,
inspiring and supporting the growth of newly hiragses. The preceptor is also an
individual who serves as a role model and is resipbafor the socialization of newly
hired nurses. The preceptor also serves as anatwaliving feedback to newly hired
nurses that will support growth from that of a degent to independent team member.
The preceptor is also an advocate for the nurs¢egiing them from harmful situations
and seeking out learning opportunities neededudocessful assimilation to the role of
professional nurse in the organization (Baxter,2@®lllay & Yonge, 2004; Bowen, Fox,
& Burridge, 2012; Yonge et al., 2007). As sucle fineceptor is part of the support and

strategies the nurse in transition would have @sping resource.
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Figure 1.Schlossberg’s Transition Therand the transition process Bt NGN or RN
changing practice setting:Adapted from Figur@.1 The Individual in Transitic,
Counseling Adults in Transition, Fourth Editionnking Schlossberg's Theory Wi
Practice in a Diverse World Mary Anderson, PlJane Goodman, PhD; Nan
Schlossberg, EdD Copyright 2011, Reproduced wighpgrmission of Springe
Publishing Company, LL

ISBN: 9780826106353

Transition. A transition is any event or n-event that results in chang
relationships, routinesissumptions and roles (Schlossbercl., 1995). A transition a
defined for this study is the life change of gradraand role change from student n
to professional nurse, or of moving to a new ralgmecialty in nursing or moving tc

new organization.
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Nurse in transition. For this study the nurse in transition is a nelhed nurse,
either a NGN or an experienced nurse who is chggpecialties or a physical work
setting. A NGN as defined for this study is a euo has recently graduated from an
accredited school of nursing, who has passed thierNé Council Licensing
Examination — RN (NCLEX - RN) and has less than yesr of experience in the role of
RN. An experienced nurse is an RN who has passeN€LEX — RN examination and
has worked one year or more in the role of RN. &kmerienced nurse for the purpose of
this study may or may not have prior experiencekimgrwith the specialty patient
population of the hospital of the current study.

Research Questions

The purpose of the current study was to betteerstdnd the experience of new
graduate nurses (NGNs) and experienced nurseslgeaup transitions to a new
setting in nursing practice and the contributios pineceptor role plays in that transition.
The qualitative data used for this secondary arslysre collected to evaluate an
expanded orientation program at a specialty hdgpithe Midwest. The data were
collected from newly hired nurses and included ibehNGN and experienced nurse
transitioning to a new practice setting. Schlosglselransition Theory provided the
framework for the research questions that guided:thrent study and included the
following;

e As NGNs and experienced nurses transition to aprefessional practice setting
how do their perceived needs for a successfulittanghange over the first

year?
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e As NGNs and experienced nurses transition to aprefessional practice setting
how do their coping resources change over theyieat of practice?
¢ How do the NGNs and experienced nurses perceiverdueptors use of their
knowledge and skills to help support them to exglanderstand and cope with
transition?
e How do NGNs and experienced nurses describe thegeha the role of the
preceptor over the first year?
Summary
The transition from nursing student to NGN to tbke of experienced registered
nurse is difficult and lengthy. It has been repditCasey et al., 2004) that it takes a
NGN at least 12 months to feel comfortable and idemt practicing in the acute care
setting. Because of this lengthy and stressfuakiteon, the retention rate of this
vulnerable group of nursing professionals is pddany NGNs leave the profession
prematurely with 60-75% leaving nursing during fingt year (Baxter, 2010; Welding,
2011). Evidence suggests that the use of wellngldrand executed TTP programs that
are staffed with preceptors can increase the nietenft this vulnerable group of nurses
(Bratt, 2009; Friedman et al., 2005; Hatler et2011; Jones, 2008). Little is known
about the transition of the experienced nurse wénasttions to a new practice setting.
Retention of any nurse who is performing well resil improved quality and savings to
the organization. Quality can be measured in texhaecreased falls and fewer
medication errors (Lee et al., 2009). Savingslmmeasured in terms of dollars and

avoided cost. Retention of NGNs is also esseifitve¢ are to turn the tide on the nursing
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shortage. Well-planned and executed TTP prograatautilize preceptors can help
provide this vulnerable group healthcare provideth the structure, support and
guidance they need to transition to the practigerofessional nursing. These same
programs may also provide the experienced nurssiti@ning to a new practice setting
the structure and support they need to ensurecessitl transition.

The purpose of this study was to better understa@@xperience of new graduate
nurses (NGNs) and experienced nurses as each gemgitions to a new setting in
nursing practice and the contribution the precemilar plays in that transition.
Schlossberg’s Transition Theory was used to frareedsearch questions and guided the
secondary analysis of data collected as part optbgram evaluation. Schlossberg’s
Transition Theory can be used, unchanged, to fistogies that investigate the transition
of the NGN, a nurse new to a practice setting gaoization and the role preceptors play
in that transition.

Chapter Two includes a review of literature ardetailed description of
Schlossberg’s Transition Theory. Chapter Threaidainethods used to collect and
analyze data in the original and current studiésapter Four details the findings of the
current study and Chapter Five includes a discassidhose findings and their

implications for theory, practice education, reshand policy.
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Chapter Two
Literature Review

This chapter begins with a description of Schlesgls Transition Theory and
includes evidence to support its use in this seagndnalysis of data. This chapter also
presents the review of literature that spans tlaesyfom 2002 to the present. There is a
paucity of literature that examines the transitbmurses new to an institution or those
changing focus and the use of preceptors to didein transition. Therefore, literature
was examined that deals with the transition ofNIGN to the role of RN and the use of
preceptors in that transition. The business liteeawas also reviewed in an attempt to
determine if other professionals transition tothele in the same way nursing
professional’s transition. Each study is critiqudtbr its review.

Upon completion of the review of literature thedies are compared and
contrasted. The literature is then critiqued arabjems across studies are discussed.
The chapter concludes with a synthesis of thedlitee. Gaps in the literature are
identified and a discussion regarding the currardyss ability to fill those gaps follows.

Theoretical Framework

Schlossberg’s Transition Theory is the framdwthat guided the study.
Schlossberg’s work and writings on the transitioeory stem from her fascination with
how adults develop and how they deal with life’s amd downs (Schlossberg et al.,
1995). Schlossberg’s interest in how adults dgvédd her to study how adults deal with
the ordinary and the extraordinary process of gvamd how to help them do it.

Grounded in the social sciences, Schlossberg’swaslto help counselors acquire the
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knowledge, skills and attitudes that will enablerthto work more effectively with their
adult clients who are in transition (Schlossberglgt1995). Schlossberg, Lynch and
Chickering (1989) define a transition as an evermgrocess that results in change over
time.

Schlossberg’s Transition Theory provides a framévor counselors, friends,
colleagues and others as they listen to the stofiether in transition. Although the
transition experience of individuals may differ tinedel or theoretical framework for
understanding the individual in transition is seabThe transition theory can be used to
assess where the adults are in the transition gscaed what their resources are for
coping with the change (Anderson et al., 2012).

Figure 2 is a model depicting Schlossberg’s Tramsitheory and the
interrelationships found among the concepts emlzbddthe theory. The intersection of
the small arrow imposed upon the larger arrow isnalthe transition experience of an
individual occurs. The areas of support, straggelf and situation are what
Schlossberg describes as the 4 S’s. Anderson @0412) state that no matter where an
individual is in the transition process and no eraithat the transition is the individual
will deal the transition differently depending drese 4 S’s. The multi-directional arrows
between the concepts of the 4 S’s imply each haktionship to the other as the
individual tries to balance his/her assets andliiegs.

Assumptions of Schlossberg’s Theory
The three underlying assumptions of the Schlogstherory that are based on

adult development theory and the helping skilltuerficed the framework:
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e Adults in transition are often confused and neeiktance. Often times they ¢
identify the troubling issues and in turn theseeéssrelate to the individual
ability to love, work and play. When the individusaable to explore the iss
more fully and understand its meaning and develplaa they re more likely tc

be able to effectively cope and resolve the prodAnderson et al., 20)).

Resources
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Figure 2.Generic model aSchlossberg’s Transition Theorpdapted from Figur2.1
The Individual in Transitio, Counseling Adults in Transition, FourHdition: Linking
Schlossberg's Theory With Practice in a DiverseliVilary Anderson, PhD; Jat
Goodman, PhD; Nancy Schlossberg, EAD Copyright 2B&produced with th
permission of Springer Publishing Company, I. ISBN: 97808261063¢
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e Friends, co-workers, helpers and professionaldezan about issues of major
concern to most adults. They can listen to thdtaaliransition in such a way
that it facilitates exploration and they can pravitiat adult with a framework to
help them understand the situation and they cdmente the adult to cope in
more creative ways (Anderson et al., 2012).

e To help adults explore understand and cope, hefpsd to be able to weave
their knowledge and skills at each phase of thpihglprocess. This will enable
adults to explore, understand and cope with trems{tAnderson et al., 2012).

The transition theory has three major parts:

e Approaching Transitions: Transition Identificatiand Transition Process

e Taking Stock of Coping Resources: The 4 S System

e Taking Charge: Strengthening Resources.

Approaching Transitions

A transition is any event or non-event that resialtshanged relationships,
routines, assumptions and roles (Anderson et@L.2R Anderson et al. (2012) further
state that a transition is only a transition isitlefined as such by the person
experiencing the change. Approaching Transitidesiifies the nature of the transition
and provides an understanding of which perspedibest for dealing with it and it is
identified in the arrow to the left in Figure 2ransitions include obvious life changes or

events like marriage, graduation and job entrybtl®wchanges such as the loss of career
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aspirations or loss of a job promotion are termezhés or non-events. If the event or
non-event results in change it can be termed aitran.

Types of transitions.The first step in approaching a transition isdentify what
type of transition has happened or is happeningléfson et al., 2012). Types of
transitions include anticipated, unanticipated aad-events.

Anticipated transitions include those that occuthie course of the life cycle and
that are associated with major gains and lossgamples of these expected events
include marriage, the birth of a first child, leagihome and starting a first job
(Anderson et al., 2012). Unanticipated eventsnarescheduled events and they are
unpredictable. They usually involve crisis andpdie circumstances that are not a
consequence of life-cycle transitions. Unanticpabccupational events include being
fired, laid off or demoted, or being promoted aeaMing a familiar job. Personal,
parental unanticipated events include divorce, is¢jo@m, sudden illness or the
unexpected death of a child or spouse (Andersah,e2012). Non-event transitions are
the events that never occurred and thus alterdbese of a life. Examples include the
marriage that never occurred, a promotion that meappened or the child that was not
born. The realization that something did not hapibat was expected to happen can
alter the way an individual views themselves anghnalter the way they behave
(Anderson et al., 2012). Four types of non-eveatsbe identified: personal, ripple,
resultant and delayed. Types of transitions areeggmted in the first arrow of Figure 2.

Personal non-events refer to individual persongirasons that never occurred.

Personal non-events include things such as nohbavbaby or never marrying
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(Anderson et al., 2012). Ripple non-events redeghe unfulfilled expectations of
someone close to us, which in turn alter the coofgeir own roles, relationships, and
assumptions. For instance, if adult children mauiynever produce offspring the
parents of those children are upset because tleayoithe grandparents they had hoped
to be (Anderson et al., 2012). Resultant non-e/bagin with an event that leads to a
non-event. Failing NCLEX is an event; the resultaom-event is a delay in becoming an
RN or never becoming an RN. Delayed non-eventshase like marriage that can still
occur (Anderson et al., 2012). It is not the trams that determines the meaning it holds
for the individual, it is whether the transition svaxpected or unexpected that determines
the meaning.

Relativity. Transition and the change it brings to an individgua relative. An
anticipated change for one person might be an wmpated change for another. The
same change can have different meanings for diffgreople. For example, one person
might feel that retirement is just wonderful; aretperson might typify it as the worst
thing that ever happened to them (Anderson e2@l2). An individual's appraisal of
the transition is key. Is the experience a positiva negative one or is it seen as benign?
How a person appraises the event will clearly erice how they feel and cope with the
transition or non-event (Anderson et al., 2012)aRaty is represented in the arrow to
the left in Figure 2.

Context. The relationshipf the individual to the event or non-event resigitin
change is central to our understanding of transstig\nderson et al., 2012, p. 44). If the

event or non-event is happening to the individbal/tcan mobilize resources that will
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affect the transition process in a positive fashiBat if the event or non-event is
happening to someone else that affects the indavithey can do little else but sit by and
feel the tragedies or excitement as if it were lesopg to them (Anderson et al., 2012).
Context is represented in the arrow to the lefigure 2.

Impact. It is not the event or non-event that is importaran individual
undergoing transition, it is the impact, or the @&gto which the transition alters ones
daily life that is important (Anderson et al., 2012 he assessment of a transition’s
impact on relationships, routines and roles is abbjpthe most important consideration
in understanding a given situation (Anderson et28l12). The larger the transition either
good or bad the more it will pervade and impacinaiividual’s life (Schlossberg et al.,
1989). Impact is represented in the arrow to ¢ffieim Figure 2.

The Transition Process

While the onset of transition may be linkedne identifiable event, transitions
are really a process over time (Anderson et all220Anderson et al. (2012) describe the
actual transition process as one of moving in, mg¥hrough and moving on. This
relates to the timeframe needed to successfulhgitian.

In any transition the first stage can be gidwf as either moving in or moving
out. All individuals who use moving in as a stagtpoint have common agendas and
needs. These individuals need to become familir tive rules, regulations and norms
of the profession as well as the new institutiondérson et al., 2012). Institutions need
to devote a great deal of time to the individuabvidymoving in. This is the period of

time during which orientation occurs, a processgies] to help individuals in transition
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know what is expected of them (Anderson et al. 220Moving in is represented at the
bottom of Figure 2 and is placed near the tip efdlrow on the left, or where the
transition process begins.

Once in, individuals in transition begin fbag process of moving through.
Moving through begins once those in transition kribe/ropes (Anderson et al., 2012).
At this point in the transition, individuals wilkquire help sustaining their energy and
commitment to the process. Moving through is abetween time when questions about
the transition occur. Those in transition may tmselves if they’ve done the right
thing or if they have the inner resolve to committe transition (Anderson et al., 2012).
Moving through is represented at the bottom of Fegiand placed below the area in the
second larger arrow to the right that represem@itB system of coping resources. The
individual in transition needs to employ the 4 Steyn and balance assets and liabilities
in order to successfully transition.

Moving out can be seen as ending one series diti@ms and asking what comes
next (Anderson et al., 2012). Grieving can be useskplain the emotion and behavior
that accompany this phase of the model. Peopde@ivhen they feel loss. Changing
jobs, moving or returning to school are all sitaasi in which individuals in transition
mourn the loss of former goals, friends and stmec{Anderson et al., 2012). In actuality
a transition has no endpoint. A transition is@cpss over time that includes phases of
assimilation and continuous appraisal as thoseichails in transition move in, move

through and move out of transition (Anderson et2112). Moving out is represented in
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Figure 2 and can be found near the bottom and tbitartip of the larger arrow on the
right. Its place in the figure represents a moweata the end of the transition process.
Taking Stock of Coping Resources

Studies of change have shown that peoplensition have both strengths and
weaknesses. The potential resources or defigitsojping with change in the transition
model are clustered into four major categoriesanedeferred to as the 4 S’s, or
situation, self, supports and strategies (Andeetai., 2012). The 4 S component
employs a ratio of assets to liabilities and alldarschanges in the ratio as an
individual’s situation changes. This approach hétpanswer the question of why some
people cope differently to the same type of tramsior why the same person reacts
differently at different times (Anderson et al.12). The difference may be that the
balance of assets and liabilities has changedlo@ing at the balance between assets
and liabilities it is possible to predict how thergon will cope with the transition
(Anderson et al., 2012). The 4 S system can beise@e center of the larger arrow to
the right in Figure 2. The multi-directional arrelwetween the concepts indicate an
interrelationship among the concepts as the indalith transition tries to balance the
ratio of assets and liabilities.

Situation. Every individual’s situation varies accordinggmumber of factors.
These factors need to be considered because tthegnice the way an individual
approaches transitions. The trigger is one ofdHastors. Triggers cause an individual

to look at their lives in a new way. A triggeragife event that precipitates the transition.
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Timing refers to an individual’s built in 9atclock that gauges whether a
transition happens ‘on time’ or ‘off time’ with ngsct to family, career and social issues.
Transition events or non-events are also descalBdthppening at a ‘good time’ or a
‘bad time’ (Anderson et al., 2012).

The source of some transitions is an intewhaiberate decision on the part of the
individual; they have control. Other times thens@ion is forced upon the individual and
they have no control. In this instance the tramsits external. Even if the transition is
beyond the control of the individual his/her respoio the change can be within his/her
control (Anderson et al., 2012).

Most transitions involve a role change. Rdlgss of role gain or loss some
degree of stress will accompany this change andththrge will be difficult. The degree
of difficulty will depend on whether the new rokea loss or a gain, is positive or
negative or has explicit norms and expectatiorssh#d to it (Anderson et al., 2012).

The time it takes to experience the transitian be referred to as duration.
Duration of change affects the ease or difficultassimilating to the change. A change
that is perceived as permanent will be perceivéfdréntly than one that is only
temporary. Uncertainty about the duration is cater with the greatest degree of stress
and negative effect (Anderson et al., 2012).

If an individual has had a prior experienathwva similar transition in the past
he/she will probably be successful assimilatingriother transition of a similar type. If

he/she has had a negative and unsuccessful teemiita particular experience in the
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past, when confronted with a transition of a similature they may become more
vulnerable and less able to cope.

“Often transitions in one area stimulate otteesses and transition” (Anderson et
al., 2012, p. 77). This is referred to as concurstressors and it can upset the balance of
assets and liabilities when dealing with transitma stress.

How the individual views who or what is reapible for the transition affects
how that individual appraises the transition. Dthesindividual assess the transition as
positive, negative or benign (Anderson et al., 3012

Self. Another element of an individual's coping assets labilities is what that
individual brings to the transition. Individualatacteristics such as socioeconomic
status, gender, age and stage of life and stdteadth, bear directly on how the
individual perceives and assesses life (Andersah ,2012). Men and women handle
transition differently. Women have a greater cagdor intimacy and mutuality and this
may make it easier for them to assimilate certainditions. Men are more distressed by
the ups and downs of emotional strife becausesitiean suggested that they have been
socialized to hide emotion and deny problems (F&Kghiriboga, 1990). Psychological
age is more important than chronological age wheames to dealing with transitions.
Complicating age is the process of aging. Thegssof aging constitutes a series of
events that require adaption on the part of theviddal. Life stage, not chronological
age may be an even more useful concept in examirangitions. The individual's state
of health also affects his/her ability to assingl&d transition and may be a source of

stress. lll health constitutes a transition in ahdself.
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Demographics and personal characteristics are tapioas filters and mediate whether
or not an individual’s life will be altered or nimt ways basic to the individual. When
examining self and transitions these variables ned&® explored.

Psychological resources are the persondigyacteristics people draw upon to
help them withstand threats. Psychological ressineclude ego development, self-
efficacy and commitments and values (Anderson.eR@ll2). Ego development refers to
a person’s level of maturity and frame of referen@ptimism refers to an individual's
outlook on life. Does this person see the glaisfléor half empty? If the individual is
an optimist he/she is able to bring to the traosithe greatest resource of all, a strong
sense of self (Schlossberg et al., 1989).

Self-efficacy is a related concept and it can pelkdow well an individual will
negotiate transitions. Self- efficacy is a persdmelief in his/her capability to exercise
control over their own motivations and behaviord anvironmental demands
(Anderson et al., 2012).

An individual’'s major commitment whetherstinterpersonal, altruistic, self-
protective or one of mastery determines that pesdewel of vulnerability. An
individual’'s reaction to and assimilation of trarmis are influenced by their
commitments. Commitments change over time and thithchange so comes a change
in that individual’'s area of vulnerability (Anderset al., 2012).

A person’s value system also contributesssdnailation to transition. Values
change over time and a value system that contsliotassimilation at one stage of life

may be dysfunctional at another (Anderson et 8122.
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Support. The importance of social support is said to bekdheto handling
stress. The support people receive when assinglébi transition are classified
according to the source: intimate relationshipsyiliaunits, friends and institutions or
communities (Anderson et al., 2012).

Intimate relationships that involve trustppart and understanding are an
important resource during a stressful transitidhe family unit can also ease the stress
incurred during transition, those who receive supfrom the family unit adapt better to
a new situation than those who don’t receive thppett. A network of friends is also an
important social support system. The absencdeids may exacerbate the difficulties
of those in transition. Conversely, the preserideends can cushion the shock
associated with stressors of transition. Religiogstutions and community support
groups can also help an individual assimilatedagition (Anderson et al., 2012).

External supports and options include the potertiabtional support from
family, intimate friends and co-workers. To beeatd deal with transitions successfully
requires that those close to the individual insraon offer more support than sabotage
(Anderson et al., 2012).

Strategies. Strategies refer to the way people do things, pedo order to avoid
being hurt by life’s strains. Coping strategies also related to a person’s psychological
resources of self-esteem and mastery (Andersdn @042). Strategies for coping with
stress can be grouped into three areas: (a) sgategmodify the situation; (b) strategies
to modify the meaning of the situation; and (catgies to manage the stress (Anderson

etal., 2012).
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Strategies to modify the situation are aimed a&r@lg the source of the strain.
This includes tactics like negotiation; trying tod a fair compromise or sitting down to
work things out. Another strategy is optimisti¢iae, taking action to get rid of the
difficulties. Self-reliance versus advice seekimignother strategy used to modify the
situation. Lastly one can helplessly resign anddiethere is really nothing that can be
done to change things (Anderson et al., 2012).

Strategies to modify the meaning of the situatiom @ control the meaning of
the problem in order to cognitively neutralize theeat (Anderson et al., 2012).
Strategies include the use of positive comparissglective ignoring of the situation and
a substitution of rewards.

Strategies to manage the stress include actiatiel as an emotional discharge
or yelling crying or laughing (Anderson et al., 20Charner & Schlossberg, 1985).
Other approaches to manage stress include runmadging, meditating or other forms of
relaxation (Schlossberg et al., 1989). Self agseend passive forbearance are other
strategies aimed at managing the stress aftesibbeurred (Anderson et al., 2012).

Most individuals when faced with a transition toydontrol the situation control
the meaning of the situation or try to control stkess the situation has caused them.
What is important to remember and to recognizbas those individuals who do
effectively cope use more than one coping straggytime.
Taking Charge and Strengthening Resources

An individual’'s ability to cope with transition depds on the changing interaction

and balance of assets and liabiliti€&rengthening resources demonstrates the use of the
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new coping strategies. Even though some transitioa out of an individual’s control,
they can control the ways in which they managesthuation. They can strengthen their
resources by employing the 4 S system. Taking @&hand Strengthening Resources is
seen toward the tip of the larger arrow on thetrighrigure 2 and it's placed before
moving out. When an individual in transition tald®rge and manages the situation of
transition they are near the conclusion of thediteon and moving out.

Application of Schlossberg’s Theory to the Nurse iffransition

Schlossberg’s Transition Theory can be usdthime studies that investigate the
transition of the NGN, a nurse new to a practidgrsgor an organization and the role
preceptors play in that transition. Most of wiekinown regarding the transition of the
NGN to professional nursing comes from the studiradditional age graduates; those
individuals in their early 20’s. Little is knowrbaut the transition to practice of the older
adult; the individual who chooses nursing as ams@career or the experienced nurse
new to a specialty or practice setting. Assumggtiofithe model can be applied
unchanged to either demographic of the NGN popariedind the nurse with practice
experience.

Figure 1 was first presented in Chapter 1 to enhdéme understanding of the
theoretical context of the study. It is reprodubede to assist the reader to follow the

explanation of the framework as it is applied te thirrent study.
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Figure 1 isa model oiSchlossberg’s Transition Theoayg it represents the nurse
transition, whether they are a NGN or a nurse yrtctice experience, and t

preceptors’ involvement in that transition. Thengmnents of the 4 S’ s influence 1
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ability of an individual to cope during a transitioThese four components can be
regarded as either potential assets or liabildied the multi-directional arrows within the
model suggest an interrelationship among thoseemiac The preceptor’s role in the
transition of the NGN is weighted more heavily amdime concepts of support and
strategies and this may be true for other nurse@gells The preceptor provides
institutional support to the NGN and other nursasmd) the transition. The preceptor is
in place to share knowledge and skill and to prexad atmosphere in which the NGN
can learn while he/she makes the transition tondributing member of the health-care
team. Another role of the preceptor is to helpNiaEN identify and utilize coping
strategies to effectively manage the stress relatéae transition to the practice of
professional nurse. The NGN has both assets ahtlities as they experience the
transition to role of an experienced nurse, as tilgdnurse changing practice settings;
the preceptor is in place to help each group baléme two.

Approaching Transitions: the Preceptor and the Nurg

The NGN in this model is experiencing what Schlesglnlescribes as an
anticipated event. Starting a first job or embagkon a nursing career upon graduation
from a program of study is what Schlossberg refeiss an anticipated transition. This is
represented in the arrow on the left of the modéligure 1. How the NGN views the
change will be key to his/her transition. In mostances this long anticipated event and
transition is viewed as a positive. This view s Anderson et al. (2012) concept of
relativity. Impact refers to the degree to whikh transition alters a person’s daily life

(Anderson et al., 2012). The impact this traneifimposes upon the daily life of the
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NGN or an experienced nurse moving to a new seigicgnsidered to be major by most.
All of the NGNs are moving from a role that is caméble and familiar to one that is
different, requires a different skill set and casra different level of responsibility and
accountability. The same can be said for the egpeed nurse who is transitioning to a
new specialty in nursing. Most NGN'’s also face dldeled impact of a maturational
change that sees them leave school and the savmohenity and at the same time
establishing a home of their own (Ulrich, 2011).
The Transition Process: the Preceptor and the Nurse

Transition is a process over time and the ons#taiftransition is usually linked
to one identifiable event (Anderson et al., 201&nhderson et al. (2012) describe the
actual transition process as one of moving in, mg¥hrough and moving on, and this
relates to the timeframe needed to successfulhgitian. A relationship with a preceptor
is also limited and measured in terms of timeas A beginning and an end point. Using
Schlossberg’s theory one could postulate thatelagionship of preceptor and nurse
begins when the NGN moves in and ends when the M@Xes out of transition.

Moving in is the first stage in any transitiCAnderson et al., 2012; Schlossberg et
al., 1989). lItis at this time that the NGN wikdin the process of orientation and will
most likely meet their preceptor. This is when@N will become familiar with the
rules and regulations, norms and expectationseohéw organization. Schlossberg et al.
(1989) also states that, in an attempt to redutewuer, this is the time to have clear
expectations about what is in store and to be Bpethinto the explicit norms, roles and

culture of the organization. The experienced ntnagsitioning to a new practice setting
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will also follow the same orientation trajectorytae NGN. The preceptor is in place to
help both groups of new nurses move in and beg@rtrénsition. The preceptors are the
individuals who will serve as role models and dse aesponsible for socializing the
novice to the role of professional nurse. Properadization includes actively integrating
the new nurse into the culture of the unit andditganization (Baltimore, 2004; Murphy,
2008). Moving in is represented in Figure 1 whbeetip of the arrow on the left
intersects with the larger arrow to the right o flgure.

Once in, the newly hired nurses begin the longaud task of moving through.
Schlossberg et al. (1989) assert that moving thrdaggins once the newly hired nurses
“...know the ropes” (p. 16). Successful transitiorthie role of professional nurse is
known to be a lengthy process. The NGN reportditsiethree to six months as being
the most stressful (Almada et al., 2004; Fink et20108) and that the level of stress
declines between nine and twelve months (Fink.e2@08). Little is known about the
timeline of transition for the experienced nursmsitioning to a new practice setting or
specialty. Moving through is the time in the triéioe when the NGN begins to wonder
if they've made the right choice regarding carédri¢h, 2011). At this time some
decide to leave their first position and in sonmsances nursing altogether (Welding,
2011). Welding (2011) states that 75% of NGNséeidneir job within the first year.
Because of the difficulties encountered at thiswpwi the process the preceptor is needed
to help the NGNs map a successful course of tianditat begins with an orientation to
the culture and facility and navigates the traasipprocess with success to ensure

longevity in career. The preceptor can be usdeelp the NGNs sustain their energy and
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commitment to the process during the long procéssoving through (Schlossberg et
al., 1989). Moving through is represented in Feglr This phase of the transition
process is centered in the second larger arrola®nght that represents the 4 S system
of coping resources.

Moving out can be seen as ending one seaositions and asking what comes
next (Anderson et al., 2012). For the NGNs thihéstime when they sense they have
‘made it’ (Schlossberg et al., 1995, p. 4%hey are regaining their confidence, are
realizing that they can care for very ill patier#ge organized and can answer most
guestions that are posed to them (Goode et al9)20rhis phase of the transition
process is located at the tip of the second laagemw on the right of the figure.

The 4 S System: the Preceptor and the Nurse

The preceptor is in a unique position to be a fmadf the 4 S system and to help
the newly hired nurse employ the 4 S system tacg¥fely navigate the transition
process. The situation for the NGN is one of titemis to the role of professional nurse
that is an event that is triggered by graduatiomfnursing school. If the transition
involves a practicing nurse then the event wouldriggered by a move to another unit or
another organization. Regardless of the triggetrénsition involves a role change
accompanied by concurrent stress. The concepbeaf S system are represented in the
center of the second larger arrow on the rightiguie 1.

The self is what the individual in transition brangp the situation. Self is
concerned with factors such as age at time of trtansgender and socioeconomic status.

A preceptor will need to forge a strong relatiopshith the newly hired nurses to help
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ensure them a successful transition. If relatigpsshre to be formed and a bond
established then the preceptor will need to havaveareness of the newly hired nurses
self. Support is said to be key to handling stre&ssderson et al. (2012) states that stress
is associated with transition and that most indigid experiencing transition have
multiple sources of stress. In this instance tleegptor can be viewed as a source of
support; a role model who teaches, instructs, siges and socializes the newly hired
nurses.

Strategies allow newly hired nurses to cope withttansition. Coping strategies
include those that seek to modify the situationdifyathe meaning of the situation or
manage the stress. Preceptors are in place taheslgewly hired nurses directly manage
the stress of a transition. But the overarchingl gbthe preceptor relationship should be
to help the newly hired nurses strengthen theoueses and demonstrate the use of
successful strategies to successfully transitiqoréatice or a new role in professional
nursing. Coping strategies for an experiencedennesv to a practice setting may be
different than those employed by a NGN but regas]léhe preceptor is in place to help
the experienced nurse strengthen their resourdeslpoensure a successful transition to a
new practice setting.

Taking Charge, Strengthening Resources: the Preceptand Nurse

The preceptor is in a position to bond with newihgd nurses and help them
manage the stress associated with the role transifihe preceptor can step back and
take inventory of the NGN'’s assets and liabiligassdefined by the 4 S system. By

assisting the NGNs to strengthen coping assetgrédeeptor can support the NGNs to
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seek the balance they need to successfully mahageress of role transition. The same
holds true for experienced nurses who are tramsitgpto a new setting. Taking charge
and strengthening resources is seen near the tifg glecond larger arrow to the right.
Taking charge and strengthening resources is plaefie moving out near the tip of the
second larger arrow on the right in Figure 1. Whaeanndividual in transition takes
charge and manages the situation of transition @aneyear the conclusion of the
transition and moving out.

Rationale for Choice of Model

Schlossberg’s Transition Theory is relevant to mgrand the nurse in transition
in several ways. Nurses experience transitiorautirout their career. The first and
most formidable of those transitions is the one tinas them leaving the safe and secure
environment of nursing school and transitioningh® role of professional nurse. The
difficulty that the NGN will experience when makitige transition to professional nurse
is well documented. The NGNs face unwelcomingiciihenvironments, high acuity
patients and advanced medical technology (Bax@Qp Little is known about the
transition of the experienced nurse to a new pradetting but the transition of either
group holds the potential for growth or deteriarati The transition of NGNs often times
results in deterioration; it is estimated that aynas 60% of NGNs will leave their first
nursing position within the first year of employméHalfer & Graf, 2006). The use of a
preceptor to help guide the nurse through the itiangrocess may be viewed as a type
of support. When the preceptor can help the ttiaméng nurse understand the Self they

can provide Support and help the transitioning @@raploy effective coping Strategies



41
to successfully navigate the transitiddchlossberg’s theory is well suited as a
framework for this study and analysis of data. sTtheory can be applied unchanged to
this body of work.
Review of Relevant Literature

Methods

The CINAHL, MEDLINE, ERIC and Cochrane Library datses were searched
for literature addressing the issue of NGNs ingiaon, TTP programs and
Schlossberg’s Transition Theory and its applicatmnurses in transition. Separate
searches were conducted for each broad topic. Sased for literature that detailed
NGNs in transition and TTP programs included: neadgate nurse, orientation,
transition, preceptor, nurse residency and transi practice program. The search
spanned from 2002 - 2012. The rationale for tiecsien of this time frame corresponds
to the Joint Commission on Accreditation of Hodgit&JCAOH) call for the
establishment of standardized, structured, posttgrigon training programs for nursing
(Fitzpatrick, 2003). An abundance of literatur@vsilable that details TTP programs
and the use of preceptors in those programs. Tdretsgielded 4,777 hits. A review of
relevant nursing literature was chosen that focusepreceptors and their role in the
transition process of the NGN and that represethtedhree types of TTP programs
described in the literature: preceptor programgntation programs and nurse residency
programs. This body of literature was limited itoaxticles.

Other literature included in the review was cho$é@measured stress of those in

transition, across key points in time and utilipedceptors to facilitate the transition.
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Review of literature that measured stress of tl$eansition, across key points in time
and utilized preceptors to facilitate the transifitocused on the University Health
System Consortium (UHC) and the American Assommatif Colleges of Nursing
(AACN) Nurse Residency Program (NRP). The UHC/AAQRP was a major
initiative and a significant body of literature saunds the measured outcomes of the
program. The body of literature that surroundsUWkC/AACN program outcomes
includes a great deal of quantitative data andpoeee of literature that reports on
qualitative data collected. The piece of literattirat reports on the qualitative data will
be included in the review of literature becaudwigfly touches on the role of the
preceptor and the preceptor’s contribution to tii&N\Nn transition.

A description of the Casey-Fink Graduate Nurse Erpee Survey is also
included in the review of nursing literature beeaaitdays the groundwork for most of the
research that surrounds TTPs and the NGN in tiansiBoth the quantitative and
gualitative findings will be included in the revieaf literature.

Terms used for literature that detail the transitod experienced nurses included:
experienced nurse, transition and transition tetpre. Search dates corresponded to
those outlined above. The search generated 57 @itg. piece of literature was found
that detailed a transition to mental health pracgicogram in Australia for both the NGN
and the experienced nurse (Cleary, Matheson, & el§#009). The aim of the study
was to evaluate the program developed to help théfiransition and not the transition
process of the nurse. For this reason this pieteemture was not included in the

review. Other literature was excluded becausestisured the experience of the NGN,
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the transition of the internationally educated rumy measured the experience of the
Advanced Practice Nurse in transition. For thessons no literature is reviewed that
details the transition of the experienced nurse.

Terms used for literature that utilized Schlosslsefgansition Theory as a
framework for nursing research included: SchlosgbkéeFransition Theory, nurse and
nursing. This search did not generate any hits.

The ABIl/Inform database was searched to reviewalitee that describes the
professional in transition. Search terms usediohed: transition to professional practice,
career transition, transition and new graduatdse Search was limited to scholarly
journals and dates corresponded to dates usedd@etarch of the nursing literaturéhe
search generated 1041 hits. Literature was selécatdietailed the transition process of
students who were transitioning to a professiool& in the working world and that used
a preceptor or mentor to facilitate that transiti@nly two research articles fit that
description and were included in the review ofrétare. Literature was found that
described the transition of the experienced wotet that literature was excluded
because it focused on the experienced workergsd and/or the transition to retirement.
In addition, some literature described the traosiof worker to entrepreneur. The
nursing literature was also represented in thiscke®lo literature could be found that
described the transition of the professional wotkea new job setting or career.

In all a total of ten pieces of literature are eawved: eight that describe the
transition of the NGN and two that detail the titios of students who are transitioning

to a professional role in the working world. Mrsgifrom the literature is a description of
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how the experienced nurse transitions to a newiapgor practice and how the
preceptor plays a role in that transition.

Review of Literature

The review of nursing literature begins with a esviof the six articles that
closely match the current study and detail the oblihe preceptor involved in the
transition of the NGN (Almada et al., 2004; Bra®09; Friedman et al., 2011; Hatler et
al., 2011; Lee et al., 2009; Schumacher, 2007ase§ et al. (2004) will be examined
next because this study and the tool developed, aisé revised lays the groundwork for
most of the research that follows which measuresN\@N and their transition
experience. A brief description of the UHC/AACN NR#ows. The findings from the
qualitative data gathered from the first two colgydups from the UHC/AACN NRP
follow (Fink et al., 2008). The UHC/AACN NRP ustte Casey Fink Graduate Nurse
Experience Survey to collect data and evaluateoous of the program. The business
literature is then reviewed. The literature istloeitiqued and theoretical and conceptual
challenges are addressed. A methodological catajuhe literature follows and the
chapter concludes with a synthesis of all literatand gaps are addressed.

Nursing literature that focuses on the transitibthe NGN and programs that use
preceptors to facilitate that transition reveale¢hdifferent programs that use preceptors
to help the NGN transition to professional nurgimgctice: nurse residency programs,
orientation programs and preceptor programs. #lgmms are similar with differences
noted in structure and length. Most TTP prograresdao 12 months in length and share

common curricular components (Hoffart et al., 201Cpmmon curricular elements are
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designed to enhance critical thinking, improve camioation and team work skills and
strengthen the NGN’s commitment to the practicprofessional nursing (Goode &
Williams, 2004; Spector & Echternacht, 2010). @mailarity among all programs
described is the use of a single preceptor modeallof relationship between the staff
nurse (preceptor) and the NGN. As stated eadlesent from the literature is a
description of how the experienced nurse transtiona new specialty or work setting
therefore, this review of literature will also fecan the NGN. Preceptor programs will
be reviewed first.

Preceptor Programs

Almada, Carafoli, Flattery, French, & McNamara (2004). Almada et al.
(2004) describe a 12-week education-based precppigram for NGNs. The goal was
to provide the NGN with orientation and supportlasy transitioned into the new role.
All preceptors in this program were required t@att a one-day preceptor-training
program that included content on learning stylesymunication techniques personality
traits and conflict resolution. The unique featof¢his preceptor program was the
working relationship between NGN and preceptoris Thodel matched the preceptor
and the NGN and together they worked in a “marside” (p. 269) for the entire 12-
week orientation period (Almada et al., 2004). Tizdel finds the preceptor and NGN
working side by side with the experienced nursengdas a resource when needed. This
model allows the preceptor to be immediately abéddldo demonstrate organizational

skills if unexpected changes in an assignment oc€hrs contradicts the usual method
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of the NGN gradually assuming responsibility formmpatients as orientation progresses
(Almada, et al., 2004).

Benner’s Novice to Expert was used as the thealdt@mework. Design was
one of mixed methods that used a convenience sashgl@ NGNs who were entering
practice in a small community hospital (Almadalet2004). The survey tool included
yes/no questions, a visual analog scale (VAS) qnmh@nded questions. The survey
return rate was 89%.

The yes/no questions asked the NGNs if they haddred@out the preceptor
program before coming to the facility and if it hafluenced their decision to seek
employment with the facility. Of the 35 NGNs whated they had heard about the
program, all 35 stated that it did influence trdgcision to seek employment with the
facility. The NGNs were also asked to rank variaspects of the program and three
aspects were rated as most important. Those aspetiided: length of orientation, the
matching of the preceptor with the preceptee aadthailability of the professional
development staff (Almada et al., 2004).

A VAS (0-100) was used to answer three questieganding overall satisfaction
with the preceptor program. The results indicatéuigh satisfaction rate with the
program. The average of the VAS mean scores wds 98he facility also noted that
the retention rate of NGNs was 93% compared to% B&seline rate (Almada et al.,
2004).

The open-ended questions were aimed at helpingrtdiessional development

staff make changes to the program that might impibvNo theme could be identified
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among the three negative remarks (Almada et al4R0When asked what more the
professional development staff could do to preaek support the NGN three themes
emerged: hands-on learning, instructions on sysfapsrwork and education/support
from professional development staff (Almada et2004). Comments on the
education/support theme were most common and iadluthis program with
professional development and preceptor supporbtzae me very secure” (Almada et
al., 2004, p. 272).

The tables used to highlight findings were welleleped and easy to follow.
Despite this, the results of this study must beve with caution. The authors note that
it was difficult to monitor the new style of predeyg and could not guarantee 100%
compliance. The sample size was small as was5®déd community hospital setting
(Almada et al., 2004). There are other limitatitdmst must be considered and that are
absent from the author’s remarks. The use of a \6Afso considered a limitation of the
study. Disadvantages associated with VAS includblpms related to inaccurate
reproductions and scoring (Burns & Grove, 2005he &uthor states that Benner’s
Novice to Expert theory served as a frameworkHerdtudy; however, neither the
analysis of data nor findings of the study are te8enner’s framework.

Lee, Tzeng, Lin, & Yeh (2009).Lee et al. (2009) set out to design a preceptor
program and to evaluate its effect on NGN turnotten over cost, quality of nursing
care and satisfaction of the preceptor’s teachifige preceptor program was designed to
establish the roles and responsibilities of the@péor when instructing NGN's. The

preceptor program provided a nine-hour trainingrseuo all preceptors. A post-training
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exam was administered at completion of the progaathonly those nurse preceptors
who had passed the written exam could move ondorbe preceptors. Content of the
nine-hour course was not provided. The 1:1 prexebip program for NGNs was 3
months in length. The authors did not provide rimfation on use of a theoretical
framework. A quasi-experimental design was usezl/duate the preceptorship
program. Two groups of participants were recruftech among the convenience sample
of those who had completed the training programsesiaccepted to train as preceptors
(n=24) and NGNsr(= 34) accepted for a 1:1 preceptorship to eassitran to
practice. All participants, in each group wemm&e. The mean age of the preceptor
was 33.5 years and the mean age of the NGN wasy23r4. The setting of the study
was an 1800 bed teaching hospital in Taiwan.

Many tools were used to collect data. Satisfaabibtine preceptor’s teaching
behavior was measured with a scale modified froenlidaching Encounter Card and
Residency and Residency Programme Evaluation Dok is a 20-item questionnaire
that used a 4-point Likert scale and it allowed NGblevaluate the preceptor’'s
performance. Reliability of this tool was repalrtes Cronbach alpha of 0.90 (Lee et al.,
2009). The preceptor’s perception of benefits,am@s and commitment to the preceptor
role was measured with a scale modified from tlez@&ptor's Perception of Benefits and
Rewards Scale and the Commitment to the Preceater$tale. This 20-item
guestionnaire utilized a 4-point Likert scale. elmial consistency and reliability of this
guestionnaire was reported by the authors as Cobrdldgha level 0.89 (Lee et al., 2009).

Patient satisfaction was measured using the Pati8atisfaction Towards Nursing Care
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Instrument: 10 questions measured with a five-pbikert scale with a Cronbach alpha
of .86 (Lee et al., 2009).

Indicators of quality nursing care included medmaterror rate, the number of
falls and the incident rate. Nurse demographiagwaso collected and turnover rate and
turnover cost were calculated.

Lee et al. (2009) found evidence that lirtkes ise of preceptors for orientation
with improved quality of care and retention of newses. Medication errors, falling
incidents and adverse event incidents decreasedisamtly. Medication errors
decreased from 50%-0% when compared to the samsepimod the year prior to the
introduction of a preceptor based orientation pragrTurnover rate after the program
was 46.5% less than the previous year and thevarromst decreased by $186,102.
Patient satisfaction scores during the study watisfactory and did not statistically
differ from the year prior (Lee et al., 2009).

This study must be viewed with caution. The argluite that uncontrolled
variables such as job satisfaction organizationaimitment and quality management
perception may account for turnover rates and atdrs of nursing quality. They also
recognize that selection and assignment bias cfah®le pose threats to the validity of
the study. They also acknowledge that the settiranly one large hospital is a
limitation in terms of generalizability of findindtee et al., 2009).

Other limitations not mentioned by the authors halso be considered. The
setting for this study is Taiwan and the readertragk if cultural differences hinder the

generalizability and/or transferability of the finds. Questionnaires used to collect data
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have also been significantly modified: the origimatruments utilized a 6-point Likert
scale and the reliability of the modified scaleseisorted to be identical to those of the
original scale (Dibert & Goldenberg, 1995). Thetteus reader must question if the
reliability of the scales were reevaluated afteargdes to the original instruments were
made. The authors also fail to utilize a thecedtiramework for the study and this must
also be considered a limitation. TTP programs #natcategorized as orientation
programs will be reviewed next.

Orientation Programs

Friedman, Cooper, Click, & Fitzpatrick (2011). Friedman et al. (2011) set out
to determine the retention and costs associatddtiet employment of NGN'’s before
and after the initiation of a specialized year-lani¢gjcal care orientation program
(CCNFP). Benner’s Novice to Expert theory servedha theoretical framework for the
study. A retrospective, descriptive design wasiusesvaluate retention between two
independent groups of NGN'’s in critical care unitswo tertiary hospitals before and
after the inititation of the CCNFP. The fiscal iagb was also calculated by comparing
total annual expenditures for advertising costsel and agency nurse cost for the
critical care units and critical care turnover lbath hospitals before and after the the
intitation of the CCNFP (Friedman et al., 2011).

The CCNFP was a year long educational endeavarhwias divided into 3
semesters. Semester one was nine weeks long @nded web based curriculum,
professional seminars and clinical simulation. &ster two was 12-16 weeks long and

paired the NGN with a single preceptor who workethie NGN’s unit of practice. The
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preceptor was an experienced critical care nurfie @ducation in the art of preceptorship
(Friedman et al., 2011). The NGN shadowed thetes@wedule of their preceptor during
that time period. During semester three the NGiNgewred their own patient assignment
and had a nurse educator available to responguessthat might arise (Friedman et al.,
2011).

The standard orientation (SO) from 2004 consisteéd/o weeks of general
hospital orientation and a five day core criticateccourse. Following the core course
the NGN'’s worked on their assigned units three day®ek, 12 hours per day. During
those 12 weeks the NGN received classes in othmpanents of critical care nursing
and received help from the nurse educator onlyhidd been requested by the nurse
manager. Orientation concluded at the end of 1&kwand the NGN was counted in the
nursing pool and included in staffing the unit @man et al., 2011).

Annual retention rates for the group of induals who attended the SO was
53.3% and 78.3% for those who attended the CCNIR€xe was a significant difference
in length of employment by orientation programs (@&osus CCNFP), and the length of
employment was measured in days. Length of emplayfoe the CCNFP was
significantly higher 1 = 321.67, SD = 92.74han that of SOM = 262.90, SD = 126.38)
(Friedman et al., 2011).

Analyses were conducted to determine sauaged on turnover. Critical care
turnover was 12% in 2004 and 6.2% post CCNFP iry 208e results were not
statistically significant, however, decrease tueroyields significant cost savings. A

5.8% change in turnover rate from the 2004 SO ¢x2007 CCNFP resulted in the
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retention of 9.8 nurses in the critical care usitglied. This decrease in turnover yields a
potential savings of $1,367,100 anually when tuamavas calculated to be 1.5 — 2 times
a nurse’s salary. Although the turnover betweergtioeips was not statistically
significant the results were significant finangradind in terms of practicality (Friedman
et al., 2011). Results support the idea that spized orientation programs which utilize
preceptors help retain NGNs and that retentionaeslgost to health-care organizations.

Sample size for the study was adequate. Methseld 10 determine financial
savings related to a decrease in nurse turnovex well described. Limitations of this
study include the use of a convenience sample aatt@spective comparative
descriptive design. Although Benner’s theory sdras the foundation for the CCNFP,
results were not framed in reference to the the@ther variables that might influence a
NGN's retention could not be accounted for and thisst be considered a weakness of
the study. A replication of the study is warranted

Hatler, Stoffers, Kelly, Redding & Carr (2011). Hatler et al. (2011) set out to
discover if using a dedicated transition unit (DTtbat included a preceptor model of
orientation would attract and retain NGNs. Thegrbused Donabedian’s paradigm of
structure-process-outcome as a guide. The unit fasehis study was a 21-bed
medical/surgical telemetry unit in a large, urbasital in Phoenix Arizona. The unit is
staffed with 35 RN’s, 2 unit secretaries and sav@itensed assistive personnel. In this
study, experienced nurses and NGNs worked with oné/or two preceptors while on
the dedicated transition unit (DTU). NGNs workedtbe DTU for a period of 4 weeks

with a preceptor. During these four weeks the N@ked with a preceptor and
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shadowed their assignment. Seasoned staff nursefacha passion for teaching were
selected to be preceptors. They were given tleedtitClinical Scholar (CS) to
distinguish the role. All CSs had prior preceptaming but received five additional
lessons that were aimed at advancing clinical tegcskills with an emphasis on being
able to facilitate the clinical judgment skillstbe NGN. A master’'s-prepared nurse
educator (APN) was hired to facilitate the profesal growth of both the NGN and the
CS (Hatler et al., 2011).

This project incorporated the use of high fidehtyman patient simulation (HPS).
HPS laboratory experiences provided the NGN'’s autve learning in a risk-free
environment. Four scenarios were selected baséuearrelevance to the hospital
patient population. NGNs participated in HPS eigrares every two weeks and the
complexity of the scenarios gradually increased tivee. The CS guided the experience
and evaluation occurred after each session (Hettlek, 2011).

A daylong retreat was held to welcome new legges, to introduce the project
and to obtain informed consent. Introduction & BrU process occurred as part of new
employee orientation. Each NGN shadowed a CSriershift then over time the NGN
assumed responsibility for patients with numbecsaasing until each NGN was able to
manage a four patient load. This process occuveda four-week time frame and took
place on the DTU. To ensure consistency the NGNcaawith only one or two CS’s
while on the DTU. The APN facilitated weekly upeatvith each NGN and CSs with an
emphasis on evaluating confidence with clinicallskdecision-making ability,

communication with providers and ability to managekload. The APN then tailored a
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learning plan specific to the needs of each NGR.SH:xperiences occurred every two
weeks and were evaluated after each session ththaglse of videotapes, debriefing
and reflection. After four weeks on the DTU NGN@mpleted orientation with a
preceptor on their home base unit. This periodrigntation lasted another 8 - 12 weeks
depending on the abilities and development of ®&@N. The APN met monthly with
each NGN for at least one year (Hatler et al., 2011

Staff nurse and NGN outcomes were measurdgeatompletion of the program.
The Essentials of Magnetism (EOM) scale was usedatuate staff nurses’ work
satisfaction. The EOM is a 65-item scale with destiated validity and reliabilityo( =
0.89, 0.90). Concepts measured include; RN - Milaloration, autonomy and control
over practice. The results show increases in eazhfeom pre to post implementation.
RN absenteeism was included as a component ofa@i@iubecause other investigators
(Hall, 2007; Stone, Du & Gershon, 2007) have derrated a link between absenteeism
and work related stress. The absentee rate for RNEwas reduced by 19% or 504
hours versus 624 hours the previous year. Theoeuggest this indicates a decreased
work stress (Hatler et al., 2011).

NGN outcomes and monitoring took many forr@sSs assessed the NGN weekly
in terms of confidence in clinical skills, decistamaking, ability to manage a workload
and comfort in receiving feedback and communicawity physicians. Specific areas
for growth were identified each week. Atthe emdhe DTU clinical experience
Lasater’s Clinical Judgment Rubric (Hatler et 2011) was used as part of the

evaluation of each NGN'’s development (Hatler et2011).
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Patient outcomes of satisfaction with careé eondition-specific quality goals
showed slight improvements over the course of tbgept. The project focused on
patient satisfaction with nursing care, anticipgtinat any changes to the nursing care
process might influence satisfaction levels. Nea€lO patients responded and results
suggest that satisfaction with nursing care impdosigghtly (pre = 91%, post = 93%)
with greatest improvement in the item, “ The nugsstaff anticipated my needs very
well” (91% before, 98% very satisfied after) (Hatk al., 2011, pg. 92).

At the time of the publication 94% of the NGNhvolved in the study remained
with the employer. Total estimated cost of thggubwas $150,000 and resulted in the
retention of 10 more NGN'’s than seen with the presiorientation process. The
estimated savings to the organization totaled $8@providing an estimated ratio of
cost to benefit at 1:5, and is attributed to oaéinh strategy that utilizes a DTU and
preceptors (Hatler et al., 2011).

Results of this study must be viewed withticau Except to state that the EOM
is a 65-item scale the authors fail to further déscthe tool and the scale: was it a five
point or a seven-point scale, did it allow for aitnal answer? Staff nurse outcomes were
poorly reported and while the authors state thertethvere increases in each area from pre
to post implementation the authors fail to provide reader with any evidence of
statistical significance for the measure or théest@nt. The reader must also question
the assumption the authors make that there iskdbtween absenteeism and work-
related stress. New graduate outcomes were atstypeported being described in

vague and general terms. Lasater’s Rubric, whéatraned, was never described nor
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detailed leaving the reader to wonder what it dtummeasured. Patient outcomes were
described in the same fashion and again no statisésting was reported to bolster the
suggestion that patient response scores improvedmt post implementation of the
program.

Schumacher (2007). Caring is a central component of nursing and & central
phenomena of nursing practice (Schumacher 200/Hat happens to caring ideas and
concepts once the NGN leaves the sheltered envennaf a school of nursing that has a
caring nursing curriculum? Schumacher (2007) patdd that preceptors who role
model caring behaviors can help NGN orientees tilgoe to construct caring practice
frameworks. She focused on the orientees’ percgyeeceptions of caring interactions
with their preceptor. This qualitative study useghenomenological approach.

The setting for the study was a medical centeatkxt in the Midwestern United
States and was made up of three facilities: twgeldnospitals and a clinic. A purposeful
sample of ten NGNs was chosen from all NGNs whenalitd the 2004 — 2005 central
nursing orientation. All participants were femaidite and had a baccalaureate degree
in nursing. The average age of the participants 2&years (Schumacher, 2007).

Data were collected from two sources: the pardicip daily reflective journal and
from in-depth interviews. Only seven of the pap@mnts participated in the in-depth
interviews. Participants for in-depth interviewsrezehosen based on journal entries that
gave specific examples and rich descriptions ahgaand noncaring preceptor behaviors
(Schumacher, 2007). In-depth interviews lastethfB® — 70 minutes each (Schumacher,

2007).
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Data from the daily reflective journals were readefully and core themes and
subthemes were extracted. After each journal na@isidually analyzed all extracted
core themes and subthemes were reviewed collegtiovalxtract common core themes
and subthemes from the entire group of participants

Participants who were a part of the in-depth wigavs used their journals during
the interview process as a resource to refreshieinories and recall feelings that had
been experienced during the weeks of orientatidme interviews took place at the
conclusion of the ten-week orientation period. tAdinscripts of the participants’
interviews were analyzed using Colaizzi's techniqtianalyzing phenomenological data
(Schumacher, 2007).

The results of this study indicated that bothr@aand noncaring interactions
between preceptors and orientees occurred duriagtation (Schumacher, 2007). The
data revealed six themes of caring behaviors: atuay; welcoming, including,
appropriate preceptor presence, making human ctans@nd genuine feedback; and,
four themes of noncaring behaviors: unwelcomingceptor over presence/preceptor
under presence and feedback that was confusing@rgenuine (Schumacher, 2007).
Caring themes will be reviewed first.

When preceptors took the time to make sure assigtenfigcilitated a good learning
experience and when the preceptors took the tinaskdhe orientees how they learned
best, those caring behaviors had been identifietlascating. Orientees felt welcomed
when preceptors warmly greeted them, were operbappable and demonstrated a

friendly attitude. When preceptors introduceddhentee to other staff, included them
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in unit activities such as unit meetings and corteritneetings, the orientee felt
included. Feeling included and a part of the t@amde the orientee less anxious and
opened the door to better learning (Schumacher?)200

When preceptors were physically and emotionallg@néto help orientees with
complex nursing procedures and tasks, this wagpirged as the caring theme of
appropriate preceptor presence. Orientees alswibled exceptional preceptors who
took extra time to make a deeper human-to-humanemion with the orientee. As one
orientee stated, “She shared things | needed tw kogurvive...these are things that are
not listed on an orientation check off sheet” (Suaaher, 2007, p. 190).

In order for orientees to understand what theydareg well and what areas of
practice they need to improve upon the orienteet imeigiven feedback that is timely,
constructive and nonpunitive. The orientees chiaraed caring feedback as being
continuous, concise and specifically focused. fblewing statement from one orientee
helps sum up the importance of caring feedbackdid’inot even know | was improving
and progressing until my preceptor pointed it outie!” (Schumacher, 2007, p. 191).

The four themes of noncaring behaviors were thighasis to the caring behaviors.
The four noncaring themes included: unwelcominggceptor over presence/preceptor
under presence, and feedback that was confusing@rgknuine (Schumacher, 2007).
The first noncaring theme that emerged was thahafelcoming preceptor behavior.
When preceptors failed to welcome the oriente&¢aunit, did not smile or make eye
contact with the orientee these behaviors wereprééed as unwelcoming (Schumacher,

2007).
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The noncaring theme of autonomy with under presehtiee preceptor occurred
when the preceptor did not gauge the orienteesiileg needs and abilities, did not
check on them, which in turn allowed the orientieisiake serious patient errors. The
noncaring theme of preceptor over presence occwheth preceptors did not take the
time to gauge and asses the orientees abilitiesvandahead and completed tasks and
nursing skills without the orientees. Other tintes preceptor hovered and watched the
orientee’s every move. Most examples of over pres@ccurred when the orientees had
more than three preceptors or when the precep&atsibt worked with the orientees
before. The noncaring theme of feedback was de=tias feedback that was not clear,
specific or constructive. This type of feedbadk flee orientees feeling frustrated
because they could not learn from feedback (Schhera2007).

Results of this study can be used to teach ptexsepbout caring and noncaring
behaviors (Schumacher, 2007). Positive, carirgfiogiships can assist new nurses to
feel that they are an integral part of their nuysumit and have been cited as the most
important reason why nurses stay in the hospitlitiain which they are oriented
(Schumacher, 2007). Anxiety, fear, and stressnduhe first year of a new nurse’s
career lead to early attrition from the organizat@md the profession of nursing. A new
nurse may decide to leave nursing altogether sf dhientation period to nursing proves
to be too stressful an experience. The importahpeeceptors modeling caring
behaviors to new orientees can support new nuosgsvelop caring practices with
patients; help them to feel a part of the nursesmt; decrease anxiety, fear, and stress,

and boost retention (Schumacher, 2007).
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The author failed to describe any limitations agsed with the study, however,
rigor in the process of data analysis must be quresd. It is not clear if the author was
the sole researcher or if a team of researcheigessvith the project and analysis of
data. If the author was the sole researcher tlstntorthiness must be called into
guestion and one can ask if the findings can bieve (Riessman, 2008, p. 184). The
author does describe member checking for validatmhcredibility but does not provide
any other detail about how the checking was ddrtee author fails to describe if
sampling to saturation occurred. The author ad#e fo describe the use of a theoretical
framework, which can be considered another linotatf the study.
Nurse Residency Programs

Bratt (2009). The Wisconsin Nurse Residency Program (WNRP) wagded
to promote the effective transition of NGN'’s intmfessional practice (Bratt, 2009).
Through an innovative program that provided edooai and psychosocial support for
newly licensed RNs the programs goal was to retathsustain the future WI nurse
workforce. The WNRP provided a comprehensive supp@tem to NGN’s which
spanned a total of 15 months of practice. Thenaragncluded day long educational
sessions for the NGN which ocurred on a monthlysbal$ provided mentoring to
NGN'’s by a designated clinical coach. Clinical do@s met with NGN'’s every 2 -4
weeks to offer continual support and provide theNN@th a safety net for the first 6 -12
months (Bratt, 2009).

Preceptor training was mandatory for preaepitdho participated in the program.

It was noted that the preceptor is pivotal in @iy clinical competency in the NGN.
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Preceptor training was geared toward empoweringteeeptors to effectively engage in
their role and provided them with tools to usegal+ftime practice. No other description
of the preceptor was provided by the author (B24iQ9).

Qualitative data from NGNs who had compldteziprogram demonstrated the
profound ability of the residency progaram to ehgetransition to the role of
professional nurse. Statements such as “...thistheasupport group | needed for my
career... the education days helped the light go(Brtt, 2009 p. 421-422).

The WNRP was successful in terms of booXi@dN retention. One year
following completion of the yearlong program 90%noirse residents were still
employed at their hospital of hire; 83% remaineglkayed and with the same hospital
after 2 years. What follows is a description & @asey-Fink Graduate Nurse
Experience Survey because it lays the groundwarknfust of the research that surrounds
TTPs and the NGN in transition.

Casey-Fink Graduate Nurse Experience Survey

Casey, Fink, Krugman, & Probst, (2004). The Casey Fink Graduate Nurse
Experience Survey repeats in the literature irticrighip to NGN population and
transitions. The Casey-Fink Graduate Nurse Expeei&urvey is particularly useful
when studying transition programs and the NGN pagpah. This tool was designed to
measure graduate nurses rather than the nursingtipouas a whole. The original
Casey-Fink tool also included four open-ended gorstabout work environment and

difficulties in role transition. The qualitativeath analysis increases the
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comprehensiveness of the study by providing a ldetaiescription of the phenomenon
which compliments the quantitative findings (Firtkag, 2008).

Casey et al. (2004) set out to identify stressescaiallenges of NGNs at acute
care facilities in Denver. Measures were takdomaseline, three, six and twelve months
and longer in specific groups. NGNs were survegetdietermine if there were
similarities or differences in demographic profjlskills or procedures they found
difficult to perform. The survey also sought tdetenine the NGNs level of comfort and
confidence in their new role, organizational supamd differences in self-reported job
satisfaction. Qualitative themes of their percdigballenges during the first year of
employment were also recorded (Casey et al., 2004).

Measure. The instrument used to survey participants, thsseeCasey-Fink
Graduate Nurse Experience Survey, was developddeanvestigators and pilot tested
during Phase 1 of the study. The revised Casely-Graduate Nurse Experience Survey
consists of five sections. The first section gatldmographic information. The second
section consists of three open-ended questiongéthér information about skills and
procedure performance. The next section measorefd and confidence with 25
items measured with a Likert scale. The fourthiseaneasures job satisfaction and the
fifth and final section is a series of four operded questions that elicit data about the
work environment and difficulties with role traneit.

Design The investigators used a descriptive comparakbgegn using a survey
guestionnaire to collect data at the time periedsrenced above. The research was

approved by the appropriate IRBs before investgeliegan. There were two phases of



63
data collection. Phase 1 of data collection spdm@negme period from July 1999 to July
2001, the authors did not detail a timeframe foadeh?2 of data collection.

Sample A convenience sample was used and a total osudBAYys were
distributed to NGNs at six acute care facilitieattimcluded one academic teaching
hospital, three private for-profit facilities andd not-for-profit facilities (Casey et al.,
2004). A total of 270 respondents agreed to ppdie for a response rate of 34%.
During Phase 1 of data collection surveys wereiliged to various cohorts of NGNs at
all six facilities. During Phase 2 of data collentthe revised survey tool was distributed
only to NGNs who were entering an expanded NRReatatademic teaching hospital
(Casey et al., 2004). All data during both phagee collected using confidential
practices (Casey et al., 2004).

Demographic profiles for Phase 1 and 2 o& dallection were reported together.
The average participant was 35 years or youngdatewiemale and with previous health
care experience. Ninety five percent of the redpats at the academic teaching hospital
had baccalaureate degrees at entry to practicedidasther respondents at other five
sites (71%). The number of preceptors assigned\GN varied widely between Phase
1 and 2. More than 59% of NGNs at the academithieg hospital had more than three
preceptors during their orientation period compace89% of respondents at other sites.

Findings. Casey et al. (2004) reported that only 4% of N@Niscomfortable
performing all skills and procedures. Most respontd were able to identify 54 different
skills and procedures that were uncomfortable ¢otlupon hire. Of these skills more

than 15% of respondents identified seven over asthe most challenging. Those skills
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included, code blues, chest tubes, IV skills, egathy central lines, blood administration
and patient controlled analgesia. All skills friwmth phases of data collection were
combined and analyzed over time (Casey et al., 2004sey et al. (2004) combined
results from Phase 1 and 2 of data collection erctdmfort/confidence section of the
survey. When the subject’s results were combin&the 25 total statements related to
comfort/confidence, only five were statisticallgsificant using chi-square analysis.
Those statements dealt with communication, delegagrioritization and organization.
Initially NGNs felt less confident communicatingttvinterns and residents but gained
confidence between six months and one year. Sifimidings were found related to
communicating with attending physicians. The NGhéort/confidence significantly
improved between six months and one year in thesavédelegating to ancillary
personnel, setting priorities for and organizintjgy@ care needs, and making
suggestions for changes to care plans (Casey, e0au).

Of the 270 participants who returned the eyn100 (37%) respondents were

uncomfortable caring for dying patients and thatliing did not change over time.
Nearly all (99%) of respondents were comfortablecwnicating with patients and their
family members and felt support by their own fanahd friends in their work.
However, 127 (47%) of the NGN respondents stated ¥ere experiencing stressors in
their personal lives. Twenty five percent stateat their stress was caused by finances
and student loans (Casey et al., 2004).

Casey et al. (2004) also surveyed all NGlpaoadentsif = 270) regarding job

satisfaction. Casey et al. (2004) discovered3B&b of NGN respondents were satisfied
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with their salary, 70% were satisfied with theinbét package and 65% were satisfied
with their vacation time.

The last portion of the survey is a serie®af open-ended questions that allow
the NGN respondents to give voice to their own @eatexperiences. In response to the
guestion, “What difficulties if any are you experoeng with the transition from ‘student
role’ to the ‘RN role’” six overall themes were médied. These six themes were
consistently identified across all institutions alidkime periods by all four investigators.
The list of themes in order of how frequently anttnsely the NGN respondents
reported them to be most difficult in their trarmitare: (1) lack of confidence in skills,
critical thinking and clinical knowledge, (2) pesard preceptor relationships, (3)
dependence and independence, (4) work environifigrdrganization and priority
setting and, (6) communication with physicians @eest al., 2004).

Throughout the first year of practice NGNpasdents felt inadequate regarding
clinical knowledge and felt themselves to be incetept to care for their patients. Many
wrote, “I was expected to have all the answersrfgpatient’s questions” (Casey et al.,
2004, p. 307). Toward the end of the first yeapmaictice many felt they were beginning
to gain confidence in their ability to criticallgink and reported an increase felling of
comfort in their role (Casey et al., 2004).

Many NGN respondents voiced concerns abait thlationships with peers and
preceptors. Many felt peers did not respect théranithey continued to refer to the
NGN nurse as a “new grad”. They verbalized frugirawith preceptors who did not

seem to be “in tune with” what it was like to bBl&N (Casey et al., 2004, p. 307).
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Many stated that the lack of consistent precepmtarsg orientation contributed to their
lack of proficiency. Other NGN respondents destipositive relationships with their
preceptors. This group of respondents statedfdiegomfortable asking their preceptors
for help (Casey et al., 2004).

The theme dependence and independence tefitrs NGN respondents’ abilities
to handle their new level of responsibility. NGNruggle with needing to be independent
while relying on the expertise of others to carmy their role as a nurse. This struggle
was identified across all three time frames. Gilstruggled with delegating asks to
ancillary personnel. They verbalized feelings witgand frustration when they were not
comfortable delegating to this group of individugasey et al., 2004). Many NGN
respondents also voiced concerns about the worikagmeent. They felt the work setting
was “understaffed” and expressed concerns regardirge to patient ratios. Others
voiced concerns about the “nursing shortage amshtien of unit staff” (Casey et al.,
2004, p. 307). Most comments during the firstrabnths were related to the difficulty
transitioning to shift work, a perceived lack ahé off or no vacations and frustrations
with pay. At the nine-month mark a few of the N@&pondents described being placed
in the charge nurses or preceptor role. They aspieconcern about assuming this level
of responsibility so soon in their new career (Gasteal., 2004).

Casey et al. (2004) also discovered that RGN respondents with less than six
months experience indicated that a lack of orgdiozal skill was a key barrier to
optimal performance in their new role. They ddsedi having a difficult time finding a

“routine of their own” and of “being disorganizeddatask oriented” (Casey et al., 2004,
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p. 308). NGNs also had high expectations of whatdcbe accomplished in an eight to
twelve hour shift and described difficulty leavimgrk on time. As time progressed they
became more proficient in time management andipzinig patient care needs.

The NGN respondents identified a lack of exgyee communicating with
physicians on their nursing units. Throughoutrtifiest six months the NGN felt
insecure about knowing who to call, when to call eport difficulties deciphering
orders and signatures and interpreting orders. NlBN also noted a lack of respect from
physicians and were hampered by their difficuldesxmunicating patient problems.
These difficulties were not expressed during tisé & months of practice (Casey et al.,
2004).

In Phase 2 of data collection four additional gatie questions were asked of
the NGNs at the academic teaching hospital. Theeguool was revised to assess job
satisfaction with the current work environment,deof unit support for the NGN and an
opportunity for the NGN to share any concerns tinéyht have with the nurse residency
program. Most of the respondents from the Phade#t& collection that included the
additional questions were in the group that waséntime period of 6 to 12 months after
hire. When this group was asked, “What could beedo help you feel more supported
or integrated to the unit”? (Casey et al., 200808) many replied that the staff was
great and very inclusive and welcoming. Some ifledtthat one consistent preceptor
would have been helpful and others desired a méstawvailable to answer ongoing
guestions. Some respondents asked for more feledbdcencouragement especially

surrounding issues of time management and masteewgprocedures. When the NGNs
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in the residency program were asked about theagptions of the NRP some stated that
they appreciated the longer orientation period.nWi@ported that having too many
didactic classes at the beginning of the program eve&rwhelming. When asked about
satisfaction with the work environment some NGNsadded satisfaction with
patient/family interactions, others enjoyed staibgort and teamwork. The least
satisfying aspects of the work environment incluttedtrations with a perceived
increased workload, generational differences imtinsing team and poor pay.

Critique. Casey et al. (2004) identified several limitati@ssociated with the
study. A decreased response rate and attritiontowveris cited as a limitation that may
have affected the validity of the results. Anothitation was the instrument used to
collect data. Casey et al. (2004) note that teument used was under construction and
changed frequently with multiple revisions durihg time of the study. Those results
are intermingled and reported leaving the readgugstion if the structure and format of
multiple surveys interfered with or skewed the hessand report of findings. This study
must be viewed with caution and interpreted cahgful

Other limitations of the study not noted bg uthor but should be considered by
the reader include sample and setting. The sampl@mogeneous and represents a
predominantly white female population. A more dsgeesample may yield different
results. The sample was also drawn from one largfeopolitan center in the western
United States. One has to question if results dvbel different if different sections of the

country were sampled and represented. While Cetsaly (2004) suggested that the
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preceptor’s role was significant and importantdléhors failed to describe the
preceptor’s role and how that role changes ovee.tim

What follows is a description of the University Hibe&System Consortium (UHC)
and the American Association Colleges of NursindCA) Nurse Residency Program
(UHC/AACN). The UHC/AACN NRP used the Casey Finka@uate Nurse Experience
Survey to collect data and evaluate outcomes optbgram.

UHC/AACN Nurse Residency Program

The UHC/AACN NRP is considered the gold standartli@Ps. It is a yearlong
program, pairs one preceptor with one NGN andtitésonly NRP accredited by a
national accrediting body: Commission on Collegitesing Education (CCNE). Since
March 2000 the UHC/AACN have worked to developtstyées to address the nursing
shortage. A major goal of this partnership waddwelop a nurse residency program to
take the novice learner from NGN to a more compgiesvider. The program spans one
year and uses a series of learning and work expmrgeto support NGNs as they
transition into their first professional position.

The UHC/AACN nurse residency program is designedliect care roles in the
acute care setting and only graduates from bacedtauoursing progams are eligible to
apply (American Association of Colleges of Nursi@fll1la). The nurse resident must
also be with in six months of graduation, be li@shs nursing or hold a work permit
(license pending), and be willing to commit to wduktime for the entirity of the one
year program (Krugman et al., 2006). The prograbuift on a baccalaureate foundation

as described in the Essentials of Baccalaureatedfidun and the conceptual framework
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of Dreyfus as described by Benner (Krugman eR806). The curriculum of
UHC/AACN NRP has been designed to enhance crititaking and the ability to use
outcome data to promote patient safety (Goode, ;2008ams, 2007).

The UHC/AACN NRP was a major project that resulted number of
publications (Fink et al., 2008; Goode et al., 20B6ode & Williams, 2004; Krugman et
al., 2006; Pine & Tart, 2007; Williams, et al., Z0@hat documented the design,
implementation and outcomes of the program. Wilsaghal. (2007) report on the
guantitative findings from the first 12 sites tipatticipated in the program, and the
outcomes for those that participated in the progoetween September 15, 2004 and
September 15, 2005 were reported by Goode 2@09]. A report of the qualitative
findings from the Casey-Fink instruments open-englgestions from the first 12 sites
that participated in the UHC/AACN post baccalaueaatsidency program (Fink et al.
2008) follows and are included because those fgglhelp to detail the contribution of
the preceptor in the transition of the NGN. Thwdings of Williams et al. (2007) and
Goode et al. (2009) do not detail the preceptais in the transition process of the NGN
and they do not contribute to understanding or anis\y the research questions and
therefore will not be included in the review.

Fink, Krugman, Casey & Goode (2008).Fink et al. (2008) report on the
gualitative data outcomes from the Casey-Fink umsénts open-ended questions using
the first two cohort groups from the UHC/AACN pdstccalaureate residency program.
The purpose of this study was twofold. The finstgmse was to analyze qualitative data

to give voice to the respondents and determirteaif Yoice could further enrich the
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guantitative data. The second purpose was tordaterif the analysis of the themes
mined from the qualitative data could be used toveda open-ended questions on the
Casey-Fink Graduate Nurse Experience Survey inémiifative questions to ease the test
administration and analysis of data (Fink et 008).

Design The investigators used data previously collebtedurvey methods from
the NGN respondents on their answers to the Cassy&taduate Nurse Experience
Survey (Casey-Fink Survey). Data analyzed wereéhies of five open-ended questions
contained in the Casey-Fink survey that allowedNfEN to voice their personal
experiences about the work environment and rotesitian (Fink et al., 2008).

Sample. The convenience sample consisted of 1,058 nesséants hired
between May 2002 and September 2003 that had ctedplee full one-year residency
program. Of the 1,058 respondents, 434 completaekygs for all three-time periods for
a response rate of 41%. The average responderd 2&year-old Caucasian female,
with a baccalaureate degree in nursing as peetiigrement of the UHC/AACN
program. The nurse residents included in the sawmw@ those from the first 12 academic
hospital sites in the UHC/AACN post baccalaureatese residency program as
described by Williams et al. (2007).

MeasuresVerbatim comments of the residents were categoiyesite and
period. Two investigators, the first author amgsearch assistant, independently
identified keywords from the narratives. Each cantrwas coded tallied and entered
into an Excel file by question. The investigatoosnpared findings and identified

common themes across institutions and time periédsdings were validated with an
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independent team of investigators. A total of B,82parate qualitative comments were
analyzed (Fink et al., 2008).

Findings. Residents were asked to identify the top thredsséil procedures they
were uncomfortable performing independently. Nohthe respondents believed they
were independent in all skills at baseline; 10%hefsample felt they were independent
in performing all skills at 6 months; and, only @¥the sample answered the same at 12
months.

Fink et al. (2008) report that 24% of respemtd report being stressed at baseline,
11% were stressed at 6 months and 18% were stras&@dnonths. The top three
stressors during the first six months include pregeand waiting for the results of the
licensure exam, moving away from home to a morepeddent lifestyle and adjusting to
the expectations of the new working environmentahel Stressors during the second
six months include, family responsibilities, bemgwly married or starting a family and
entering graduate school.

In response to the question, “What difficestiif any are you experiencing with
the transition from the student role to the RN '1®Je8% reported no difficulties at base
line, 28% reported no difficulties at 6 months &&d6 reported no difficulties at 12
months. Five overall themes were identified farsth residents who reported transition
difficulties: role changes, lack of confidence, wévad, fears and orientation issues.
Comments included concerns about, “feeling alorear@rwhelmed” and “being
nervous about being the only one who is ultimatesponsible for my patients” (Fink et

al., 2008, p. 344). Graduates also wanted to fygeted by more experienced nurses and
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found it difficult to delegate tasks to nursingiatmts they used to work with (Fink et
al., 2008). Residents also identified concerite @ommunication skills. A typical
comment was, “l need to work on my communicatiod assertiveness with physicians”
(Fink et al., 2008, p. 344). Residents also feéiravhelmed with the workload and nurse
to patient ratios. Residents expressed feelingeofg disorganized and “needing to find
a routine of their own” (Fink et al., 2008, p. 344hey were also concerned with the
amount of time it took to complete patient caregasraents and described it being
difficult to leave work on time. Over time skisirrounding time management and
prioritization improved.

When residents were asked what could be done ke them feel more supported
or a part of their nursing unit, 24% of respondexttsaseline, 34% at six months and
43% at 12 months stated they already felt suppdRetk et al., 2008). Four overall
themes were identified that outlined the type gffmrt residents perceived would have
improved their transition: increased support, inveborientation, work environment and
socialization. It is interesting to note that otle three-time periods nurse manager
support and feedback was identified as one théhi@e ways in which their transition
into practice could have been facilitated. Mang $laat they would like to have had
more feedback, a sense of belongingness and acomeith their manager (Fink et
al., 2008). Residents also stated that duringhtaten a consistent preceptor would have
been helpful. Post orientation residents felt thauld have been helpful to be assigned

a mentor or a safe person to answer ongoing quastio
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When describing the work environment suppegidents identified additional
areas for further growth. They identified needinglevelop skills and confidence when
directing assistive personal. One NGN statedyéis so complicated getting help | just
do it myself” (Fink et al., 2008, p. 345). The NG@Io wanted to feel a stronger sense of
belonging to the work group stating,” It would hay&en neat to feel a part of the team
from the very beginning” (Fink et al., 2008, p. 345

In response to the open-ended questionspects of the work environment that
are most and least appealing many themes emefigetitop most satisfying aspects of
the NGN residents’ work environment included suppzamaraderie and caring for
patients. NGNs expressed satisfaction with pdfeemily interactions and enjoyed
“listening to patient stories” (Fink et al., 20G8,346). One NGN summed it all up when
stating, “Knowing that a patient and family appegeiwhat you're doing for them,
completing the assignment and workload on timeyigding good patient care and getting
positive feedback. That's what nursing is all ab@kink et al., 2008, p. 346).

There were fewer dissatisfied respondent®obtitose who did comment three
themes emerged: frustration with the nursing waerkirenment, dissatisfaction with the
hospital system and interpersonal relations. Fatishs with the work environment
included factors such as unrealistic ratios; a lhoschedule and futility of care in certain
patient care situations. One nurse stated, “Thiemqtgpopulation on my unit is usually
bound for a nursing home or withdrawal of carés Jery depressing. If the patient
makes it their quality of life is usually not tHagh” (Fink et al., 2008, p. 346).

Dissatisfaction with hospital systems included disiens such as outdated facilities and
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equipment and aesthetically unpleasing work settingerpersonal relations dealt with
generational differences within the nurse grougk laf respect and recognition from
coworkers and grumpy gossipy staff (Fink et alQ&0

When the residents were asked to share cotsrabout their perceptions of the
graduate nurse residency program, most respondehéseline stated that they looked
forward to getting started and participating. Attbsix and twelve months they believed
it was a “great program” and “liked the positiveepsupport” (Fink et al., 2008, p. 346).

Critique. Fink et al. (2008) report few limitations of th&i@dy. The one limitation
reported is in response to a diminishing numbeyuaflitative respondents over time and
over timed collection data periods. Other limaias the reader must consider include the
use of a convenience sample. While the samplge lfor a qualitative study it is
neither diverse nor inclusive. The sample consisfgedominantly young white females
who are prepared at the baccalaureate level. esitlents were employed at academic
hospital sites. One must question if the resutiald have been different if the sample
were more diverse, or included smaller communityfapprofit facilities.

The literature that details the transition experesof professionals from other
practice settings must also be reviewed. It winddinteresting to note if other
professionals experience the same type of tranditiat the nursing professional
encounters. What follows will be a review of thesimess literature for studies that detail

the transition of other professionals and progrémashelp in the transition process.
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Review of Business Literature

The business database ABI/INFORM was searfdrdderature that details the
transition experience of other young professiondlao articles are included here. The
first details the transition experience of libraryd information professionals in Australia
(Hallam & Newton Smith, 2006). The second piecbudiness literature examined is a
case study that details the aims and outcomesrahaition program for allied health
professionals (Smith & Piling, 2008).

Library and Information Professionals in Transition

Hallam and Newton Smith (2006).Hallam and Newton-Smith (2006) report on
the findings of the comparative evaluation of twansitional mentoring programs
developed for new library and information professils in Australia; one as a group
program the other with pairs of mentors/mentedse dim of the mentoring program was
to bridge the entry into profession and ease ttiansio the workforce. The aim of the
study was to evaluate the role of the programHergarticipants in transition from
education to employment and to consider the legrautcomes, professional
development outcomes and the success of the programstudy obtained data from
three key areas; career related, learning relatedl professional development.

Sample. The sample is composed of two groups of libraryiafmrmation
professionals in transition. The participants wareither the Western Australian
Australian Library and Information Association GpoMentoring Program (WA ALIA
GUMP) or the Queensland University of TechnologW{Q Australian Library and

Information Association (ALIA) (QUT/ALIA) student entoring program (Hallam &
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Newton-Smith, 2006). Of the 20 WA ALIA GUMP paipants who attended the first
meeting a total of 10 members were eligible to ppard of the evaluation and returned
the surveys (Hallam & Newton-Smith, 2006). A tah25 mentors and 25 mentees
participated in the QUT/ALIA program. The surveysadistributed to all participants in
June 2003. In total 12 responses were received fnentees (48%) and 14 from mentors
(56%) (Hallam & Newton-Smith, 2006).

Design. A comparative study was undertaken and a surppyoach was used to
collect data from participants.

Findings. When mentees from the QUT/ALIA program were askedansider
the career, learning and personal development owgs®f the program three mentees
indicated they had gained nothing from the progb&tause they had never really
formed a relationship with the mentor. In conttasihe QUT/ALIA the WA ALIA
GUMP mentees had a greater recognition of how tbgram helped to focus their future
through the development of a career plan. The WAMAAGUMP mentees also reported
a greater awareness of professional ethics andlsesponsibility in the LIS arena and
half had been encouraged to play an active andgexigale in ALIA (Hallam &
Newton-Smith, 2006).

The mentees in both groups felt that theydmaplired new skills and knowledge
through the relationship with mentors. Each grobimentees saw value in having a
professional role model. Specific learning outcerfug both groups of mentees included
the ability to establish a pattern of self-direckegining and a commitment to life-long

learning (Hallam & Newton-Smith, 2006).
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An evaluation of the mentoring program yieldkee following results. The level
of satisfaction was higher among mentees than menithe match between mentee and
mentor was critical to the level of satisfactionomled. There was a very high level of
support for the program with most of the mentonsregsing a desire to remain active
mentors in the student program (Hallam & Newtont8n2006).

Critique. The authors did not identify any limitations assbed with the study.
The reader however, must consider several limitatiwot identified by the authors when
interpreting and applying the findings of this camgtive study. The sample size for
both groups of mentees examined was small. Theangroup was also a small sample
and the group of three convenors/mentors was meéged. The reader must question
what this group of participants (convenors) migiwdradded to the findings and
discussion. The authors did not identify a thacaéframework but state that the goal of
the program supports the views of Kolb (1984) @t thin excellent education should
extend beyond the classroom. The next piecaeshlure reviewed will be a case study
that reports on the implementation and outcomesstfuctured program for allied health
practitioners making the transition from studenptofessional.
Allied Health Professionals in Transition

Smith and Pilling (2008).The allied health executive team at an outer
metropolitan health service in Australia identifib@ need to better support allied health
graduates transition from student to allied hepitifessional. In response to this need
the allied health executive team developed andemphted an interdisciplinary team-

oriented approach to supplement the current diseigpecific induction to professional
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practice. Smith and Pilling (2008) describe thecpss and outcomes of the first three
years of the program.

The aims of the program was to support new ahliealth graduates (NAHGS)
through transition from student to professionaptovide a “health-service wide”
context for work, to foster interdisciplinary wonkj and collaboration and to help the
NAHGs develop critical thinking reflection skillStith & Pilling, 2008).

Study design.Smith and Pilling (2008) utilized a case studsgide to report on
the implementation and outcomes of a structurednara for allied health practitioners
making the transition from student to professiorfahse studies are an in-depth
investigation of a single entity or a small numbgentities (Polit & Beck, 2008).

Sample.The participants included a mix of allied healthdpates and included
graduates from a mix of disciplines to include éliles, exercise physiology, speech
therapy, podiatry, social work and occupationatdpg. Between 11 and 13 graduates
entered the program and all graduates were engadmesther first professional role since
graduation (Smith & Pilling, 2008).

Measures. Evaluation was based on participant feedbackljt@or observation
and feedback from the allied health executive.eRtbn rates after completion of the
program were also monitored.

Findings. Inspection odata collected on feedback from participants oker t
course of three years identified major strengththefprogram. Participants identified
that the program is a good forum for sharing witteos who are in the same situation.

The sessions are supportive and reduce the fealirigslation associated with those of
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being in a new team or department. The sessigospabvided the NAHGs with an
opportunity to get to know more about other disoigd’ work. The sessions also provide
a safe forum for asking questions. The participatgo found the mix of
information/teaching and debriefing to be a positypportunity and although reflective
exercises were useful they were considered timswuamg (Smith & Pilling, 2008).

Areas participants found challenging inclutteel number of session included in
the program. Some participants felt that two hpewvery three weeks, for eight sessions
was a large time investment. Some participantgtielfollow-up tasks were burdensome
and time consuming. Some participants also hditwlify managing competing
demands of their time.

Attendance in the program is encouraged aadugtes are expected to
participate. Participation rates are high andrafe program was shortened no drop off
in participation was noted. Retention rates imprbfrom pre-program rates of 42%-
46% at two years post employment to 75% at twosypast employment after program
induction. It is noted that retention rates carb®solely attributed to participation in the
program but it is clear from participant commeihtst tmany perceive the program to be
an important source of support especially durirggarly months of employment (Smith
& Pilling, 2008).

Data from the program revealed that the ehgks faced by graduates during the
transition from student to professional are remialfkaonsistent. The biggest challenges

reported across the program each year involveargdis with time management,
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managing a full patient load, personal and protesdiresponsibility and a lack of
confidence in skills and critical thinking.

This case study mirrors findings that are conststéth the nursing literature
reviewed (Casey et al., 2004, Fink et al., 2008pd&oet al., 2009; Williams 2007). The
NAHG struggles with confidence, organization anidfitization much the same as the
NGN (Casey et al., 2004; Fink et al., 2008; Goadda.e2009; Williams 2007). The
NAHG like the NGN also finds value in a structuteahsition program (Casey et al.,
2004; Fink et al., 2008; Goode et al., 2009; Whtiga2007). The transition program for
NAHGs is inclusive of multidisciplinary groups.

Critique. The authors did not identify any limitations witke study. However,
the cautious reader must consider several. Thepants were never described and
demographic information was not provided. The ea@bn of the program must also be
called into question; facilitator observation igltly subjective. It is unknown if he same
individual or individuals observed and served adlifators over the course of the three
years or if those facilitators changed each tineggiftogram was presented. Feedback
from the allied health executive is never detaded no description of how that feedback
is prompted or collected is provided to the reader.

A critique of all literature follows. Theoreticahd conceptual challenges
associated with the literature are discussed filallenges associated with methodology,

sampling, and design are examined next and weagse$studies is discussed.
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Critique of Literature
Theoretical and Conceptual Challenges

Benner’stheory, From Novice to Expert (Benner, 1984), tkeoretical
framework that is used extensively in literaturatttiescribes and examines TTP
programs. Because Benner’s theory is so ofteredlrtk the concept of TTP programs
(Almada et al., 2004; Fink et al., 2008; Friedmaalg 2005) it is important for nursing
to critically examine this theory and determiné grovides nursing with an appropriate
framework for TTP program construction and study.

Theory Description. To understand Benner’s theory of From Novice tpéfk
one must be familiar with the Dreyfus Model of $Ritquisition. The Dreyfus Model of
Skill acquisition was developed by Stuart Dreyfusahematician and system analyst
and Hubert Dreyfus, a philosopher. The Dreyfus ehpostulates that as a student
develops and acquires a skill they pass throughlévels of proficiency; novice,
advanced beginner, competent, proficient, and éxgdrese different levels of skill
acquisition reflect changes in three general asp#ctkill performance. The first change
occurs as the student moves from a reliance omaabgtrinciples to the use of past
concrete experience as paradigms. The second elvaegrs when the student’s
perception of the situation changes. They moveffeeeing” the situation in parts to
being able to “see” the situation as a whole. fhivel stage sees the learner as an
“involved performer” (Benner, 2004). The Dreyfu®dfl was originally developed in
research designed to study pilots’ performancemergency situations (Benner, 2004).

As pilots move through the stages of skill acqiasithey first rely on rules to guide
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behavior. As the pilots progressed to expertsrulere no longer considered a part of the
decision making process. Decisions regarding tthgére based on an intuitive grasp of
the situation, saving time while not consideringthiess alternatives and solutions
(Benner, 2004).

Using the Dreyfus model Benner postulates thahastirse moves from novice
to expert their behavior regarding practice chan@édee novice nurse relies on rule-
governed behavior to guide practice. The expadais practice is no longer rule
governed. The nurse’s move from novice to exgemarked by the transition from
explicit rule governed behavior to intuition. Té&epert nurse has an intuitive grasp of the
nursing situation presented. They rely on simalad dissimilar situations and embodied
intelligence or skill for decision making. Intwé grasp is never a wild guess, but relies
on perceptual capacity based on prior experieri@esner, 2004). Intuitive grasp only
occurs when the nurse has a deep background amdgstenading of the situation as it
exists and it is based upon a broad base of kn@&ladd experience. Intuitive grasp is
not possible without a sufficient background of ikmand dissimilar experiences
(Benner, 2004). Skill attainment requires an dyderogression through the stages of
skill acquisition. The advancement through thgesas discrete and is dependent upon a
combination of depth and range of clinical expereen(English, 1993).

Critique of Theory. A theory is an organized and systematic set ofriel&ted
concepts that specify the nature of the relatignbletween two or more variables with
the purpose of understanding a problem (Fain, 200 critique of this theory will

follow the process outlined by Meleis (2007).
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Benner’s theory contains five major concepts thatcéearly defined and that are
utilized throughout the theory. Those five coneeggre novice, advanced beginner,
competent, proficient and expert. The definitionsvded are theoretical definitions not
the operational definitions that are necessargfopirical measurement (Altman, 2007).

Benner’s theory is simple; it contains five majoncepts, those of skill
acquisition. Those concepts are arranged alomgncium, from novice to expert. Five
concepts are considered few and those concepéaayeo grasp and explain (Altman,
2007). Complexity in Benner’s theory arises whamresearcher tries to determine how
a nurse advances along the continuum of novicegere (Altman, 2007).

Benner does not provide a visual representatidreotheory. However, the
stages of skill acquisition can be thought of astexg along a continuum. Progression
along the continuum occurs in sequence but it gontant to remember that it is possible
for a nurse to digress when introduced to an urlfarmursing situation or setting
(Benner, 2004).

Benner’'s Model, Novice to Expert has been adoptedany countries and has
been used by many institutions (Altman, 2007). sTheory has been used by hospitals
and career ladders have been fashioned using tleepts. Benner’s theory has also been
adopted by social agencies and by developers gfamas for continuing education in
nursing (Altman, 2007). It has also been seletld@€/AACN NRP as a framework for
the NRP program (Almada et al., 2004; Fink et2008; Friedman et al., 2005; Goode et

al., 2009; Krugman et al., 2006; Williams et aD02).
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Analysis of Benner as a TheoryThe researcher must question if Benner’s
theory is truly a theory. While Benner’s theory ¢anused as a framework for qualitative
work it can’t be used as a guide for quantitatiwelg, the concepts are not operationally
defined and cannot be measured. Furthermore @ mag move about or regress on the
continuum of Novice to Expert depending upon theicl situation or setting. If a
situation or setting is unfamiliar to the expesythmay regress to novice status. The
theory also fails to explicate how a nurse traosgifrom one stage to another; no
defining criteria are given. The researcher maktiba nurse can be in two stages at one
time.

The focus of this theory also appears to be cemtenehe Novice or the Expert.
Little is mentioned regarding the three stagesfédilbhbetween those of Novice and
Expert. Are the stages of Novice and Expert thetrfrequently cited stages of this
theory because there is such an apparent diffeiartbe behaviors that describe nursing
action and the decision making process which miakenteasier to define and
conceptualize? Benner’s theory only provides #searcher with a method to label the
nurse and describe where they fall on the continasrthey transition to professional
practice or change specialties or settings in ngrpractice.

Benner’s theory and the concepts embedded witlitthieory do not provide a
suitable framework for understanding or studying larses’ transition to practice.
Benner’s theory could be considered a philosophyue$ing. A philosophy is defined as
the exploration of effects, which underlie reabty questioning the nature of things using

logic instead of empirical methods (Altman, 2007).



86

Conclusion. TTP programs and the body of literature that askitbem are about
more than labeling where the nurse is in the poésransition. Although Benner’s
theory is adequate for labeling the level of skdfuisition of the nurse who is
transitioning, the cognizant researcher, who isrggted in studying TTP programs, must
guestion the repeated use of a theory that focusesly two concepts embedded in a
theory. Nursing and nursing scholars must move filogir overreliance on Benner’s
theory and find one that more closely aligns with phenomenon of interest, transitions.
The current study employed Schlossberg’s Transikiogory.

Other theories of transition to consider includdées Transition Theory (Im,
2010) and Kramer's theory of Reality Shock (Krani&74). Meleis Transition Theory
is generalizable to all people in transition, ievant for any population and has been
widely accepted by the nursing community (Im, 2010jansition Theory can provide a
comprehensive perspective on transition experieasddecause of its
comprehensiveness, applicability and affinity wikalth it can be applied to many
human phenomena of interest to nurses such assllnecovery, birth death and loss as
well as immigration (Im, 2010). It can be applteddiverse populations or groups of
people like the elderly, psychiatric populatioreanfly caregivers and people with
chronic illness (Im, 2010).

Kramer’s Theory of Reality Shock is often used ¢satibe the reaction
experienced when a NGN moves into the workforoer afeveral years of educational
preparation. Kramer’s Theory describes the situatif moving from a familiar,

comfortable educational environment and into a n@e/in the workforce in which the
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expectations are unclear and may or may not bestiegZerwekh & Claborn, 2006).
Kramer’s theory has also been widely embraced bgimg.
Transition to Practice: Conceptual Challenges

If the concept, transition to practice (TTP), idused by nursing to reference a
program that aids the NGN or experienced nursesitian to practice or change practice
setting or specialty, then nursing needs to exathedasic elements of the concept. An
accurate description of a concept helps to distsigthat concept from other ones that
are similar but not the same concept (Walker & Ayan05).

The concept, TTP is conceptually ambiguous withailg common feature
among the literature reviewed being that of a greweo help facilitate learning and
transition. There is no consensus in the nurstagature on the meaning of and
characteristics that constitute the concept TTRerd@ is no identified time frame for
describing a transition to practice. There areneasurable benchmarks described in
nursing literature that would determine when traosito practice has occurred or if a
successful transition to practice has been madé¢hel absence of a common and clearly
defined concept, nursing scientists who wish tdsflTP programs and the contribution
TTP programs make to the transition of the NGNheréxperienced nurse who is
changing specialty or setting, cannot assume theeyaéking about or measuring the
same thing. Therefore, literature that report3 ®R programs may be compromised by

the lack of clarity in the conceptual meaning & ghrase, TTP.



88
Method Critique

Literature that reports on TTP programs must bengxed for methodological
strengths and weaknesses. Poorly constructedestadd program designs can add to the
confusion that surround the intentions and usefidrod these programs.

Casey et al. (2004) used a comparative descrigggegn. This is an appropriate
design but more diversity in research design maldya richer and deeper understanding
of the concepts under study.

Convenience sampling was reported as a samplinigaaidty all but one of the
studies (Almada et al., 2004; Casey et al., 200% &t al., 2008; Friedman et al., 2011,
Lee et al., 2009; Schumacher, 2007), and some otanee samples were desccribed
better than others. Hatler et al. (2011) did restadibe a sampling plan. Convenience
sampling is considered a weak approach to sampkeguse it provides very little
opportunity to control for biases (Polit & Beck,G8). However, convenience sampling
can yield a large sample size which is considersitieaagth. None of the aforementioned
authors described measures taken to identify ascritbe known biases in the sampling.

Data in Casey et al. (2004) and Fink et al. (20@&) also collected over three
points in time. Data collection at more than oonapin time can also be considered a
strength and a weakness of the study. Attriticch mortality are especially great when
the length of time between points of data colleti®long (Polit & Beck, 2008).

However data collected over time, from the same@f participants, can yield a richer
data set and a greater understanding of the conoéet investigation. Attrition from

the study were reported by Casey et al. (2004) veasda problem for some studies.
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Casey et al. (2004), Fink et al. (2008), Hatleslef2011 ) and Lee et al. (2009)
all used surveys to collect data. Surveys are tesedllect data through self report. This
can be considered a limitation in data collectisrihas is sometimes viewed as a shallow
data collection technique (Burns & Grove, 2005pwdver, the advantage to survey
research is its broadness of scope (Polit & BeOR82. Surveys can be applied to many
populations, can focus on a wide range of topickiaformation obtained through use of
surveys can be used for many purposes (Polit & B2@88). The use of the Casey Fink
Graduate Nurse Experience Survey can also be aresidhoth a strength and weakness
because it was not well developed at the beginoirige data collection for the
UHC/AACN NRP.

Another strength of the surveys reported in tiveexe of literature was reliability.
Reliability of all surveys used by Casey et al.g2PDand Fink et al. (2008) were detailed
and reported as Cronbach alphghe assessment of the tools as reported is ltheean
reliable ranges. Lee et al. (2009) reported réiiglior the surveys adminstered and the
guestions regarding reliabilty of the surveys usade been reported elsewhere and will
not be repeated here.

Some authors (Almada et al., 2004) report the GseMAS to measure
satisfaction. This measure is easy administeoblEms with the VAS are related to
inaccurate reproductions of the scale and scoffitiggomeasure (Waltz, Strickland &
Lenz, 2005).

Despite the limitations of each study, all conttéto the increased understanding

of the transition process of the NGN. Despiterameaase in the understanding of the
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transition process of the NGN there remain sigaiftagaps in the literature. Little is
known about the transition process of the expeadmurse who is changing practice
settings or specialties.

Synthesis

Most investigators who report on the transitiorihaf NGN focus on the retention
during the first year of employment and the losdalfars related to the early attrition of
the NGN (Almada et al., 2004; Bratt, 2009; Friedreaal., 2011; Hatler et al., 2011; Lee
et al., 2009; Schumacher, 2007). Although thesegtigators identify the first year as a
difficult one filled with stress there is a pauditythe literature that captures and
measures the stress levels of the NGN over timdtandble the preceptor plays in the
transition at certain points in the transition.h&ltigh limited, the literature does identify
the first six months of transition as one thatsgexially stressful for the NGN. Little is
known about happens in the first three monthsaofdition.

Absent from the literature is a descriptidrih@ NGNs perceived needs for a
successful transition and the role the preceptysin that transition and how the
preceptors role changes over time. The literandeates that the majority of TTP
programs use preceptors to help the NGN transiiidgrittle else is noted about the
preceptors’ contribution to the transition procasd the preceptors’ contribution is not
measured in the instruments used. The businesatlite also mentions the use of a
mentor to help young library and information praiesals. Hallam & Newton-Smith
(2006) provides a definition of a mentor that isywgmilar to the definition of preceptor

that is noted in the nursing literature. HallanN&wton Smith (2006) also fail to clearly
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define the mentors’ role and the mentors’ contrdouto the transition of the new library
and information specialist.

The literature also mentions that more thaa preceptor interferes with the
forward progress and smooth transition of the NGiEsey et al., 2004; Schumacher,
2007). The critical reader must question how mam@geptors are enough and how many
are too many. Does the concept, preceptor chaveyetime as the NGN transitions to
professional practice? What are the implicationghe NGN having more than one
preceptor during the first three to six months m@fgice? How does nursing capture,
measure and quantify this concept?

The Casey-Fink survey is frequently usedudies in relationship to NGN
population and transitions. The Casey-Fink Graglbatrse Experience Survey is
particularly useful when studying transition pragsaand the NGN population. This tool
was designed to measure graduate nurses ratheththanrsing population as a whole.
The Casey-Fink tool also includes four open-endesstions about work environment
and difficulties in role transition. The qualitzidata analysis increases the
comprehensiveness of the study by providing a ldetaiescription of the phenomenon
that compliments the quantitative findings (Finkakt 2008). Although the Casey-Fink
Graduate Nurse Experience Survey is widely usedeasure the NGN transition and
changes over time, it fails to measure the roleptieeeptor plays in that transition. Some
of the data that surround the transition and thee pceceptors’ play have been captured

by the analysis of qualitative data from the UHC/0A studies. But again a gap exists:
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a limited amount of the qualitative data collecbgtthe Casey-Fink Graduate Nurse
Experience Survey has been analyzed and reportéd iiterature.

There are other noted gaps in the literatelsged to the transition of NGNs.
Current studies account for and gather data odeh@graphics of the NGN population.
However except to report differences seldom isgnoelp investigated separately. The
transition experience of an experienced nurse peavdractice setting or an organization
is missing from the literature. Questions abosetrttransition experience are left
unanswered by today’s current body of literature.

The purpose of the current study was to battderstand the experience of new
graduate nurses (NGNs) and experienced nurseslgeaup transitions to a new
setting in nursing practice and the contributiom pineceptor role plays in that transition.
The qualitative data from a mixed methods study reasalyzed to gain a better
understanding of the role the preceptor playetiénttansition process of the NGN or an
experienced nurse new to the specialty hospithke study attempted to discover the role
the preceptor played in that transition and if tleéé changed over time. The preceptor’s
role in the transition was examined from the vaatpgint of the NGN or experienced
nurse in transition. This study addressed a gdlparcurrent literature as it examined
data from three time points in the transition pescef the NGN and the experienced
nurse new to the specialty hospital setting. Drata the original study were collected at
three, six and twelve months during a twelve matiereded orientation program. These
points of data collection differ from that repretezhin the literature. Most data that were

used to evaluate an extended orientation prograaNIRP was collected at baseline, or
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entry to the program, six months and twelve monthth most studies omitting the
measure at the three month mark.

Evidence suggests that a well-organized Trbgnam that uses preceptors can
ease the transition of the NGN to professionalfizacan increase the retention of this
vulnerable and valuable population (Fink et alQ&0~riedman et al., 2011; Halfer &
Graf, 2011). Nursing would be well served to hettederstand the role the preceptor
plays in this transition and if that role changesraime. When nursing leadership,
nursing organizations and health care facilitieseo@inderstand the relationship between
the preceptor and the new nurse they will be bettsitioned to support each group as
they navigate the course of a successful transitiorursing practice.

Summary

In this chapter Schlossberg’s Transition Thasag described and detailed. A
rationale for the choice of the theory as a framévior the current study was provided.
A review of the relevant nursing followed. Nursilitgrature was examined that dealt
with the transition of the NGN to the role of RNdatme use of preceptors in that
transition. Nursing literature that examined TTBgrams that utilized preceptors to aid
the nurse in transition were reviewed first. Casegl. (2004) was the next body of
literature reviewed because the study and thedeetloped, used and revised laid the
groundwork for most of the research that followddcl measured the NGN and their
transition experience. A brief description of theiversity Health System Consortium
(UHC) and the American Association Colleges of MggAACN) Nurse Residency

Program (UHC/AACN) followed. The literature revied/the qualitative findings from
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the first two cohort groups from the UHC/AACN NutResidency Program. Business
literature was briefly reviewed. Literature seéettietailed the transition process of
professional students who were transitioning toodgssional role in the working world
and who were engaged in transition programs tleasiamilar to those used by nursing.

The methods used in the current study are descrnib€Htapter Three.
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Chapter Three
Methods

This chapter begins with a description of the oradistudy and includes a
description of the content and timing of the Prefesal Development Program (PDP),
the sampling plan and the data analysis procedukésr detailing the original study, the
current study is described including details ofdlesign, sample plan and data analysis
procedures. Included in that description is auis®n of the doctoral student’s access to
the data prior to the secondary analysis. Theteh@pncludes with a description of
protection of human subjects and limitations ofoselary analysis as a research method.

Original Study
Professional Development Program and Rationale foFiming

The purpose of the original study was to evaluatewaly designed and expanded
orientation program for all newly hired nurses Juritng both NGNs and experienced
nurses changing practice settings, at a speciakpital located in a large metropolitan
city in the Midwest. Central to the expanded aia¢ion program were three Professional
Development Days (PDDs) that spanned the first geamployment.

The newly designed and expanded orientation progsasferred to as the
Professional Development Program (PDP). The PD&anE2-month program that
included a central orientation, de-briefing sessiand three PDDs. The PDP was
developed based on a review of the nursing liteeatdrhe focus of the evaluation was

the newly hired nurses’ perception of stressorssampborts during the PDP at three, six
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and twelve months with a follow up at 18 monthsauribg the course of the study and
data collection period the PDP was offered six $iteesix different groups of nurses.

Transitioning to new employment is especially sthaisfor NGNs (Casey et al.,
2004). This difficult transition is reflected im@r retention rates of this vulnerable
population of new professional nurses, with mamyileg their first position and
sometimes the profession within the first yearmpeooyment (Baxter, 2010; Welding,
2011). Realizing this alarming statistic and benogibled with poor retention rates
among new newly hired nurses, a group of Clinicaide Specialists (CNS) at a specialty
hospital located in the Midwest designed and intgd a Professional Development
Program (PDP) aimed at easing the transition acr@asing retention rates of the new
nurse entering the hospital system.

Prior to the reorganization of the orientation aedelopment of the PDP,
hospital orientation occurred over two weeks ammi$ed on the overview of policies,
procedures and core-mandated education. The PBBagzd on the theoretical
framework of Meleis Transition Model (Meleis, Sawykn, Messias, & Schumacher,
2000) and reflective practice. The program wasspectific to NGNs and was inclusive
of experienced nurses who entered the specialfyitabsystem. Because this is a
specialty hospital, unique aspects of the pra¢chiaewere relevant to all new nurses who
transition to the specialty hospital were providethe PDP. The program provided
foundational education, resources and an oppoyttmiprocess the transition experience
during de-briefing sessions and journaling. Thegpam also informed and reinforced

the hospital resources available to the newly eggaowurse. The program included
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three education sessions and debriefings heldes,tkix and twelve months post hire
date or the date that the employee transition¢kde@ole of registered nurse.

Preceptors were used throughout the extendedtati@m period to help the nurse
new to the specialty hospital transition to the mgvk environment. Many of the
preceptors assigned to the new hires, who werejpants in the original study, would
have attended a basic preceptor preparation cdessgned and implemented by the
specialty hospital within which the original stughpk place. Employees who enjoyed
long term working relationships with the speciditspital may not have attended any
sort of formal preceptor training but instead welnesen based on the recommendation
of supervisors.

The PDP consisted of a central orientatiashtanee professional development
days (PDD). The central orientation focused ore @ostitutional competencies. This
orientation took place over a five-day period angpkyed a blended learning platform
of instructor lead and on-line education. Topiogered in the five-day period included
clinical care, assessment, intervention, safetyjceexcellence and clinical basics
related to the specialty.

The first Professional Development Day (PD@dcurred at approximately three
months after the date of hire. It was a four-reession during which addressed practice
issues that have been reported as being stressfaladdressed (Fink et al., 2008).
Topics covered included issues that surround dmadidying, boundaries of care and
ethical dilemmas. The second professional Devetprday (PDD 2) occurred

approximately six months after the date of hiréisTwas another four-hour session,
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which focused on skills related to challenging caimination. PDD 1 and 2 were each
offered a total of six times during the period datxe collected.

The third Professional Development Day (PDD 3)uoeed approximately 12
months after the hire date. This four-hour sesprawided the attendees with the
fundamental principles of the preceptor role; & tbley would be expected to fulfill
soon. By offering the fundamental principles & fireceptor role (coach, educator,
evaluator) the intention of this PDD was to cremstandard culture of expectations for
preceptors within the hospital system. PDD 3 sesswere also offered a total of six
times during the period of data collection. A defing occurred after each educational
session and was the point in time during which itptale data were collected and will be
described in detail later in the chapter.

Data Collection Points/Rationale

Qualitativeand quantitativelata were collected at approximately three, six and
twelve months after the date of hire and these fraraes corresponded with the timing
of the three PDDs. Time intervals for data coltatiand PDDs were selected based on a
review of the literature that suggested that tipesets in time were ones that are
significant as a peak interval of stress for theNNEink et al., 2008; Schoessler &
Waldo, 2006; Williams et al., 2007).

Little is known about the transition experienceegperienced nurses who are
changing practice settings and it is unclear ifrttransition experience mimics that of
NGNs in terms of high stress levels and key pamteane. Because of this uncertainty

time intervals for data collection and PDDs weresgn based on what is known about



99
the transition experience of NGNs. Quantitativeadeere collected during each PDD, at
the start of the day and before the curricular eonivere delivered. Qualitative data
were collected at the conclusion of the deliveryhaf curricular content.

The first stage of a transition, using Schlossisefgeory of Transition is referred
to as the moving in stage. PDD 1 occurred neaetigeof the moving in stage or
approximately three months after the date of hins. at this point in time and transition
when the newly hired nurses are involved in origoiato the organization. This is the
point in time when NGNSs should let go of the faaniliole of student nurse and transition
to the role of professional nurse. The NGNs stieiggth organization, prioritization and
the development of new skills (Halfer & Graf, 20@&hoessler & Waldo, 2006). This
point in time during the transition of NGNs has bégentified as stressful (Schoessler &
Waldo, 2006). It is uncertain if the experiencetlse who is changing practice settings
or specialties also identities this time in thersewf transition as a stressful one.

PDD 2 occurred approximately six months afterdage of hire and during the
moving through stage identified in Schlossberg'anBition Theory. The six-month
marker has been identified as an especially streisfe for NGNs (Casey et al., 2004;
Fink et al., 2008; Williams et al., 2007). It is@at this time in the transition of NGNs
that scores on the Casey-Fink Graduate Nurse EequeriSurvey have been reported to
decline indicating an increased level of stressé@at al., 2004; Fink et al., 2008;
Williams et al., 2007). Little is known aboutrisation of experienced nurses who are
moving to a new practice setting or specialty drekperienced nurses also identify the

six-month marker during transition as one assodiati¢h an increased level of stress.
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At this point in time the both groups of ngwired nurses have completed
orientation to the nursing organization and nursing. During this stage NGNs
expressed concerns about not being able to answestigns posed to them by patients or
patients’ families (Schoessler & Waldo, 2006). N@Ns also reported that professional
relationships with physicians remain problemafitie NGNs cite that their inability to
effectively communicate and advocate for theirgatis the reason for their troubling
relationship with medical providers (Schoessler &ld, 2006). At this point in the
transition the NGNs may benefit from the blendealigrof nurses participating in central
orientation and PDDs. The experienced nurses raag bvercome the elements of
transition that the NGNs described as stressfulth@experienced nurses may provide
the NGNs with insight as to how best manage thesdan and deal with the associated
stress.

PDD 3 occurred at approximately 12 months afterdgdie of hire and during the
time in the transition process Schlossberg reteestmoving out. At this time in the
transition process the NGNs are beginning to askt\wbmes next. This time was chosen
because previous studies suggest that the NGNsegrening to feel more comfortable
and confident in their role (Casey et al., 200skFat al., 2008; Williams et al., 2007).
They are more organized and are able to answer guestions posed to them by
patients, family members and peers (Goode et@9R They also have a sense of
knowing what is likely to occur and in turn know atlwould be needed to care for their
patients. At this point in the transition the bgtioups of newly hired nurses begin to

assume additional organizational roles (SchoegsWialdo, 2006). With this in mind,
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the focus of PDD 3 was to prepare the both grofipewly hired nurses to assume the
role of preceptor. The fundamental principleshaf preceptor role (coach, educator, and
evaluator) are taught with the intention of cregienstandard culture of expectations for
all nurses within the specialty hospital system.

Research Questions and Hypothesis: Original Study
The purpose of the original study was to evalua¢el?2-month PDP for newly
hired nurses employed at a specialty hospital éstat the Midwest. The focus of the
evaluation was the newly hired nurse’s perceptiostr@ssors and supports during the
PDP at three, six, twelve months with a follow-uestionnaire distributed electronically
at 18 months, or approximately six months after gletion of the PDP. The
investigators of the original study sought to exelfmur specific research aims.
1. To determine if the 12 month PDP addressetdnsition needs of newly hired
nurses and if it is sustained for six months aftenpletion of the program.
2. To determine the employment retention rate of raiedter their participation in
the PDP.
3. To determine if there is a difference in respowsté PDP between NGNs and
nurses with work experience.
4. To explore the themes identified in the debriefsegsions and compare them to
the experience of the transition as measured b #sey-Fink Graduate Nurse

Experience Survey (revised).
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Design: Original Study

The design of the original study was mixed methodpretest-posttest design
with repeated measures was used to analyze tharidsthird aims. The second aim was
addressed using a retrospective analysis of retedtta from the Human Resource
department. A gqualitative design was used toesidthe fourth aim. The study design
for the qualitative component used by the resetgam is consistent with Sandelowski’s
(2000) description of a qualitative descriptiveigas Qualitative description is useful
when the researchers seek to obtain “straightamgelly unadorned (i.e., minimally
theorized or otherwise transformed or spun) ansteegsiestions of special relevance to
practitioners and policy makers” (Sandelowski, 2061 337).
Instrument: Original Study

The Casey-Fink Graduate Nurse Experience Suresysg@d) is an instrument
used to measure the transition experience of NG@Ggrack changes over time. This
instrument provided the framework for the instruingsed to capture the quantitative
data. The primary investigator (PI) of the origistldy revised The Casey-Fink Graduate
Nurse Experience Survey (revised) to more closatchthe specialty institution where
the original study took place. The instrument usgthe specialty hospital consists of
four parts: (1) a demographic section, (2) coméortfidence while functioning as a
professional nurse (25 item scale in Likert formé) job satisfaction, (9 Likert type
items), and (4) a series of 26 questions in wHieéhNGN can indicate what difficulties if

any he/she is experiencing with the transition.
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The Casey-Fink Graduate Nurse Experience Suresys@d) tool used by the
specialty hospital contains two items that minimalildress the role of the preceptor.
When the tool was administered at PDD 1 the taw &bd one fill in the blank question
that asks the participant how many preceptors tiag had during the period of
orientation.

The survey was administered at the start of eadd BP&ore any curricular
content were delivered. The survey was adminidter@aper and pencil format for all
three PDD’s and administered electronically at apjpnately 18 months post-hire date
or six months after completion of the PDP. Becahbsdocus of the current study is on
the collection of qualitative data from the oridistudy the emphasis is placed on
describing that process.

Sample: Original Study

The original study took place over the course af ywars, 2010-2012. The last
data collection point for qualitative data was Mag012. All nurses who were hired
between January 2010 and February 2011 were intatpdrticipate in the study. There
were no exclusion criteria. There were 140 nuvdes attended one or more of the
PDDs; 66 of those attended all three. There w&Benlurses who participated in the first
Professional Development Day and who completediémeographic survey. The 118
nurses who participated in the first PDD had a negnof 28 (6.7) years; were
predominately female (92.5%), Caucasian (92.5%),B®8N prepared (75.2%). There
were 76 (64.4%) nurses with less than one yeaxmpéreence. Of those with more than

one year of experiencea € 42; 35.6%), a majority (53%) had between one and fo
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years with a mean of 7 (7.8) years. The samplesstattrition over time: of the 118
participants who attended PDD 1, 96 of those pedidiformation at PDD 3. There was
a slightly higher proportion of NGN& € 76; 79.2%) than nurses with greater than 1 year
of experience,( = 20; 20.8%) at PDD 3 than at PDD 1. Sixty-six naragended all
three PDDs.
Human Subjects: Original Study

Informed consent was obtained at the first PDDpiduicipants attended. The
known risk for participating in the study was catesed minimal. Investigators reviewed
the consent process with each group at the stadaf PDD and reminded participants
that they could opt out of the study at any timeyttvished with no penalty to them.

Prior to each debriefing trained facilitators reded all participants of the
purpose and ground rules for the debriefing sesanuhread the following script to them:

There are two purposes of the debriefs. Theifirgi allow the new hire to

reflect on how things are going which in itselkisown to support their first year

transition. The second is to look at system pecastthat can improve or change.

We ask that what is said in the group be respexdembnfidential and should not

be shared without the consent of the person thatrélated to. If something

comes up that needs follow up, try to discusshit the person privately at the

end of the session.

If broad and disturbing themes emerged during #iwidfing session the

facilitator initiated an immediate member checko3e themes or areas of concern were
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then shared with unit specific leadership by trelitator and every effort was made to
ensure that participants’ identities were kept wharftial.

Contact information for the Employee AssistancegPam and internal resources
such as Advanced Practice Nurses and Supervisoespravided to all participants at
the beginning of each debriefing session if pgrtiots felt stressed by the debriefing
sessions.

Data Collection Procedures: Original Study

Qualitative data collection. Qualitative data were gathered through structured
debriefing sessions offered at the conclusion efttinee educational offerings that were
presented at the PDDs. There were four open-equlestions posed to the group by the
trained facilitators. Each debriefing followed theame pattern and the four open-ended
guestions were asked in order:

e What went well?

e What didn’t go well?

e Any surprises?

¢ What one thing would you change?

Prior to the debriefing and the asking of the fopen-ended questions all
participants were assured that what information stesed in the group would be
respected and kept confidential. The large grdigitendees was then randomly divided
into smaller groups and each group was assignedreedl facilitator and scribe.

Facilitators and scribes all had training priop#sticipating in data collection. Al

facilitators had Collaborative Institutional Trangi Initiative (CITI) prior to assuming the
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role as a part of the study. Facilitators leaddéleriefings and posed the broad open -
ended qualitative questions. Facilitators had bé&sen instructed to use probing
guestions for clarification or to add depth toesta¢nts made by participants. Probing,
open-ended questions were also to be used if thasea lull in the discussion.
Facilitators had also been taught to avoid theofiseading questions as probes. In an
effort to increase reliability, facilitators weresmall and consistent group of CNSs.

Most (90%) but not all scribes had completed Cidirting prior to the study.
Scribes had been instructed to capture as muclaterbesponse as possible and to
enclose those remarks with quotation marks.

Participants spoke freely and were allowed to s@akll. Facilitators attempted
to ask probing questions to help clarify statemefisined scribes who were not
involved as facilitators or discussants capturedctinversation with paper and pencil,
taking extensive notes as participants spoke.hétconclusion of the debriefing a short
amount of time was allowed for the facilitator tovemarize the content of the debriefing
session with the participants to ensure that thanmng of the participants’ remarks was
accurately recorded. Participants were then dsgdisind the facilitators and scribes met
to share content from each group, to debrief antbagselves and to discuss key
findings and next steps.

Upon completion of the debriefing the scribe’s isoteere transcribed verbatim
for analysis later. Before analysis began thébscaind the facilitator met and reviewed
the transcribed material to ensure that the trgotsaccurately reflected the participants’

remarks.
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Data Analysis Procedures: Original Study

Qualitative data analysis. Qualitative data were analyzed in the order in Whic
they were collected. All data from the six PDDwlexe analyzed individually and then
collectively. When the analysis of all PDD 1s wasnplete the team moved onto data
from PDD 2 and then PDD 3 in like manner. Datarfhe PDD debriefs were analyzed
as stand-alone data from each time point in theneldd orientation. Data were then
analyzed across all three points in time to aseessmilarities in themes.

The research team consisted of seven CliNoade Specialists (CNS), one
doctoral student and one research consultant.t&dm met twice a month for the
purpose of qualitative data analysis. The reseeasalsultant did not participate in all
team meetings and qualitative data could be andlyzthe consultant’s absence. A
minimum of three CNSs was required to be in attendaat any given team meeting in
order to be able to proceed with data analysidoBdahe research team met all
transcribed notes, that is the raw data, were bgatiree members of the research team;
the Pl and two other CNSs. They placed the guamtdsstatements from the participants
into broad categories. As they did this they weeeful to analyze each question
separately and then assign responses to a braagbecafor that particular question
before moving onto the analysis of the next opesedrquestion. The material was then
transcribed again to include the categories. Thr@sescripts were available in electronic
format to all members of the research team. Tlosgss enabled research team members
to review transcripts prior to team meetings. Tgriscess was followed for each

transcript of every PDD.
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When the team met they reviewed the trantsclipe by line. Pre-assigned
categories were reviewed to determine if matetedgx in that category was a fit. If the
team agreed that the statement or quote did nadgether they determined what other
category it should be placed to ensure a bette@fiter the data from individual
guestions had been reviewed the team counted aodiezl the number of times a
specific statement had been identified. The tdan tomposed a summary statement to
capture the meaning of each category. A memb#reofesearch team who acted as the
recorder for the team made all changes in real. tiiibenever possible the same
member of the research team acted as the recorder.

By using the data analysis method descréiede the research team attempted to
bolster validity of findings through the procesdrofestigator triangulation. Investigator
triangulation uses more than one investigator tlecband analyze raw data. The
findings emerge through consensus of the investiggGiacomini & Cook, 2000). The
underlying premise is that through collaboratiovestigators can reduce the possibility
of bias based decisions. Conceptually investigaitangulation is analogous to inter-
rater reliability in quantitative research andsiti strategy often used in coding qualitative
data (Polit & Beck, 2008).

The data analysis procedure used by thendsézam is consistent with
Sandelowski’'s description of qualitative contendlgsis (2000). Qualitative content
analysis is aimed at summarizing the informatiauatent of the collected data. The
analysis is “reflexive and interactive as researxleentinuously modify their treatment

of the data to accommodate new data and new issajdut the data” (Sandelowski,
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200, pg. 338). Qualitative content analyses ine@gunting responses and the number
of participants in each response category. Cogmiovides a description of the patterns
or the regularities that have been discoveredardtita and the counting confirms the
discovery (Sandelowski, 2000). Qualitative contamalysis yields a straight descriptive
summary of the informational contents of the datgapized in a way that best fits the
data (Sandelowski, 2000).

Current Study

Secondary data analysis involves the analysis taf tthat were gathered in a
previous study in order to pursue a research isténat is distinct from the original work
(Heaton, 1998; Hinds, Vogel, & Clarke-Steffen, 198Zabo & Strang, 1997).
Secondary analysis of data is a valid mode of iygamd is a cost effective and
convenient method of generating knowledge thateafitribute to nursing (Szabo &
Strang, 1997). While the phenomena of interesi;qptors, emerged from the original
study, research questions for the current studgréii significantly from research
guestions asked in the original study.

The qualitative data from the original study were only data included in the
process of secondary analysis. The quantitative didtnot focus on the role the
preceptors played in the transition experiencéefriew nursing hire. However, it was
realized during review of findings of the qualitatidata that the preceptor played an
important role in the transition of new nursingdsirand that the preceptor role required

further exploration and explanation. The quaM&atiata set generated by the original
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study supported the secondary data analysis atttefugxploration of the preceptors’
role in the transition experience of new nursingsiat a specialty hospital.

Research Questions: Current Study
Schlossberg’s Transition Theory providedftaenework for the research
guestions that guided the analysis of collected datl included the following;
e As NGNs and experienced nurses transition to aprefessional practice setting
how do their perceived needs for a successfulittanshange over the first
year?
e As NGNs and experienced nurses transition to aprefessional practice setting
how do their coping resources change over theyieat of practice?
e How do the NGNs and experienced nurses perceivprdweptors use of their
knowledge and skills to help support them to ex@landerstand and cope with
transition?
e How do NGNs and experienced nurses describe thegeha the role of the
preceptor over the first year?
Sample: Current Study

It is essential that the original data set be lamgeugh so that data analysis in the
secondary study can proceed. The use of four epded questions during the
debriefing sessions generated a large and richsg#italn the current study the doctoral
student had access to all transcripts or raw data &ll PDD debriefings that were
conducted by the research team in the originalystldhe original study provides a rich

data set that was large and an excellent fit vinéhresearch questions in the secondary
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study. All transcripts from all PDD’s were inclutien the analysis of data; no qualitative
data were excluded.

Data Access: Current Study

The researcher in the current study was in a urpgséion as a doctoral student
to participate in the data collection process lim#&ed way. The research consultant for
the team also serves as the doctoral student’srNPagdessor. The doctoral student had
an opportunity to and did attend two PDD 3s. A®hserver, the doctoral student was
able to appreciate the interview setting and cdaoedXlow of the dialogue between the
participants and the facilitators. The doctoratlsint also had an opportunity to
participate in the analysis of data from the ordjistudy as a member of the research
team. As a member of the team the doctoral studehe current study helped to
analyze a majority of the data from the debrieBegsions following PDD 1 and 3 and all
of the data generated from the debriefing ses0ROD 2.

The opportunity to participate as a membeheforiginal research team allowed
the doctoral student and the Major Professor tesasthe original data set and the extent
to which that data set would be able to addressdc®oral student’s research interest in
preceptors. After it was determined by the dodtsiadent and Major Professor that the
data set did indeed contain rich descriptions efthenomena of interest the research
team was approached by the Major Professor andl afsttee data set could be used by
the doctoral student for secondary analysis of ftatdissertation. The Pl gave

permission for the data to be utilized in this fashand for this purpose.
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Data Analytic Procedures: Current Study
Qualitative analysis is an iterative procést begins immediately following the
first interview. Researchers must immerse themsdlvéhe data to bring order and
meaning to the narrative. Qualitative analysal$® a cyclical process and more than
one method of analysis can be employed to make ingeahthe transcribed interview
(Gillis & Jackson, 2002). Analytic coding and warolunt were the two methods of
gualitative analysis used to conduct the secondiaajysis of the data collected in the
original study. Schlossberg’s Transition Theomyed as the framework for the analysis.
Because this was a secondary analysis of datatajived analysis in its purest
form is impossible, meaning data could not be arelyas they were collected. In an
attempt to capture the essence of the iterativegsodata were coded in a certain order.
Data from each separate point in time were analpeéore moving onto the next time
point. Data from all PDD 1's were coded first andhe order the data were collected.
Data from all PDD 2’s were coded next and in th#eorcollected and the same pattern
was maintained for data from PDD 3. Once data feach PDD were coded the doctoral
student analyzed data across PDD'’s to determitheié were any commonalities in
themes and subthemes across points in time.
Analytic Coding
Analytic analysis was completed using manual tepines. Research questions, a
pictorial model of Schlossberg’s Transition Theand a table containing the
components and definitions contained in Schlossbéngory (refer to Appendix A)

were posted near the researchers work area. Ttbheseserved as a constant reminder of
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the framework that drove the analysis of data. Taoies of the transcribed notes were
kept. The first copy was a “clean” copy withouyamwding or marks on the transcript.
The second copy was a working copy and containddsand emerging themes.

The first step in the analysis of the qualitatiaadwas to print the transcripts in
such a fashion as to leave wide margins on eiidercf the text. This allowed the
doctoral student to write codes and emerging themtee spaces next to the
transcription of the scribe’s notes. A wider margias assigned to the right side of the
text and codes were written in this space. A maeranargin was to the left of the text
and emerging themes were written in this space.

The next step in the process was a thoroegtlimg of the transcripts. The
transcripts were read with the research questindsSahlossberg’s Transition Theory in
mind. This allowed the doctoral student to becamm@ersed in the data and to gain a
greater appreciation for the context of the trabgc dialogue as it related to the research
guestions and guiding framework. A second reatbtigwed and an analytical approach
to data management was employed to make sense déth (Charmaz, 2010; Ryan &
Bernard, 2000). During this second reading ofda&, the transcripts from each of the
PDDs were read and analyzed in the order in wlnely tvere collected. As transcripts
were read line-by-line during the second read, bhitsl of text and key words and
phrases were identified (Ryan & Bernard, 2000)esehkey words and phrases were
hand written in the left hand margin of the traigcrWhen rereading, the words and

phrases that were hand written and placed in th@éd®d margin were analyzed for
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emerging themes. Emerging themes were then wiittére right hand margin of the
transcript. Emerging themes were reread in amgitéo identify subthemes.

Word Count

Words that appeared to be used frequently andube identified as being
relevant to Schlossberg’s theory and the researebtmpns were underlined and counted.
Each word that was identified for word count wadentined using a color specific to it.
Word counts are useful for discovering patternsleds in the body of the text of the
transcription (Ryan & Bernard, 2000).

Rigor: Current Study

Demonstrating trustworthiness in this study wabkallenge. The current study
employed a single researcher. Bosk (as citedesgrnan, 2008, p. 184) stated, “All
field-work done by a single field-worker invitedetlquestion, why should we believe it?”
For this reason two levels of trustworthiness wermployed to demonstrate rigor in
analysis of data.

As a novice qualitative researcher, trusthiogss can be established by carefully
documenting the processes used to collect ancnetedata (Riessman, 2008).
Documentation of procedures used to collect antyaaalata is referred to as creating an
audit trail. A well-kept audit trail will allow amdependent researcher to use the same
data, follow the logic of the original researched@ome to the same conclusions (Burns
& Grove, 2005). The audit trail for this study lnded all raw data; the “clean” copy and

the working copy. Transcripts of raw data wereedddy the researcher and were
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available for collaboration with a member of theoal student’s dissertation
committee and for review if the analysis procesguisstioned.

Thematic memos were collected and recordedifhout the secondary analysis
process. Thematic memos capture the cognitiveegsoand capture ideas about the
connections between the data and emerging codesmes as they relate to the research
guestions and Schlossberg’s Transition Theory.m&mos and rules regarding decisions
for categorizing data were written down and storea reflective journal kept by the
doctoral student. As data analysis progresseddbwral student documented the rules
on which each decision was based and the reastmahgvent into that decision. The
process of memo writing and journaling ensures¢hience is kept to support the
emerging theories of the analytic process (BurrGr&ve, 2005). Again, all decisions
were recorded in the reflective journal kept by dloetoral student.

Data analysis was completed in a sequenmhiséaged fashion. The doctoral
student coded all of the raw data from PDD 1. Afwding this predetermined amount
of data, the doctoral student met with a membénhefdissertation committee who is
familiar with qualitative data analysis and codingpgether they reviewed the working
copy of the raw data, collaborated and reachedaearsus on the meaning of the raw
data. If questions arose as to decisions madeebgidctoral student during initial coding
they referred to the journal kept by the doctotatlent for clarification. The same
process was repeated for PDD’s 2 and 3.

After the initial round of coding a second membgthe doctoral student’s

dissertation committee read all raw data. Aftéadeere reviewed by the second
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member of the committee the doctoral student aadé&tond committee member met to
review themes and subthemes that had emerged fr@tata and discuss findings.

The process of staged data analysis and collabaratith dissertation committee
members allowed for investigator triangulationiamgulation has a role in the
trustworthiness of findings in qualitative researdihe purpose of triangulation is to
provide a basis for convergence on the truth (Rat€hLewis, 2005). Investigator
triangulation was another method employed to hstpldish trustworthiness of findings.
Investigator triangulation uses more than one itiga®r to collect and analyze raw data.
The underlying premise is that through collaboratiovestigators can reduce the
possibility of bias based decisions.

Human Subjects Protection: Current Study

Participant consent is an ethical issuettieats to be considered in secondary
data analysis. The risk to participants in theenirstudy was minimal and mirrors those
of the original study. Before being added to thginal research team as a member, the
doctoral student completed the required Collabeedtstitutional Training Initiative
(CITI) and supplied the institution with the cuiam completion report. The doctoral
student also signed a letter that outlined thearsipilities and obligations of being a
member of the original research team, before badued to the original team as a
member.

The Primary Investigator (PI) then sought apprdeathe current study through
submission of request to the Institutional Reviewail (IRB) at the University in which

the student is enrolled. After reviewing the apgien the University waived the IRB
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process and deferred IRB approval to the spedmgpital where the original study took
place. An amendment to the original IRB was thémstted and approved by the
specialty hospital (Appendix B).

Limitations: Current Study

Secondary analysis of data has a number of liraitat(Szabo & Strang, 1997).
Disadvantages associated with secondary analysiatafinclude a lack of control in
generating the data set (Szabo & Strang, 1997 ré&searcher is also unable to ask
guestions that arise when reviewing the transcaptke interview. The opportunity to
conduct subsequent interviews to help clarify infation does not exist. This method of
research also makes it impossible to simultaneaalgct and analyze data.

Another limitation of the original study that impged the current study was the
way in which data were collected. Qualitative datae not audiotaped but instead
collected by scribes who captured the spoken wbtlase interviewees participating in
the debriefing with paper and pencil. An audiotpp®vides an accurate, verbatim
recording of the interview while capturing the laage the participants used including
tone and hesitations in far more detail than wdndgossible with note taking or scribing
(Ritchie & Lewis, 2008). An audiotaped interviesvalso more neutral and less intrusive
than note taking or scribing. Note-taking can gregticipants unintended cues, such that
they should slow down or pause if the researcheriting or that they have said enough
if the researcher is not writing (Ritchie & LewiX)08).

Another limitation of the original study was thesahce of field notes. Field

notes provide an opportunity to record what theaeshers see and hear outside of the
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immediate context of the interview. Field notesoahelp the researcher recall the
dynamics of the encounter that may be relevariteatihalytical stage (Ritchie & Lewis,
2008). The absence of field notes finds the reseas relying on memory to recall the
dynamics of the interviews during analysis of data.

There were limitations associated with bothrttethods of the original study and
those of the current study. Despite these linutegithe data set was large, rich and
adequate for secondary analysis.

Conclusion

Secondary analysis of data was the methaod tosee-examine data collected by a
specialty hospital to evaluate a newly designednb2th Professional Development
Program for all newly hired nurses entering theaaigation. Research questions asked
during the secondary analysis focused on the dartton of preceptors to the orientation
program and the perception of the preceptor’stgtii support the NGN and
experienced nurses’ new to the organization as theysitioned to their new role as
described by the NGN and experienced nurses néetorganization. Schlossberg’s
Transition Theory was the framework that guidedahalysis and framed the research
guestions. While the method of secondary anahassdisadvantages and limitations the
advantages associated with this method cannot édooked. This method of analysis
maximised the use of an existing data set and atddedrsing’s increasing body of
knowledge regarding the role preceptors play intaesition of NGNs and experienced
nurses new to a practice setting or organizatidmat follows are the results of that

analysis of data.
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Chapter Four
Results
In this chapter the findings from the current stade presented. Findings for all
four research questions are presented first. ifste $econd and fourth research
guestions address change that occurred acrossshgefar of practice. Those three
research questions are answered first and the ehaigacked over time and across
PDD’s. Themes and subthemes are used to ansvearchjuestions one and two, and
those two research questions are answered togd®esearch questions three and four
are answered using the words of the participarmishélp to illustrate the transition. The
chapter concludes with a synthesis of the findings.
Overview of Data Analysis
The data were analyzed in the order in which tese collected and
Schlossberg’s Transition Theory served as the fraoriefor analysis. All data from
PDD 1 were coded first and in the order in whioh dlata were collected. Data were then
coded from PDD 2 and 3 and analyzed in the sanmoiasis the data from PDD 1. All
data were read line-by-line and small pieces df aexl phrases were identified and
recorded on the transcripts. Words that appeasspiéntly in the transcripts were also
identified and counted. Data were reread and é#yenords and phrases that had been
identified were then analyzed for emerging thenmBse emerging themes were reread
and subthemes were identified. As data were aed|ya table was created in an attempt
to organize the emerging themes and subthemestablee(Table 1) created a visual

representation of the themes and subthemes asticayred across PDDs.



Table 1
Themes, Subthemes (Word Count) & Schlossberg’sifi@nTheory

PDD 1 PDD 2 PDD 3 4 S System ASSET LIABILITY
INSTITUTIONAL  INSTITUTIONAL  INSTITUTIONAL PDD1 PDD2 PDD3 PDD1 PDD2 PDD3
SUPPORT SUPPORT SUPPORT
Human Human Human Support
Connection Connection Connection Strategy
Preceptor (154) Preceptor (32) XXX X XXX X

Go to Person (27) Go to Person (18) X X X X
Staff/Others (28) X

Feedback (15) Feedback (17) X X X X
Leadership (12) X X
Communication (17)  Communication (6) Communicafi2d) X X X X X X
Process Approach  Process Approach Process Approach Support
Orientation (81) Orientation (60) Orientation (28) Strategy XXX
Consistency (22) Consistency (13) Consistency (8) X X X X X X
Resources Resources Resources X X X

SENSE OF SELF  SENSE OF SELF  SENSE OF SELF Self

Self-Awareness Self-Awareness  Self-Awareness Strategy
What | need (15) What | need (33) What | need (25) X X X
What | Know/Don't X
Know (8)
What's Real (13) X X
Fear Fear Fear Self
Budget/job security = Budget/job security = Budget/job security  Strategy X X X
9) (4) (6)
Floating (30) X
Losing skills (7) X

Key: XXX greater degree of asset/liability

0ct
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Thematic memos were also kept and recorded thougdhe process of data
analysis. All memos and rules regarding decisfonsategorizing data were written
down and stored in a reflective journal. For exlanghe subtheme Resources had
originally been a part of the subtheme, Orientatiblowever, after reviewing
Schlossberg’s definition of strategies it was deieed that Resources was a separate
subtheme.

Once the themes were identified they were analj@edongruence with
Schlossberg’s Transition Theory, specifically tl8s4 Schlossberg’s Transition Theory
mapped onto the identified themes and the 4S capsaurces of support and self were
predominantly represented.

Major Themes and Subthemes

When the data were analyzed for all three PDDsmao themes emerged:
Institutional Support and Sense of Self. Eacthegé themes is consistent with the 4S
system. Both themes are present across all PDine\er, the degree of emphasis of
each theme varies across PDDs. There are alstiveegad positive aspects of each
theme. The negative and positive aspects arestensiwith Schlossberg’s description of
assets and liabilities related to the 4S copinguees. The themes Institutional Support
and Sense of Self also represent strategies botipgiof nurses in transition used to
manage the stress caused by the transition to grestice setting or specialty.

Institutional Support as identified by both growpsiewly hired nurses is the

support that the hiring institution provided. Téweport needed for transition comes in



122

the form of a Human Connection (preceptor, leadprahd staff and others and “go to”
person) and a Process Approach (orientation ansistency) and Resources (competing
for opportunities).

Sense of Self as described by the NGN and theriexped nurse is an internal
awakening or an awareness of self. Sense of Bellaflowed participants to identify
fears and uncertainty that lie within the self thatve to undermine successful transition.

Research Questions One and Two: Perceived Needs addping Resources

After the data were analyzed and Schlossberg’ssiitan Theory was mapped to
findings it was noted that the majority of the fimgls answered both research questions
one and two. Perceived needs were identified thraoging resources of support and
self. The theme, Institutional Support, descripetteived needs and coping resources
that were identified by the participants for sustelstransition to independent practice.
One of the subthemes of Sense of Self, Self-Awasen&hat | Need, also answered both
research questions. Other themes and subthemes Sedse of Self, such as Self-
Awareness: What | Know and Don’t Know and Fear apyply to coping resources and
therefore are only applicable to Research Que3iwem However, these findings are not
as prominent in the data.

Because of the similarities in research questimmand two and the overlap of
findings related to perceived needs and copingurees, research questions one and two
are answered together. Coping resources not delafgerceived needs, that only address

research question two, are addressed separately.
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Research Questions and One and Two

In response to the research question, “As NGNseapdrienced nurses transition
to a new professional practice setting how do therceived needs for a successful
transition change over the first year’? and theaesh question, “As NGNs and
experienced nurses transition to a new professianagkice setting how do their coping
resources change over the first year of practiwad,themes emerged: Institutional
Support and Sense of Self. Several subtheme®alsoged in relationship to each
theme. Subthemes associated with the theme InstialtSupport include: Human
Connection, Process Approach and Resources. Suoeshassociated with the theme
Sense of Self include: Self Awareness and the phi&$at | Need. The NGN and the
experienced nurse all used Institutional Suppaita®ense of Self to help them
transition over the course of the first year of @gment. The theme and subthemes
associated with Institutional Support are discugsstifollowed by those associated with
Sense of Self. Each of the subthemes identifiettumstitutional Support and Sense of
Self is described in detail and their tendencyeddbth positive and negative are
identified and discussed.
Institutional Support

The newly hired nurses looked to the hiring insito to provide the support
needed for a successful transition to independextipe. Subthemes of the theme

Institutional Support include, Human Connectiomgdess Approach and Resources.
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Examples of the Institutional Support offered te tirewly hired nurses included the
preceptor, staff and others, members of the lehgetsam, a go to person and feedback.

Institutional Support: Human connection. The newly hired nurses perceived
that a Human Connection was needed to make a sfigcansition to practice. Four
groups of individuals were identified by the newiyed nurses, as being critical to a
successful transition. Those individuals or groofpgeople have been labeled as,
preceptors, staff and others, leadership and a gerson. The findings as they relate to
preceptors are examined first.

Human connection: PreceptorThe newly hired nurses perceived preceptors as
important and necessary for successful transibqractice. Preceptors were considered
to be a major asset under certain conditions: whenbers were small, a trusting
relationship had been established and communicagbmeen multiple preceptors was
evident. The preceptor could also be identified &ability. The preceptor became a
liability when there were too many or when the caimimation between preceptors was
poor or missing. Preceptors were most relevatttgmurse during the first three months
of the transition and that relevance decreasedtbeetourse of the first year.

The number of preceptors who interacted with #aely hired nurses made a
difference in the progression or lack of progresslaring transition. Many participants
commented that a consistent and small number gepters during the transition were
preferred. A small and consistent group of premesptan be considered an asset. One

participant remarked, “...a total of six preceptardar. It's much better with less
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variability”. Another participant remarked, “.reat preceptors...had two main
preceptors...”. Yet another participant remarketbashy a smaller number of
preceptors had been preferred and stated, “I lkadihg two to three preceptors to work
with toward the end of orientation...different persipees...see different things to focus
on...I had reached a point where | was ready to berantation and feeling there was
not much more | could learn from my preceptor, lmiting different people toward the
end they saw what | still needed”. Another papieit stated “I had the opposite...three
preceptors at the beginning...| was able to takdo#dst from all”. A participant from
PDD 2 stated, “One consistent preceptor has bexn.dididn’'t have to bounce between
a couple and I worked with her well”. An experiedaurse participant from PDD 2
who came from an adult care setting stated thaa#t easy to learn pediatric nursing and
gave the credit for the ease of learning to thegptor and stated, “everything’s been
good”.

Establishing a trusting relationship with multiplieeceptors could also pose a
problem or be considered a liability for some @& tiewly hired nurses. An experienced
nurse participant from PDD 1 remarked and explaimkyg too many preceptors can be
thought of as a liability, “Too many preceptors...dsudigits... hard to be consistent,
each one does things differently, no communicabeiveen preceptors so it felt like
starting over or moving backwards each time”. Awotparticipant from PDD 1
remarked, “I've had a lot of different preceptoiou spend a lot of time catching people

up on what you know and establishing trust. Tkatly sets people back”. A participant
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from PDD 1 noted something similar and added amidliti comments related to numbers
of preceptors and trust by stating, “I bounced leetwfive and six preceptors, | spent the
first half of the shift getting the trust level upit hurts the day when you spend time
trying to find the right level... its often repetitis when you have many preceptors...you
don’t want to sound like a know it all and say attlalready know that...”. Another
participant from PDD 2 remarked,”...have had multipteceptors, resulting in

conflicting information regarding expectations antes, each has a different style and
don’t know where I'm at so some hover, some nah\aslable”.

Participants from PDD 1 also spoke of the lackmhmunication among multiple
assigned preceptors as being another problemholitiyethat interfered with forward
progress during orientation. A participant fromPD stated that being told the same
thing, “...over and over” from multiple preceptorsdrfered with progression toward
independence. Another participant from PDD 1 esged a need for more
communication from the assigned preceptor statingyant more feedback from
preceptors...hearing no news is good news is notatsdef.

Preceptors who were involved and committed tdriduesition of the newly hired
nurses were considered an asset when they advdoatb@ learning needs of the nurse
in transition. A participant from PDD 1 stated, yreceptor is an advocate for what |
need to learn. If | have not had a certain typpatfent, she will try to get that

assignment for me”.
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Participants from PDD 1 were also able to idertigse nurses whom they
considered to be good preceptors and those whodigrgerested or ill prepared for the
role. The disinterested or ill-prepared preceptor be considered a liability to the nurse
in transition. A participant stated that it wasy#& discern those nurses who were not
interested in the preceptor position and remark&ally can notice if they don’t want
to precept. On our unit they have to either begar precept”. Another participant
made a similar remark and stated, “Not everyomadant to be a preceptor but it seems
like they say you either precept or take chargeshaouldn’t work that way”. Other
participants from PDD 1 felt that preceptors shdwgcasked if they were still interested
in the role when they stated, “...some preceptore lieeen doing it a long time but
doesn’t necessarily go well...need to touch base prglceptors and ask, ‘are you still
interested in developing new staff on the unitQher participants from PDD 1
identified novice preceptors as a liability andimpediment to forward progress and
stated that a preceptor who remarked, “This isinsy fime precepting so | don’t know
what I’'m doing” were not helpful.

Human connection: Staff/Others.During PDD 1 the newly hired nurses who
were changing practice settings also perceived &taf Others as another part of the
Human Connection needed for a successful trandibigmactice. Staff and Others were
described in positive terms by the participantswapce considered a major asset by the
nurse in transition. Staff and Others were mongartant to the nurse during the first

three months of transition and that importance ekeszd over the course of the first year.
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An experienced nurse who was changing practi¢egstand specialty from
PDD 1 stated, “I'm not a new nurse...came from thatadorld...nurses were very
helpful to me and identified resources”. Anothartigipant from PDD 1 noted “...staff
always have an answer for me...they know where tk’lo®@ther participants from PDD
1 made general comments when describing Staff dndr®as an asset, “Everyone
recognized you were on orientation so asked hauedgoe this before? ...Looked out
for experiences for me”. Another participant rekeal, “Everyone tries to make sure |
get the experiences | need. For example, thegdalle when an intubation was going to
be done so | could observe and called me in to Wweltpother procedures”.

Human connection: Leadership. The participants also perceived a connection
with Leadership as being essential to a successfusition during PDD 1. The early
connection with members of Leadership was most napbto participants during the
first three months of transition and became legmmant over time. An early connection
with Leadership can be viewed as an asset. Thiparits expressed a desire to connect
with their manager and were concerned when thatingeeras delayed or did not
happen.

One participant noted, “I haven’t met my managst.y Another remarked, “No
one came to talk to me and | didn’t meet my suervi | had to go meet my manager
after four months”. Other participants who had members of the leadership team
remarked in positive tones about that meeting hodght that supervisors and the

leadership team were open and listened to suggsstiad needs. Other participants
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noted that the Unit Orientation Coordinators (UO®sJe good support and good at
checking in. Still other participants didn’t fimdmmunication “so great” with
supervisors or UOCs.

Human connection: Go to personPerceived needs for a successful transition in
relationship to the theme Human Connection chaogedtime for the participants. As
the data about preceptors deceased over timeeahtfeupport persons emerged.
Participants from PDD 2 and 3 perceived the need fogo to” person to help support
them with the transition. A go to person was désd using terms such as mentor and
resource person. Mentors were support persons ath@imore formal role and were
identified by the hiring institution as such. Aoesce person was not formally identified
by title but provided the nurse in transition tlaeng type of support a mentor provided.
The role of a go to person differs from that ofrageptor. A preceptor is in place to
support and inspire the nurse in transition and-¢heionship is time sensitive and goal
directed. A go to person is also in place to supgiad inspire the transitioning nurse but
the relationship is not limited by a predetermitetyth of time and lacks a formal
agenda. Go to persons as described by participantbe viewed as both an asset and a
liability. The findings as they relate to a meraoe examined first.

Participants from PDD 2 and 3 dialogued abouttorsrand a mentor program in
relationship to a go to person and had both p@sénd negative remarks in relationship
to that role. Several participants from PDD 2 reed that, “...mentor programs

nice...both new and old employees use the prografwo other participants from PDD
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2 also mentioned the mentor program and statecathrntor or someone was needed
once orientation was completed. These participaertseived the mentor as... “some
sort of bridge between orientation and being oftill others from PDD 2 perceived a
mentor or resource person was needed to ... “heldigdyour way”. Another
participant from PDD 2 stated that, “Having a mermto the floor is really helpful.
Having someone who isn’t burned out on preceptiraglable is great. Normalizes that
asking questions is OK even after orientation isro\Having a resource person is really
helpful, advanced practice nurses (APNs) couldesas/that or connect you with
people”. Participants from PDD 2 identified probkeor liabilities associated with
mentors. One participant stated, “...mentor idesg®od idea but depending on who it
is...can’t find them, they’re down the hall talkingtivfriends”.

A participant from PDD 3 explained why they pévee the mentor was
important asset to transition by stating, “...memnsoexperienced and will talk about
educational topics”. Another participant from PBprovided examples of how the
mentor helped the experienced nurse who is charpyagice settings or specialty nurse
transition to more independent practice when thated, “...helps a lot, mainly with
higher acuity kids” and went on to explain that thentor fosters a sense of teamwork
with a co-worker versus the teacher/learner simatif orientation. When mentors were
not available participants requested a mentor tatdd; “... identify a mentor and even

several to help us transition.”
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Participants from PDD 2 and 3 also identifie@source person as being needed
for successful transition to professional practiéeparticipant from PDD 2 remarked
that they would like a scheduled resource persarabte on all shifts after completing
unit-based orientation. A participant from PDBHared a similar sentiment and
remarked that, “...need to identify more resourcessscthe board and have them
available all the time”. Another participant frddDD 3 remarked that’ “...resource RN
is needed. Need that extra support to take cliatigrassignments once off orientation”.

Human Connection: FeedbackParticipants also perceived that feedback from
preceptors and leadership was needed for a suatéssisition to professional practice.
The need for constructive feedback from precepadsleadership was noted at PDD 2
and 3. Participants desired feedback to be timeBDD 2 and wanted an increase in
positive feedback at PDD 3. Feedback that wasadish lacked thoughtful
consideration was considered a liability. The aurstransition considered feedback that
was timely and constructive to be an asset.

A participant from PDD 2 wanted more constructivigéicism and described the
evaluation process in terms of a liability whenytiseated they felt like the evaluation
process was ..."cut and paste...I know | need to imp@s/a new RN so tell me”.
Another participant from PDD 2 remarked that it felat the performance evaluation was
something they had to get done and it didn’t fael fdecent feedback” and another

participant from PDD 2 stated they had not evena86@-day evaluation.
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Participants from PDD 3 perceived a need for nieeelback from leadership,
either written or verbal and felt that feedback Wwatter from co-workers than from
leadership. Participants from PDD 3 who workedwieekend night rotation stated they,
“... didn’t want to be forgotten...started out on theakend nights and didn’t hear
anything from leadership on how | was doing”. Ametparticipant from PDD 3
described the evaluation process as an asset lestteusvaluation process was organized
and concise; supervisors were prepared and hehgeekperienced nurse who is
changing practice settings or specialty set goals.

Participants from PDD 3 also remarked about p@sfeedback noting that there
was “not enough”. A participant remarked aboutdbetent and delivery of feedback,
“...need more positive feedback person to personbyetmail from leadership. The
face to face encouragement is what matters moghaalectronic feedback”. Another
participant from PDD 3 also remarked that more fpasieedback was needed, “Our unit
does family callbacks. | actually received an elgiging me positive feedback from a
family. This made me feel really good and | waadgt wasn’t about some incident
report...”.

Human Connection: Communication Participants from all PDDs wanted
“honest” communication and ongoing dialogue from liiring organization and
departmental leaders about policy and change wili@rorganization. Honest
communication was relevant to the nurse througtimientire first year of transition.

Participants from PDDs 1, 2 and 3 found open at¢eww@ammunication with
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representatives from the hiring institution to beeaceived need for successful transition
to practice. Participants expected certain pditiebe implemented based on choices
discussed during the hiring process. When poliameschoices were not implemented on
their unit, communication was viewed as a liability

Participants from PDD 1 and 3 remarked about ateuwwommunication during
the hiring process especially regarding mandatowyrdy shifts and the holiday schedule.
A participant from PDD 1 stated regarding mandatwyrs, “Would have liked to know
that during the interview process, | work a 1.0 rewd do not want to work extra hours,
this may have changed my decision on working th&tmn”. A participant from PDD
1 remarks about the schedule, “My schedule is ddlavas told | would get to choose
from Sunday-Thursday or Monday-Friday for my schedu have not had the choices
and it continues to change”.

Participants from PDD 3 also wanted more infornrasbared with them during
the hiring process. A participant remarked, “Mor®rmation when being
hired...ambulatory program is based on all grant igandidn’t know much of the job
would entail data entry and reporting for the graoiney versus actual patient care. Now
| understand the need for that but wish | was thidng the hiring process”. A
participant from PDD 3 also remarked about infoiorasharing during the hiring
process and stated, “...surprised it takes fivexqears to get on the day shift... this

was not discussed during the hiring process”.
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A participant from PDD 2 describes communicatiopositive terms and states,
“...manager open/honest despite having difficult thbogshare. For example,
“...wanted a full time position and the manager amwnd to update the status and
whether it would be possible or not...really appreiahe honesty”. A participant from
PDD 3 expressed a need for open communicationeamdrked, “...would like to
understand the rationale for changes on the ufiitis remark was in reference to why
forms used on the units were changed and how itdvoprove the process.

Participants also described how information triskde@wn from administration to
unit staff. A participant from PDD 3 stated, “ ...mtdao hear the news whether good, bad
or neutral. If you don’t have answers due to uristaconomic climate then tell us that
too”. Another participant from PDD 3 remarked dif@munication about changes is
absolutely necessary, and also other than e-maiht.tha conversation about these
changes”.

The both groups of newly hired nurses feel thanoponest communication is a
perceived need for successful transition to nurpnagtice. Participants desire answers
to questions and changes as they occur and sori@ ffre communication to be face to
face and not via electronic format. Participaiés aesired consistency between
information provided during the hiring and whatgirees are implemented. The findings
indicated that participants from all three PDDscpered honest communication as an

asset and necessary for successful transitionrsangupractice.
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Institutional Support: Process Approach. The newly hired nurses perceived
that a Process Approach was needed to ensure esstiddransition to professional
practice. A Process Approach, or a step-by-stethad of doing something, provides
the nurse in transition with a structured apprdactnansition. Using a structured
approach to transition provides the nurse an oppytto construct a solid foundation
upon which to grow as they move to a new care@giafty or work setting and is
another way the hiring institution can provide itgional support to the nurse in
transition. Terms associated with the subthemed3sApproach include Orientation and
Consistency. The findings as they relate to Oattorh are examined first.

Process Approach: OrientatiarBoth groups of newly hired nurses perceived
that a well-structured unit based orientation wassset and was essential for successful
transition to professional practice. The needafarell-structured, unit-based orientation
is noted throughout the first year of the transitemd little change is noted across the
three PDDs. The NGN and the experienced nurse aactowledge that a well-
structured orientation is needed; however, eachphad different needs and perceptions
related to a well-structured orientation. Both grewf nurses found staged orientation to
be an asset and helped to increase independeagedSirientation moves the nurse
through orientation in an organized and orderlyi@as. A staged orientation provides
the nurse with a graduated progression of incrgshfficult patient care assignments,
which allows the nurse to gain skill and confidebe#ore moving on to the next more

difficult stage. The experienced nurse who wasghmy practice settings or specialty
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also wanted an acknowledgement of prior experi@ancka tailored orientation based on
that experience. Remarks as they relate to acgt@gentation are presented first.

The benefits of staged orientation were noteallahree PDDs. Participants from
PDD 1, 2 and 3 all remarked that, “...staged oriemtatvas good...was going well”. A
nurse from PDD 1 remarked, “...loved the staged ¢aitgon. Nice not to be terrified all
the time”. Yet other nurses from PDD 1 remarkeat,t“...staging gives you confidence
to allow to progress better...lets you know where'ggoing next”. A participant from
PDD 2 remarked that they liked staged orientatibmade sense and helped them to
focus on specific things. Another participant fré@D 2 noted that staged orientation
“...was good...liked structure, different level of awyihit all competencies”. The
participants also felt that they would not miss anitanything before being off orientation
because orientation was adjusted as necessarptireatage experiences as they came
up.

Staged orientation could also be consideredoditia An experienced nurse who
was changing practice settings from PDD 2 felt ttveye moving her too fast through
the stages of orientation and questioned why. gamgcipant from PDD 3 remarked,
“...staged orientation was good, but it was hard wdimany on orientation”.

Although staged orientation is an asset for ttpedgenced nurse it is also a
liability for the experienced nurse when prior ex@ece is not recognized. Experienced
nurses who were changing practice settings or afegerceived that a tailored

orientation based on prior experience was needbdlmpthem successfully and quickly
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transition to the new professional practice ar&a.experienced nurse who was changing
practice settings from PDD 1 remarked and appredittat prior experience was
recognized. Another experienced nurse who wasgthgipractice settings or specialty
from PDD1 remarked that orientation for the experexl nurse was too long and needed
to be shortened.

Orientation for the experienced nurse is a ligbiwhen preceptors or the hiring
organization fails to recognize the differencesMeein the NGN and the experienced
nurse. One experienced nurse participant from RPErceived that, “... orientation
was aimed more toward NGNs ...need something monediized for experienced
RNs”. Another experienced nurse participant fradDP2 made a similar remark when it
was stated that prior experience needs to be recayri'...they sometimes treat us like
new grads”. Another experienced nurse particiframh PDD1 stated regarding
orientation, “Honor my previous knowledge”. Anpexienced nurse participant who
was changing practice settings from PDD 3 statatlttiere was a quick orientation and
was happy about that, “...1 was at [another specladigpital] so | had peds experience”.

Another experienced nurse participant who was\gimg practice settings and
specialty from PDD 2 explained that the orientatias individualized. The participant
understood that he/she had been an expert praomiing to the specialty hospital but
was no longer considered to be an expert. De#ptehange the participant

acknowledged that the transition was difficult Balt that prior knowledge was
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respected. This tailored orientation was an exeeptailored orientation rarely
happened.

Two other experienced nurse participants from FDidmmented that despite
prior experience assumptions about that experishoald not be made during
orientation... “don’t assume that an experiencederows things”. Another
experienced nurse participant from PDD 3 remarkeadl t'...assumptions are not a good
thing when working with experienced new staff, timeged to be sure to give us more
information, not less”. The experienced nursesnidwant their experience or skill
based on prior experience assumed. Assumptionsdiagaskill and experience do not
lend themselves to a tailored orientation and @odnsidered a liability.

Process Approach: ConsistenciPerceived needs for a successful transition in
relationship to the theme Process Approach includedheed for consistency and this
need appeared and was noted throughout the fisstofehe transition. Both groups of
newly hired nurses expressed a need for consigtantice habits, shifts and schedule
during PDD 1 and consistent schedule or unit duRB@s 1, 2 and 3. A consistent
approach to shifts, scheduling and practice hahitsbe considered an asset; lack of
consistency, a liability.

The newly hired nurses perceived a need for starsi practice habits among all
staff and were able to notice and remarked whectipeahabits waivered. One
participant from PDD 1 noted, “...preceptors doniways follow or see a need to follow

policies and procedures (P & Ps), orientees reterémem and follow them. Parents
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notice new staff are doing things differently aisét ahy and state that no one else does it
that way. Expectations seem to be different fav s&ff...”. Another participant from
PDD 1 remarked that, “...a lot of the RNs don’t knthe P & Ps...it makes you feel

dumb when you want to do it by the P & P and thrgyue with you”. Another participant
from PDD 1 noted a difference in practice habitd adherence to P & Ps between

“older” nurses and new nurses stating, “Older esiido the old practices, not current...”.
Not following P & P’s and inconsistent practice habvere considered a liability to the
nurse in transition.

The NGN and the experienced nurse participasts @rceived that consistent
schedules or shifts would help with a successéunidition to professional practice.
Orientation to the day shift when staffing on thghn shift was considered a liability. A
participant from PDD 1 noted that they had beeachfor the night shift but had
completed orientation on the day shift, “...would @diked to have some orientation on
the shift hired for”. Another participant from PDDmade a similar remark, “ If hired on
days should be oriented on days for better prejparat’

Participants who had been hired to staff the agdnntensive care unit (NICU)
were also expected to orient and staff the newpaoogressive care unit (NPCU). NPCU
is an extension of NICU and is staffed by NICU.rtRgants found it difficult to move
between these two similar units during and aftearaation. Participants perceived that a
consistent schedule in the NICU during orientati@s essential to successful transition

and perceived that moving between the two unitghduwrientation was a liability and a
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deterrent to successful transition to practicerti€?pants from PDD 1 and 2 stated they
did not like transitioning between NICU and NPCHtstg that the schedule was not
consistent and the participant did not know whiolt they were expected to staff on a
given day. Participants from PDD 2 remarked thatttansition related to NICU and
NPCU was time consuming, confusing and unsettling.

Other participants from PDD 2 and 3 expressedppimess with the split
orientation and considered it a liability. Pap@nts from PDD 2 noted that split
orientation for NPCU staff is taking a long timetimg that assignments have been,
“...mostly appropriate but unorganized with no clpkan or finish date for orientation”.
Another participant from PDD 2 remarked that thieestuling on NPCU needs to be
consistent and stated, “I've been off orientationthree months but have spent five
weeks on the NPCU...feels like | could lose my ICUWIsk A participant from PDD 3
noted that, “...flipping from NICU to NPCU half wakirough orientation was a bad idea.
I’'m now 10 months out have been off orientationdae day of staffing as of this week
and now the next schedule I'm staffing NPCU. Hoilv lkeep up my ICU skills this
way”?

Institutional Support: ResourcesThe newly hired nurseaso perceived that
open access to high acuity patients was neededdoccessful transition to professional
practice. When access to high acuity patients @edied experiences were denied, the
transitioning nurse became frustrated and sevéthkecexperienced nurses contemplated

leaving the organization. This perception is hiligy, was evident and noted throughout
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the first year of the transition and little chawggs noted in that perception and need
across the three PDDs. The phrase associatedheittubtheme Resources is: Competing
for Resources and Opportunities.

Resources: Competing for Resources and Opportusiti€ompeting for access
to resources and opportunities were noted to lreldem and liability for the NGN and
the experienced nurse. The participants were alded the inherent problem with large
groups of new hires starting orientation and preifasal practice at essentially the same
time. A participant from PDD 1 stated that, “...iakes it hard that a group starts all at
the same time...they all need the same experiendegarticipant from PDD 2 had a
similar observation and remarked, “ 30 plus neve$imake things hard”. A experienced
nurse participant from PDD 2 remarked that lackafess to high acuity patients has
given rise to thoughts of leaving the organizatiren stating, “ ...so bored | could Kill
myself by the end of the shift...makes me think albeatving”. Another participant from
PDD 3, “...wishes there were higher acuity patient®w rmve have to fight over the sick
kids”. A participant from PDD 3 also noted a pmbl when competing for a specific
patient population during orientation by stating,Some nurses are trauma junkies and
try to take all the traumas and the we (orientdes)ot get the experience”.

Competing for a particular patient populatioregperience continues to be a
problem and liability for both groups of nurses emcientation has been completed. The
NGN and the experienced nurse changing practit@ger specialty perceive they

have to compete with one another for high acuitiepaassignments and often times
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they have to compete with established, older, piymoare nurses for the same
assignment. A participant from PDD 1 remarked .. Mipeting for patients if other staff
need orientation in that stage is difficult...sometmyou get bumped from caring for a
patient if the primary nurse comes in...this is fragshg and doesn’t help learning...”.
A patrticipant from PDD 2 commented, “..now off agriation...want sick experiences but
more experienced RNs want to take those kids andllysgets them first”. Another
participant from PDD 3 also stated that the nundbérauma patients was down in
general so many people were fighting over thoseeapces. Although unrealistic, a
participant from PDD 3 summed things up this waypn’t hire a bunch of new RNs all
at the same time. This causes issues for ovearadgavn the road”.
Sense of Self
The second theme that emerged from the data wae ®éi5elf. As participants

transitioned to a new role they experienced arnrmaleawakening or an awareness of self.
The participant identified with himself or hersaf a new person with an inner resolve to
be successful. The Sense of Self enabled pantitspa identify what they needed for a
successful transition and is considered an assbth&mes associated with the theme
Sense of Self include: Self-Awareness.

Sense of Self: Self-Awarenes$he subtheme associated with Sense of Self,
included Self-Awareness. Participants across edetf?DDs had a Sense of Self and used
this Sense of Self and Self-Awareness as a copsmurce to manage the transition to

professional nursing practice. The phrase, Whatdd\is associated with the subtheme
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of Self-Awareness and is present in the data througthe first year of transition. The
findings and quotes as they relate to the phrasat\\Mieed, follow.

Self-Awareness: What | NeedRarticipants were able to verbalize a self-
awareness that surrounds needs and what the mursesition thought was needed for a
successful transition to independent nursing peactihe ability to verbalize needs is a
coping resource utilized by both groups of nursesansition and is viewed as an asset.
The ability of the nurse in transition to identdgd verbalize needs did not change over
time and was noted throughout the first year afgitgon.

Participants from PDD 1 were able to identify wtyge of patient experiences
they thought they needed in order to make a sutdésansition. A participant from
PDD 1 stated, “ ...don’'t need any more grower anddeexperience...need the surgical
oscillator patients”.  Another participant frorDP1 stated, “...need to take the same
patients more than once to build skills with thatignt and build skills by repetition”.

The ability to identify needs in relationship taipat care experiences is seen as an asset.

Participants could also identify unit based legsgropportunities that they
determined would be helpful and necessary for aessful transition. Two participants
from PDD1 remarked about floating and being ablidat to another unit with the
preceptor. One participant stated, “ | wish | cblbve had a chance to float to another
unit with a preceptor”. The other participant stht“Would be helpful to float during
orientation to get accustomed to the process’padicipant from PDD 2 remarked,

“Float while on orientation either with a preceptora Clinical Resource Unit (CRU)
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RN...who knows the ins and outs of floating”. A f@pant from PDD 2 commented,
“Need more time with experienced preceptor...needensoe on one time...my
preceptor was resourced out during my orientatmshe wasn't available as she should
have been”. A participant from PDD 3 noted, “Wienagled a lot more cross-training
across the intensive care units (ICUs)”.

In relationship to learning opportunities, papants could also verbalize when
they felt they needed a longer orientation to lmeessful with the transition to
professional nursing. A participant from PDD1 stht‘Yesterday | had my
preceptorship extended at my request becausellrfeéded more time...”. A participant
from PDD 2 stated he/she would like orientationtcared when it applies, for instance
in the care of the trauma or dying patient. Aiggrant from PDD3 stated he/she asked
for more time orienting in the NICU and it was gieth These are overt examples of
coping strategies that are aimed at altering thiecgoof the strain of transition.

Participants were also able to identify and sidiat types of formal education
they felt they needed to successfully transitioprafessional practice. Participants from
PDD 2 commented, “...need more education relatedhitopatient populations...been
asking for more education related to cardiac kidsatkwiights so don't feel like there are
any resources available to me...” . ParticipantsifRDD 3 identified and stated,
“...need more information on different diagnosesgsuties recovery periods...”.
Another participant from PDD 3 made a bold declarestating, “...Need more

education...have a wide variety of very sick patiemd are not adequately trained to
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care for these patients. Have lots of patientssteared from the Pediatric Intensive Care
Unit (PICU)... are not pediatric advance life sugd®ALS) or pediatric emergency
assessment recognition and stabilization (PEARf)dd and would like to be. We feel
we need this training to care for our patients..drtieipants from PDD 3 also perceived
the need for trauma training and curriculum. Atiggrant stated, “I work on the trauma
floor and haven't taken a trauma course. Trauraa®eis coming. These kids come to
us a jumbled mess, we need the training”.

Additional Coping Resources Not Related to PerceideNeeds

The theme Sense of Self also generated copingneesothat were not related to
perceived needs. The theme Sense of Self andesubtBelf-Awareness allowed the
participant to identify what they knew and didnftdw and what they considered was
real when caring for high acuity patients. ThisS&eof Self and increased awareness can
be considered both an asset and a liability. SehSelf also allowed the participants to
identify fears and uncertainty that lie within thaf that serve to undermine successful
transition and this fear and uncertainty is congde liability.

Sense of Self: Self-AwarenessParticipants had a heightened Sense of Self and
Self-Awareness that emerged in the findings andgmed at the second PDD or the six-
month mark of the transition. Phrases associatt#dtihie subtheme Self-Awareness that
and viewed as a coping resource includes: WhaioMKand Don’t Know and What's

Real. The phrases What | Know and Don’t Know aesent only at PDD 2. The



146

phrase, What's Real is present at PDD 2 and 3. fiftdangs as they relate to the phrases
What | Know and Don’t Know examined first.

Self-Awareness: What | Know/Don’t KnowParticipants from PDD 2 were able
to express a Self-Awareness that surrounds knowladd what they knew and what
they didn’t know. They were able to verbalize tiniselationship to what they still
needed to learn to make a successful transitipmaf@ssional nursing practice. This
Self-Awareness and realization can be referred @ @ping resource and is considered
an asset. Self-Awareness and the ability to espmmst they knew and what they didn’t
know, was used as a coping resource by the nutsansition and was only noted six
months after the date of hire or at PDD 2.

A participant from PDD 2 states, “...May need somerdation outside of
‘normal patient population seasons™. This pap#sit had orientation during the summer
months when trauma patient census was high andtti@dxposure to patients with
respiratory ailments. The same participant wemd say, “..don’t know patient
population or how to treat them...wasn’t capturedrdyprientation”. Another
participant from PDD 2 remarked about knowledgeediand stated, “ | like to figure
things out now”. Another participant from PDD 2hwmented in the same vein and
stated, “...can figure things out now...trusting initait...know who needs to be seen
first”. Another participant from PDD 2 realizingn@wledge gained added, ... “big

picture starting to come together”.
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One participant plainly stated what she did notvikio...was half way through
orientation ..don’t know what to do with some kids”. An expewed nurse from PDD
2 made a similar remark and stated how much shesgistioned herself.

Another participant from PDD 2 realizing what ledknew and didn’t know
accepted a challenging patient assignment and askelleague for help. The
participant remarked, “...l haven't taken a sick bamce February...she (colleague)
asks if this an appropriate assignment insteadargnizing | need this assignment for
professional growth ...Just answer my questionsbélfine | want to grow”.

At this point in time and measure participants file®D 2 and 3 also recognized
and were able to verbalize what was real in terftaking care of the specialty patient
population in the hospital setting served, anddbae of difficult nurse-to-nurse work
relationships that occur in the practice of prafasal nursing. The Self-Awareness that
surrounds the phrase, What's Real is presented next

Self-Awareness: What's ReaParticipants from PDD 2 were coming to terms
with the realities associated with the care ofaalty ill pediatric patients. Participants
confronting the reality of the situation and sejtexpressed what made the care of the
critically ill child difficult. Self-Awareness andonfronting and embracing reality can be
viewed as an asset and a coping resource necdssanccessful transition to a new
professional practice setting. The ability of thege in transition to identify the reality of
caring for critically ill children is only evideni the data at the six-month mark or at

PDD 2. All remarks that follow come from PDD 2 fieipants.
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Acknowledging the realities of the family dynantiat sometimes surround the
critically ill patient can be viewed as a copingaarce used by the NGN and the newly
hired experienced nurse. A participant remarkettti@social aspect of the job was very
surprising and added, “...the social stuff is hardeal with...social issues become stress
you're not prepared to deal with”.

Participants were also facing the reality thatalbpatients cared for will survive
the hospitalization. Facing the reality that I§esometimes cut short is another coping
resource used by participants to successfully itiango new professional practice
setting. A participant states, “...was part of atywpde, bereavement issues discussed
but this was nothing | expected. Don’t sugar ¢hatexperience that children will die
during orientation...give us the ugly details”. Ahet participant added, “...be less
gentle when this information is presented”.

Difficult nurse-to-nurse work relationships aralrand present in nursing today.
Fink et al. (2008) defines difficult nurse-to nukgerking relationships as a
“lack of respect from coworkers, gossipy and gryrsaff and lack of team work” (p.
346). Participants from PDDs 2 and 3 also faceddality of difficult nurse-to-nurse
work relationships and identified its presencehim workplace. Difficult nurse-to-nurse
work relationships are considered a liability asnitfied by participants from PDDs 2
and 3.

A participant from PDD 2 remarked, “...seasoned e@ats her young but that’s

how she is”. A participant from PDD 2 shared aperience about asking a coworker for
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help and explained how they were met with an irgaof a difficult nurse-to-nurse work
relationship when stating, “It's not that staff vibinelp but when they do they make it
clear they are not helping you out, but helpinglitbby”. Participants from PDD 3
shared similar experiences of the realities of antering difficult nurse-to nurse work
relationships and some stated that it was, “...diffigvatching new nurses get
trashed...”.

In addition to the subtheme Self-Awareness tith®me Fear also emerged and
is another coping resource the newly hired nursegaitransition to a new professional
practice setting. Fear as a coping resource Wegar® to the nurse during the first three
months of the transition and that relevance in@éawer the course of the next nine
months. The subtheme Fear, used by participardsaping resource, is a liability and is
discussed in the section that follows.

Sense of Self: FearFear was a subtheme that emerged from the data in
relationship to the theme Sense of Self. Partitgat all three PDDs expressed a sense
of Fear. Fear is a coping resource used by paatits that added to the stress of the
transition. Fear can be thought of as a statatefmal chaos that creates a state of
negative energy. The internal chaos and negatigeggrcan be considered a liability
when used as a coping resource. Words and phresesiaed with the subtheme fear
include: Budget/Job Security, Losing Skills anddfiiog. The phrase Budget /Job

Security is discussed first.
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Fear: Budget/Job Security.The participants who took part in the PDDs were all
employed during a time of organizational changéivithe hospital system. These
changes lead to concerns among staff about budgelationship to job security.
Participants used fear as a coping resource, ggta liability. Fear, regarding budget
and job security were important to the nurse indii@on throughout the first year.

Participants from all PDDs were able to tie budmygs to concerns about job
security. The following remarks detail that redaship. A participant from PDD 1
remarked, “Budget cuts affect the unit in a negatay...people talk about it and we’re
getting canceled”. Another participant from PD[2inarked, “Cuts scared us...the
operating room (OR) slowed down, so then the possthesia care unit (PACU) was
slow”. Another participant from PDD 2 remarkedtthralight of the budget cuts and
organizational change they were happy that theystill.have a job”. A participant from
PDD 3 noted, “ Cuts in September were a big sueprisiakes everyone edgy”.

Fear: Floating. Participants from PDD 3 had real concerns aadife
relationship to floating. Floating is a practiceed by hospitals to ensure that all areas of
the institution are adequately staffed. Floatitadfsnvolves moving staff from a unit
that is temporarily overstaffed due to low patieetbsus or low patient acuity to units that
are less well staffed for the acuity level. Tharfassociated with the practice of floating
is considered a liability and was relevant to these in transition after one year of

practice. All remarks that follow, in relationshipfloating, are from PDD 3 participants.
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A participant stated, “Sometimes it feels so tms$a float...” Other participants
shared concerns with bad float experiences retatadat they considered to be
inappropriate assignments. Nurses who had to fitoather units were often times
concerned and perceived that patient care assigamemnen’t appropriate because
primary nurses chose their patient assignmentowittegard for the comfort level of
those nurses floating. One stated, “...primary Rig tassignments first and the float
person got the ‘leftovers’...” Another similar rerka‘... They shouldn’t be choosing
assignments with the primary nurse first when tlaeeeso many new people floating...”

Fear: Losing Skills. Participants from PDD 3 were fearful that nursskgls
would be lost because of staffing concerns and iwgriketween different units. The fear
that surrounds the loss of skills is consideredlality. The fear of losing skills was most
relevant to the nurse in transition after one ydaractice. All remarks are from PDD 3
participants.

One participant noted and stated, “Acuity of kilsome ICUs is lower so not
getting critical care kids or keeping critical catalls”. A NGN remarked that the patient
census had been slow and, “...difficult to keep upkiis and knowledge since I'm a
new grad and feel like I'm losing my skills”.

Summary: Research Questions One and Two

When the data were analyzed for all three PDsthemes emerged:

Institutional Support and Sense of Self. Subthetin@semerged in relationship to the

theme Institutional Support included: Human ConioectProcess Approach and
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Resources. Participants, across all three PDDseddive Human Connection, Process
Approach and Resources as both a perceived neeasandoping resource to transition
to a new professional practice setting. Instiodil Support and all related subthemes
answered both research questions on and two. hiEmeet Sense of Self and subtheme
Self-Awareness: What | Need, also answered botrareb question one and two and
apply as both a perceived need and a coping resolttowever, other phrases associated
with the subtheme Self-Awareness: What | Know aod’DKnow and What's Real and
the subtheme Fear, only apply as a coping res@ndeherefore only answered research
guestion two. All subthemes were identified aslings were presented and were also
identified as an asset, liability or both. The tleelmstitutional Support and the related
subthemes are also coping strategies that thecipartis used to modify the situation and
they were aimed at altering the source of therstaused by the Situation of transition.
All participants felt a need for a Human Conneatt@s they transitioned to
professional practice, and that perceived needggthover time throughout the first
year. During PDD 1 participants relied upon precepand staff and others to help them
successfully transition. However, preceptor supfmsrthe nurse in transition at PDD 1
was prominent in the findings. Data from PDD 2 supgd the findings that while
participants still relied on the preceptor to higlpm transition that reliance on the
preceptor was starting to shift and participantsewaoving toward a go to person for
support. Mentors and preceptors were both merdiab®DD 2 but a change in the

balance of that support were occurring. During PDiDwas noted that the participants
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no longer relied on a preceptor but spoke mainlg gb to person for support and
direction with the transition to professional preet The participants also perceived an
early connection with Leadership as being essetatialsuccessful transition during
PDD 1.

Participants from PDD 2 and 3 thought that timelyg aonstructive feedback
were necessary for successful transition to prafeaspractice. Participants from PDD
3 also looked for an increase in positive feedb&ekticipants from all three PDDs also
considered honest communication as a perceivedthaetelped to ease the stress
associated with the process of transition to a pestice setting.

Participants perceived a Process Approach supptirésad with successful
transition. Participants perceived that a wellkstured unit based orientation was needed
for successful transition and that need did nohgkaover the three points of time and
measure. Although the identified need for a wellaured unit based orientation were
expressed by both groups of transitioning nursesgdefinition of that orientation
differed between groups; the experienced nursewdschanging practice settings or
specialty called out for a tailored orientationtthvas fashioned with consideration given
to prior knowledge and experience. Consistencyactice habits was necessary for
successful transition to practice for the partinigan PDD 1. Over time that perception
changed and participants considered that a consshét, schedule and unit during

orientation were needed to make a successful tramso professional practice.
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Data across all three points in time suggestghgicipants competed for resources
and high acuity patients and that need did not ghaver time. Participants perceived
that unlimited exposure to high acuity patients wssential for successful transition to
professional practice. Data also support the figslithat interrupted exposure to
challenging patient assignments lead to frustradiosh a concern among participants that
valuable skills would be lost.

The data suggest that participants across @eéthoint of time had a Sense of Self
and that Sense of Self and Self-Awareness about tiwbgarticipants needed, what they
knew and didn’t know and what they perceived abweae an effective coping strategy
for successful transition to professional practi¢be greatest time of self-awareness
occurred at PDD 2 when participants verbalizednafle elements of self-awareness as a
coping resource. Participants from all 3 PDDs wduhe self and the element of, “What
| Need” as both a perceived need and a coping resou

Participants used fear as a coping resource satbthree points of time.
Participants across all three PDDs were fearfuhréigg the hospital budget and job
security. As the transition progressed participdmats) PDD 3 were also expressed fear
regarding floating and losing skills.

Using fear as a coping resource can only be deglaais a liability. The negative
energy and internal chaos created by a senseratfeaunterproductive but must be

acknowledged as a coping strategy used by bothpgrotinurses in transition. Fear as a
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coping strategy was used as a response to unt@iaations that arose during the
process of transition.

Participants relied on a mix of support and aall strategies to manage transition
to a new professional practice setting. Whetheipirceived needs and coping resources
were seen as an asset or liability, participangsl usany during the course of the first
year’s transition to a new practice setting.

Research Question Four

In response to the research question, “How do BI&Nl experienced nurses
describe the change in the role of the precepter the first year”? it is not always
possible to determine which remarks were made bghwdroup of nurses in transition:
the NGN or the experienced nurse who was changegfipe settings or specialty. The
scribed notes did not consistently identify theyoriof the quotes and remarks that were
used to support the findings.

The first PDD occurred approximately three morattier the date of hire and
during the period that encompassed orientatiohéamew practice setting. The newly
hired nurses were paired with a preceptor or pttecgpluring orientation and the
preceptor offered a period of support and guidahoeng this time of orientation and
transition. Both groups of nurses initially saw fireceptor as an asset or a valuable tool
and ardent supporter in the process of transibgréfessional practice and/or a new
practice setting. While participants also mentiostdf and others as being helpful and

supportive during PDD 1 the availability of a castent preceptor was deemed vital as a
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support for successful transition to professiomatfice. Participants from PDD 1
described the preceptor using terms such as: ath/acée model, knowledgeable,
welcoming and great. It is to be noted that thedymyeceptor appeared in the scribed
notes from PDD 1 a total of 154 times.

Participants from PDD 1 noted that preceptors erutht were very
knowledgeable and welcoming. Participants desdritmev the preceptor advocated for
them by recognizing and seeking out experiencedatetdr successful transition to
practice in a specialty hospital setting. A papiant states, “...moved me along in
orientation and preceptors advocated for my needapdriences”. Another participant
from PDD1 elaborated when stating, “ | have a gpeateptor in that she created other
experiences for me; she had me shadow a respirtdergpist for four hours and I'm
going to see the lactation nurse next”. Anothetip@ant described the help her
preceptor had been and states, “My preceptor me¢pdetermine what to delegate to my
Care Partner and is a role model on how to deleg#teother participant from PDD 1
described the preceptor as, “ good...challenged ras,available for questions, instilled
confidence in me”. One participant from PDD 1 miotieat one or two consistent
preceptors “moved me along in orientation and txs advocated for my needed
experiences”.

As time passed the newly hired nurses relieddessless on the preceptor for
support as they transitioned to professional praair to a new practice setting. The

move from reliance on the preceptor was due intpatie time sensitive nature of the
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relationship. The second PDD occurred approxim&@ehonths after the date of hire
and at this time during the transition the preceptas being replaced by a go to person
or mentor. At the time of PDD 2 the newly hiredsaiwas also gaining insight into the
role the preceptor played during orientation ansame instances questioned the
preceptor’s real helpfulness during orientationpakticipant from PDD 2 stated that
he/she realized a lot of knowledge was missedientation once he/she had completed
orientation and wondered if preceptors had, “...dstné for me while | was in
orientation and | didn’t know it”. Another partgant from PDD 2 realized that during
orientation the preceptor sometimes, “took oved tamilies looked to the preceptor for
the information they needed and saw the preceptthiearesource and not the newly
hired nurse. Another participant from PDD 2 stateat the preceptor only served as a
resource at the end of orientation and servedidgéobetween dependence and
independence during the process of transitiois tti be noted that the word preceptor
appeared in the scribed notes from PDD 2 a totdRdfmes.

The third PDD occurred approximately 12 montheratte hire date. At this
point in the transition to independent practiceriba/ly hired nurses had moved even
farther away from a relationship with a preceptBarticipants had become more
independent in practice were relying on self moré &when looking for a bridge to
independence a mentor or resource were the indilsduentioned. The preceptor was no
longer mentioned as a support needed for trangitidgmdependence. References to the

preceptor in the scribed notes from PDD 3 refetoeithe preceptor in past tense terms.



158

One participant stated, “I had a bunch of precefijtoAnother participant remarked that
they had connected well with the preceptor. tbibe noted that the term preceptor
appeared in the scribed notes for PDD 3 a totaltohes.

The role of the preceptor changed over time assitbe NGN or the newly hired
nurse with experience transitioned to independextdtize. The preceptor moved from
being a constant in the transition process to baupiass and less visible and vital as
time passed. A mentor or a resource person giigdaplaced the preceptor as support
strategy for transition. The role of the preceptoring the first three months is defined
by the findings of the current study and fills @ dhat has been identified and is missing
from the current body of nursing literature.

Research Question Three

In response to the research question, “How diNtB&Is and experienced nurses
perceive the preceptors use of their knowledgeséiild to help support them to explore,
understand and cope with transition™ a majaftthe answer is identified in the
answer to research question one.

At PDD 1 the newly hired nurses view the preceptoan asset or a vital
component for successful transition to indepengeanttice. Both groups of nurses are
eager to learn whatever the preceptor is willingetch. At this point in time both
groups are anxious to learn the tasks and acdwerskill sets that are required when
caring for the high acuity, specialty patient pa@tign. Both groups of nurses in

transition look to the preceptor to share knowledge bits of wisdom, which will help
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them, learn and build the required skill set. Wistpoint in time the participants consider

the preceptor as the individual that is respondineheir successful transition to the role

and the practice setting. As time in transitionggasthe newly hired nurses come to rely

less and less on the preceptor for a transfer aviedge and come to view them more as
a system of support to reinforce the knowledge hlagtbeen gained.

Participants are aware that a relationship witheggptor is time sensitive and
with that in mind can identify preceptor based iéag opportunities and experiences
they will need before being able to transitionitda@pendent practice. A participant from
PDD 1 stated, “ | wish | could have a chance tatfkn another unit with a preceptor”.

A participant from PDD 2 stated, “Want to float @&s critical care/acute care units while
in orientation with my preceptor to feel more contdible when the time comes to float
on my own”.

Being assigned multiple preceptors helped particghuild relationships with
other staff members. A participant from PDD 2 reked, “Had one preceptor on days,
more on nights...but that worked to my advantage yaseheduled shift was nights...so
having more than one [preceptor] on my schedulétstiped to build trust and
relationships between my coworkers”. Multiple getors also helped the participants
from all three PDDs explore nursing practice froiffiedent perspectives. A participant
from PDD 1 stated, “ ...had several preceptors froenlteginning but welcomed that to
see things from different perspectives, saw difiereays of doing things”. A participant

from PDD 2 stated, “...one senior and one new precgpice to get different sides of
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things”. A participant from PDD 3 remarked in engar fashion and stated, “ had a
bunch of preceptors, but liked this to see diffeparspectives”.

Preceptors used their knowledge and skills to tledmewly hired nurses explore
and assimilate to the role of professional nuideltiple preceptors also help the nurse in
transition view the world of nursing through diéet lenses. The multi focal view of
nursing practice allowed the transitioning nursglean the best practice habits from all
and adopt those they considered to be the bekeatvn.

Synthesis of Findings

Nurses who are transitioning to a new practicarggetir specialty in nursing have
a number of needs and use a variety of coping resstio assist in the transition.
Throughout the transition the NGN or the experieinterse all relied on others to help
them make the transition. Early on in the traosithe NGN and the newly hired
experienced nurse relied upon the preceptor tothelp with the transition. At PDD 1
or at about three months into the transition batugs of nurses reported the transition
experience in positive terms; everything is goagrgone is helpful and preceptors are
the best. As time passed or at approximately sirthrs into the transition change
occurred and the nurse in transition no longeedetilmost exclusively on the preceptor
for aid in transition. The newly hired nurses mibasvay from reliance on the preceptor
and looked to a mentor or another resource pessprovide them with the personal
support needed for successful transition. Thamek on a mentor or other assigned

resource nurse is still evident one year aftehihe date indicating the newly hired
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nurses still required a go to person for questad help with unfamiliar patient care
situations. The newly hired nurses also felt atrehship with the leadership team was
essential to a successful transition to professioratice or a new practice setting. The
need to connect with leadership is noted earlyénttansition or at approximately three
months after the hire date.

Throughout the process of transition the newlydhmarses looked to the
structure orientation provides and consider origmtaanother bridge to successful
nursing practice at this hospital. Both groups@ily hired nurses found a staged
orientation to be helpful; however the experiencedses also expected orientation to be
tailored to their skill set and comfort level. Téeperienced nurses longed for a more
personalized approach to orientation and wantes griowledge and experience
recognized, but not assumed.

The newly hired nurses also wanted open and ha@oestunication throughout
the entire first year of transition. Both groupanted open and honest communication
with leaders and expected that this type of diadolgeigin during the interview process.
As time passed or at approximately six months #fftiedate of hire, the newly hired
nurses also sought timely and constructive feedback method to successfully
transition to practice. Feedback was viewed ascassary way to identify professional
practice shortcomings and a means to identify aséasarsing practice that needed to be

honed and developed.
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The nurse in transition also expected a degreemdistency in practice. At three
months the NGN and the experienced nurse are ovlerged and find that strict
adherence to policy and procedure provided a napefamework for transition to
practice. As time passed the nurse in transitiewed a consistent schedule, unit and
shift as necessary for successful transition. Uginout the entire first year of practice
the NGN and the experienced nurse also perceiaditiobstructed access to high
acuity patients was vital to successful transitidvithout this degree of access both
groups of nurses feel they will either not devehegded skills or skills gained will be
lost.

The newly hired nurses also had a sense of sélfranughout the transition were
able to articulate and make personal learning nkedwn. At six months the nurses in
transition had a heightened Sense of Self and/Aei#reness and were able to identify
what they know and what they don’t know in additiorwhat they need for successful
transition to practice. They also have a sensg\iat's Real” within the specialty
population they have chosen to care for and caresgphat realization. Both groups of
newly hired nurses could identify and articulatareples of difficult nurse-to-nurse work
relationships in the workplace.

Both groups of newly hired nurses who were ingfecess of transition all
identified fear as a liability for a coping resoattiroughout. Fear regarding
organizational change and the budget and job sgaitadowed both groups of nurses

throughout the entire first year of practice arahsition. One year into the process of
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transition fear still loomed large for the nursdransition. Both groups of newly hired
nurses in transition were fearful to float to unieen nursing units and could give
rationale for the degree of concern associated tvélpractice of floating.

As nurses transition to professional practice angrtion to a new professional
practice setting, they use many coping resourcesake a successful transition. The
participants from the current study described asetlla number of different methods and
resources to cope with the process of transitidthoigh some aspects of the transition
for the NGN and the newly hired experienced nurseevout of their control both the
NGN and the newly hired experienced nurse were tablgilize the two major
components of the 4 S system, support and selfiaaadesser degree strategy to
transition to professional nursing practice or toesv practice setting.

Summary

The data were analyzed in the order in whicheteacollected and Schlossberg’s
Transition Theory served as the framework for thalysis. Research questions one and
two were answered using themes and subthemesatidtden identified during the
analysis of data. Research questions three amdviene answered using the words of the
participants. When appropriate, available quates fparticipants were used to add
depth and richness to the findings. Statementsifegp® the experienced nurse who is
changing practice settings or specialty were call@dvhen those statements were

available and supported the findings.
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Chapter Five is a discussion of findings and iogtions for practice and policy
change and further study. Findings from the curséudy are also applied to
Schlossberg’s Transition Theory and a new figurereésted which applies those findings

to the theory.
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Chapter Five
Discussion
Findings from the current study are discussedisidhapter. The main findings
and implications that have been gleaned from Chdjuer are discussed. The findings
are then reviewed in relationship to the nursiteyditure in an attempt to determine if
those findings support, add to or contradict weaturrently known about the transition
experience of newly hired nurses. The findingsthea applied to Schlossberg’s theory
of transition. Appropriateness and limitationglod Schlossberg’s theory are also
discussed. Implications of the study’s findingsgoactice, policy and research will be
explored. The chapter concludes with a discussimrounding the next steps in research
regarding preceptors and the transition of newlgcnurses.
Overview of Major Findings
The nursesvho participated in the Professional DevelopmengRam and who
were transitioning used a variety of coping resesito aid them with the transition to a
new practice setting or specialty in nursing. @gpiesources used by the NGN and the
experienced nurse were identified and are consistitim two of the 4 S’s: support and
self. Although many of the coping resources weesved as assets, some were identified
as a liability. The secondary analysis of data e¢ésealed a Sense of Self or Self-
Awareness among nurses in transition. This issafmaling that has not been described

in the literature. The findings also suggest thatnewly hired nurses never moved out
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of transition but continued to move through transifor the entire first year of practice.
Major findings will be presented as they appearetthé emerging themes and subthemes.
Literature Review in Relationship to Major Findings

The nursing literature is replete with informatimimout the transition experience
of the NGN. The NGN is often described as, Caarasemale, with a baccalaureate
nursing education and being less than 30 yearge{@asey et al., 2004; Fink et al.,
2008; Goode et al., 2009; Krugman et al., 2006; dtesd., 2009). This sample
description also adequately describes the majofityurses who participated in the PDP.
However, the nurses who participated in the PD® ialduded experienced nurses who
were changing practice settings, specialties isingr or both. Another major difference
to be noted when discussing the findings from treemt study is the time points at
which measures were taken. The current studyatelledata at three, six and twelve
months. Most studies that detail the transitiopegience of the NGN omit measurement
at three months (Fink et al., 2008; Goode et 8092 Krugman et al., 2004; Williams et
al., 2007).
Institutional Support: Human Connection

The nurses in transition all look to a Human Catioa to support them with the
transition. Preceptors were one component ofahisthey are mentioned repeatedly in
the nursing literature as a tool used to help thely hired nurse transition. Literature
consistently describes a 1:1 relationship betwhemtirse in transition and the preceptor

and state that pairing with one consistent precepitth a newly hired nurse is the
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preferred method (Almada et al., 2004, Bratt, 200&sey et al., 2004; Fink et al., 2008
Friedman et al., 2011; Lee et al., 2009; Schuma@®€7). Findings from the current
study refute the literature and suggest that tlieenun transition prefers a small and
consistent group of preceptors.

The literature also suggests that when more tiae tpreceptors are involved
with a transitioning nurse trust becomes an issuel@arning and the progress in
orientation were hindered and transition to indeleen practice were impeded (Casey et
al., 2004; Schumacher, 2007). This supports figslinom the current study.

The literature also suggests that as the reldtiprizetween preceptor and the
newly hired nurse ends the newly hired nurse caesrto seek support from others and
identifies a mentor or mentorship as a vehicleliat support (Casey et al., 2004; Cleary,
Horsfall, Jackson, Muthulakshmi & Hunt, 2013; Fetkal., 2008; Thiesen & Sandau,
2013). The newly hired nurses who patrticipatethenPDP also describe a mentor or go
to person as an essential support once the timtetdmelationship with a preceptor came
to a close. The shift away from the reliance anpheceptor as a support emerged in the
data at PDD 2. Findings from the current studygssgthat the need for a some type of
human support persists throughout the first yegra€tice and beyond. Remarks from
PDD 3 found that both groups of nurses in transiiad moved away from the preceptor
as a support; however, they continued to look fgo & person when questions with

unfamiliar patient care situations presented.
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What the literature fails to describe is the ielathip or importance of the
preceptor at the three-month mark of the nursassition to practice. The findings from
the current study suggest that the preceptor staivo successful transition of the newly
hired nurse before and at three months.

The literature also describes preceptors as lsngetimes less than supportive
or a liability to the nurse in transition (Finkadt, 2008; Schumacher). Nurses who
participated in the PDP also described the precgsttoth an asset and liability but
overall remarks from the nurses who participatethe\PDP describe the preceptor in
positive terms.

Preceptors are also described as being experistai#curses (Almada et al.,
2004; Bratt, 2009; Friedman et al., 2011; Hatlemlet2011; Meyers et al., 2010; Spector,
2009). Newly hired nurses’ who participated in Bi@P contradict this description.
Preceptors as described by participants in theentistudy were not always experienced
staff nurses but rather inexperienced nurses whmbaprecepted prior to the reported
experience. Participants from the current study atsted that the nurse sometimes had to
choose between being a preceptor or being a cimairge and simply chose the role of
preceptor because it was considered the more beswatwo perceived undesirable
roles. Schumacher (2007) describes a similartgiua

The literature also identifies feedback as a tyfpgupport newly hired nurses
seek (Casey et al., 2004; Schumacher, 2007). dtiak (2008) reported that NGNs

identified nurse manager support and feedback s that would have facilitated
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transition into practice. Newly hired nurses’ wharficipated in the PDP desired timely
and constructive feedback and as time passed ipariis also expressed a need for an
increase in feedback. Schumacher (2007) alsovised that newly hired nurses could
tell when feedback was genuine and constructivas is similar to findings from the
current study when participants described perfogeavaluations as “...cut and paste..”.

The literature also discusses the importanceehdwly hired nurses’ early
connection with members of leadership. Fink e(2008) identified that participants
felt that nurse support and feedback throughoufiteieyear of transition would have
facilitated the participant’s transition to praeticNurse participants from the PDP
identified an early connection with members of lsadership team as being an asset and
essential to successful transition to independeatdtige. However, newly hired nurses
who participated in the PDP only identified thesgmonth mark as important.
Institutional Support: Process Approach

The literature suggests that the use of well-pldrared executed orientation
programs can increase the retention of newly hingdes (Bratt, 2009; Friedman et al.,
2011; Hatler et al., 2011). Newly hired nurses whdicipated in the PDP also
described orientation and staged orientation amdidered both to be a support and an
asset as they transitioned to a new practice gattispecialty. What is missing from the
literature is a description of what the experiengedse who is transitioning to a new

specialty or practice setting expects from an dagon program.
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Orientation: Newly hired experienced nurse.Evidence from the current study
suggests that the experienced nurses who are clggpigictice settings or specialty also
experience a transition when they move to the retting or undertake a new specialty.
The experienced nurses bring with them basic ngismowledge and experiences and
the evidence from the current study suggests liga¢xperienced nurses want the prior
knowledge and experience to be recognized and adkdged. What the experienced
nurse does not want is for prior knowledge and e&pee to be assumed. Evidence from
the current study suggest that the experienceseming is changing practice settings
desires an orientation that is tailored to theng®y needs of each individual experienced
nurse. The evidence from the current study alsgestghat if the experienced nurse and
the NGN are offered the same orientation at theegaace, the experienced nurse may
become bored and disinterested and entertain th®ofleaving the organization within
the first year of hire. The experienced nursesest|for a tailored orientation has not
been reported in the literature and should be densd a new finding.

Sense of Self: Self-Awareness

The NGN and the newly hired nurse with experiereneehA Sense of Self that is
evident early on in the transition. At the threentth mark a Sense of Self and a Self-
Awareness are beginning to develop in the nursespalticipated in the PDP. Both
groups of newly hired nurses in transition can tdgmand articulate the support they
need in terms of learning opportunities. By themsbnth mark of transition both groups

of newly hired nurses have a heightened Senselb&is®in addition to finding a voice



171

and being able to identify what they need theyalan identify what they know, what
they don’t know and the realities associated wéthng for a high acuity patient
population. At twelve months after the date o€lar at PDD 3 the nurse in transition is
still able to and continues to articulate the tgpsupport they feel they need to continue
to transition to independent practice. There werstudies (quantitative or qualitative)
that identified the growth of the individual in fisition and their ability to articulate their
needs. The Sense of Self and the ability to daieuWhat | Need, What | Know and
Don’t Know have not been reported in the literatane should be considered a new
finding.

The ability to sense and voice: What's Real, hasdspects: the harsh reality of
dying patients especially children and the unfaaterreality that not all nurses are ‘team
players’. Fink (2008) identified difficult nurse-nurse work relationships when
participants described, “ lack of respect from cdweos, gossipy and grumpy staff and
lack of team work” (p. 346). Blair (2013) descidbateral violence in the nursing
workplace or difficult nurse-to-nurse work relatsbrips as those that include rude
comments, verbal attacks, condescending langudgek af collaboration and blaming.
Stanley, Martin, Michel, Welton & Nemeth (2007) deke difficult nurse-to-nurse work
relationships as rude, criticizing and negativenayker behavior.

Nurses who participated in the PDP were also abiéentify difficult nurse-to-
nurse work relationships as: What's Real. Whattsapparent is the interpretation by

the newly hired nurses about the staff nurses. nEwdy hired nurses perceived the
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behaviors by the staff nurses as negative but tin@rehave been other explanations for
the negative perception such as cutural and geoeahtifferences.

Fink et al. (2008) also suggests that participamie able to identify: What's
Real when caring for patients at end of life andlig with futility of care. This finding
is also evident in the data from the current stalgf only presents in the data at the six-
month mark or at PDD 2. Participants from PDD &fththe reality that not all patients
cared for would survive and that the family dynathiat surrounds a critically ill child is
often times difficult to deal with.

Schlossberg’s Transition Theory: Application of Curent Findings

It is evident upon analysing the data in the cursémdy that Schlossberg’s
Transition Theory is relevant to nursing and thesaun transition. Refer to Figure 3.
The theory mapped onto the themes that were idethfior the data but not all of the
4S’s were apparent. This may be due to the questlat were asked at the time data
were collected for the original study (What wenll&&Vhat didn’t go well? Any
surprises? What one thing would you change?).

The first stage in the transition process of theN\Ngs the newly hired
experienced nurse can be thought of as movin@ata from the current study suggests
that the moving in period for the participants begathe date of hire and carried through
to PDD 1. Once in the newly hired nurse begaridhg process of moving through.
Moving through begins at about the time PDD 1 ogcar at three months after the date

of hire and continues throughout the remaining mhaaths of the transition process.
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As data were analyzed it became apparent thatdrottps of newly hired nurses never
arrived at moving out, or wondering what comes néte newly hired nurse were mired
in the process of moving through and at PDD 3 wgéleusing coping resources to
navigate the transition to independent practice.

The 4 S system was used by both groups of newdghiurses to navigate the
transition process but only two of the coping resea emerged: self and support. This
may be attributed to the questions that were abkddcilitators during the debriefing
sessions. Of note, the organization was also god®y a transition during the time of
the original study, that could have influenced ceses. However, the full nature of that
transition is unknown. As the newly hired nursevewin and moved through transition
they turned to coping resources to help them néwithee process of transition to
independent practice. Coping resources as deddmpaewly hired nurses’ who
participated in the PDP were described as bothtsaasd liabilities and the balance of
coping resources changed over time.

The NGN and the experienced nurse relied uponuppast of a structured
orientation and the help of the preceptor to naeigiae process of transition to
independent practice. While the experienced ndeseed an orientation built around
personal learning needs the experienced nurseiiiied orientation as a coping
resource. Other coping resources used by both grofupewly hired nurses included: the
use of a go to person, consistency in practicethadhift, schedule and unit for

orientation, constructive and timely feedback amseéfse of self. The use of these coping
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resources are all effective strategies that heth gmups of newly hired nurses manage
the stress of transition. Schlossberg’s theorybmnsed, unchanged as a framework to
study the nurse in transition. Findings from therent study help to provide more depth
and differentiation for 2 of the 4 S’s of Self a@dpport as applied to this transition
experience.

What Schlossberg’s Transition Theory fails to idgrdare ways in which a
preceptor or mentor or support can help the indiaidn transition find a better balance
or ratio of assets to liabilites. If an indivduaftransition could find a better balance of
assets and liabilites would there be a need foingogtrategies? Is an individual in
transition left to deal with a negatively skewedbbae of assets and liabilites or should
finding a better balance be an addition to thermggtrategies Schlossberg identifies?

Implications for Education, Practice and Policy
Implications for Undergraduate Nursing Education

The SN who is about to graduate and become the N@hNised to make the
transition to a new practice setting and indepenhpeactice. It has been well studied and
documented that this group of nurses struggles thdfransition from student to NGN.
Knowing this, nursing educators should make antaféort to prepare the soon to be
graduating nursing student for transiton to preif@sal practice. A capstone course that
includes a frank discussion about the difficultytloé transition experience should be had
with every last semester nursing student. Theudson should include a dialogue that

describes the length of time needed to succesgfalhgition to independent practice.
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The discussion should also include dialogue aldmiemotional aspect of transition to
include fear as an aspect of transition. A heigbteawareness of the long transition
process may help the NGN conceptualize and beteage the process of transition.

A capstone course that includes a precepted alieixperience have also been
cited as a way to help the NGN make a swift an@essful transition to the role of
professional nurse (Zerwekh & Claborn, 2006). Tberse, however, should come with
clear learning objectives, benchmarks to meet anst mclude outcome objectives that
can be measured to mark a student’s progressloofgmogress with the process.
Learning activities that are designed to have thdet begin to see the patient as a
whole or “see the big picture” versus a plethdramall bits also helps the student begin
to think like a nurse and may make the transitoNGN easier. The faculty involved in
these types of learning experiences has an oldigat only to the student but also to
the preceptor. Faculty should also visit the chihisite often and offer support to the
preceptor. Continued and ongoing preceptor sugpmrt members of nursing faculty
may help to build relationships that recruit andntean willing and eager nurse
preceptors for the senior level nursing student.

The faculty who are involved in these types ofstape courses also have a duty
to the profession of nursing to help bring aboatkwure change. The SN needs to
understand the importance of learning from a seaqurofessional nurse preceptor.
The student needs to understand that the roleegeptor is an inherent part of the

practice and profession of nursing, and that orye mach sooner than they expect, it will
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be a role they are asked to assume. Plantingetieeesarly may help bring about a
cultural change in nursing whereby becoming a potecewill be an expected part of the
profession. Faculty is in a position to plant tbeed and help create a cultural change
that is needed to sustain programs of learningii@amgition.
Implications for Nursing Practice

Evidence from the current study suggests that teegptor is a key factor to the
successful transition of the NGN and the experidmagse who is changing practice
settings or specialty. Another key to successéuidition identifed by the current study
is a well structured orientation program. Anothiengent to successful transition is the
conveyance of expectations and the culture of tharozation to the newly hired nurses.

During the first six months of transition, healihe organizations need to realize
that the newly hired nurses focus is on “me”. Wftls in mind, healthcare organizations
should provide staged orientation for both the N&d the experienced nurse who is
transitioning to a new specialty or practice settifThe staged orientation for the
experienced nurse should be tailored based onsmsswent of what they specifically
need and identify as essential for successfulitians Orientation programs should be
six months in length to provide the transitioningse with support during times that
have been identified by the current study anditbeakture (Casey et al., 2004; Fink et al.,
2008; Goode et al., 2009; Krugman et al., 200@specially stressful.

A small (no more than three) group of consisteateptors should be assigned to

the nurse in transition during the first six montti®rientation. The literature suggests a
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1:1 pairing is preferred method (Almada et al.,£@ratt, 2009; Casey et al., 2004; Fink
et al., 2008 Friedman et al., 2011; Lee et al., 2009; Schunra@®®7) but findings from
the current study do not support that strategye fiteceptor will be in place to help the
nurse in transition learn the skills and tasks eissed with the role of the professional
nurse.

Because of the importance of the preceptor rolaltiheare organizations must
make wise choices when they select individualgdlitthe role of preceptor. Individuals
must be selected and prepared for the precep®ara supported by the organization,
the nursing unit and nursing peers. The nurseaimsttion is able to identify preceptors
who are reluctant and poorly prepared for the oblpreceptor. A preceptor who
begrudgingly accepts the role can be considerebdaity and a detriment to the nurse in
transition.

During the second six months of the transitionrteely hired nurses focus is
moving away from “me” and moving to “us”. Durinki$ timeframe the newly hired
nurses will be supported by a group of well-planezhtors. Mentors and resource
persons will be in place to help the newly hiredseunavigate unit based situations and
patient care scenarios they identify as difficdhe mentor will be in place to help the
newly hired nurse see the “bigger picture” of patieare. Mentors will also be expected
to continue to convey the organizations expectatend culture to the newly hired
nurses. Mentors will be in place to support, insgind nurture having no specific

agenda to adhere to or to accomplish and will ae bridge between dependence and
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independence for the newly hired nurse. The hitheomentor would be voluntarily
sought by the NGN or the experienced nurse anadmodl relationship would exist.
Mentors would be identified and present on all mgshifts to offer support as needed
when called upon and would be available to thesitemming nurse beyond the first year.

The structure of the orientation program would udie honest, timely and
constructive feedback. The preceptors or mentotddvoffer immediate feedback to the
transitioning nurse. A member of the unit leadgrsbam would provide formal
evaluation of the nurse in transition with inpudrfr the preceptors or mentor. Evidence
from the current study suggests that healthcaremzgtions must include regular and
scheduled feedback to the newly hired nurse to rpargress or lack of progress in the
transition to independent practice. Feedback lcan be used to formulate a plan toward
practice changes or improvements that will helmtive the NGN or the experienced
nurse to independent practice.

The structure of the orientation program also néedisclude an element that
acknowledges the newly hired nurses developingesehSelf. Allowing the newly
hired nurse to voice what they need may help totifieareas for potential growth as
well as areas of concern. Allowing the newly hireolse an opportunity to be heard
should be included in the structure of the orieataprogram.
Understanding the Culture

Nurses who participated in the study all competedigh acuity patients as they

transitioned to independent practice. Newly hinedses noted that often times they were



180

denied access to the high acuity patient populdiemause the primary care nurses
relationship with the patient and family supercethesdr request and desire to be exposed
to the nursing care situation. Newly hired nurfgdtsthis nurse patient relationship
robbed them of the opportunity to learn and growlevbn orientation.

Because of the conflict that may arise betweemany care nurses and newly
hired nurses, hospitals that use a primary careshadchursing may want to consider an
additional element to the orientation of newly Hiraurses. Hospitals that use this
nursing model may be wise to consider pairing enpry care nurse who is caring for a
high acuity patient with a newly hired nurse whs bademonstrated orientation need
with that particular patient population. This ragrwould create a safe atmosphere
within which the newly hired nurse could learn,\yrand mature in the role of
professional nurse, while maintaining the bond leetwpatient, family and primary care
nurse.

In addition to pairing a primary care nurse witheavly hired nurse, hospitals
may also want to consider a simulation lab whiabvjtes the newly hired nurses with
simulated high acuity patient experiences. Leamina simulated setting may better
prepare the newly hired nurse for pairing with apexienced primary care nurse, and
thus help create an atmosphere of trust beforadhel pairing. If this were to occur
primary care nurses may be more willing to teaath sirare their primary patients with

newly hired nurses.



181

If these additional orientation strategies arbeaamplemented by hospitals, unit
leadership and nursing administration need to wstded and support the staffing
implications created by these strategies. Additiemit staff will need to be in place to
support the extended orientation of newly hiredseawho are paired with primary care
nurses. Additional staff will also be needed vhehired nurses spend working hours
away from the unit in a simulation lab.

National Policy Implications

The nursing shortage in the U. S. is real anap®eted to worsen over time.
Despite the easing of the shortage due to the mureeession the nursing shortage is
expectedo grow to 260,000 registered nurses by 2025 (Amerfkssociation of the
Colleges of Nursing 2011b)While nursing has insufficient numbers entering the
profession it also sees many new nurses leavertiiesgion prematurely; 60 — 75% of
new graduate nurses (NGN'’s) leave nursing durieditist year (Baxter, 2010; Welding,
2011). This early departure from nursing is coatigd is measured in terms of dollars,
patient safety and quality of care (Casey et 8043. Factors, which contribute to the
early exodus, include:

e Unwelcoming environment

e Inability to handle the intense workload

¢ Advanced medical technology

e Stress related to situational transition
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The overarching issue regarding this revolvingrdwothe new graduate nurse in
the acute care setting is one of public safety. NN @port it takes them at least 12
months to feel comfortable and confident practiamthe acute care setting (Casey et al.,
2004). Evidence suggests that the use of wellngd and executed orientation
programs and/or nurse residency programs (NRPincaease the retention of this
vulnerable group of nurses (Bratt, 2009; Friedmiaal.e2005; Hatler et al., 2011; Jones,
2008). Retention of the NGN results in savinghwdrganization. Savings can be
measured in terms of dollars and avoided cost. idegbcosts in relationship to a higher
guality of patient care include factors such asyt&n lengths of stays, reduction in
medication errors and fewer patient falls (Friedratal., 2005; Jones, 2008; Lee et al.,
2009).

For these reasons it is time that the public &edotofession of nursing call for
the adoption and implementation of NRPs. Therevary descriptions of structured
orientation and nurse residency models in the ngrsierature. However, The University
Health Systems Consortium (UHC) formed a partnersfiih the American Association
of Colleges of Nursing (AACN) and developed a resy program that has been built
on an evidence-based framework to provide a ndtinodel for graduate nurse
transition (Krugman et al., 2006)t is a well-organized NRP, which pairs precepiars
a 1:1 relationship with NGNs to ease the NGN imafgssional practice.

Why mention the UHC/AACN NRP? This program pasig nursing and NRP’s

to step to the next level, that of Federal Fundwigich will ease the financial burden
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these programs place on already cash strapped canatéacilities. Unlike physician,
pharmacy and pastoral care residency programshwhgeive pass-through dollars from
the Centers for Medicare and Medicaid (CMS), thet éar a NRP is borne solely by the
hospital (Goode et al., 2009). Federal fundingtbesconsidered because NRPs are
expensive to initiate, facilitate and maintain (@ecet al., 2009). An infusion of federal
funds would help with finances associated witheéased staffing needed for pairing and
mentoring.

The UHC/AACN NRP should be the focus of thoserggéed in adopting NRPs
for the NGN because this program has already mebbthe two essential requirements
a program of this type must meet to be eligibleféaieral dollars: it is accredited by a
national accrediting body (Goode et al., 2009).

NRPs should also be required for the nurse wit@nsitioning to a new nursing
specialty. The Report on the future of nursingzdtemendation Three calls for the
implementation of NRPs and asserts that state badndursing, accrediting bodies, the
federal government, and health care organizatibosld take actions to support nurses’
completion of a transition to practice program orse residency programs (Institute of
Medicine, 2011). These programs should be supparte available to the nurse not
only upon completion of a prelicensure programdhduld also be available and required
for advanced practice degrees or when the nurssiti@s to a new clinical practice area

(Institute of Medicine, 2011).
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NRPs for the nurse who is changing specialtiesilshioe modeled after the
UHC/AACN NRP for undergraduate nurses. This madpWwould again allow for
federal funding and ease the financial burden heate organizations would encounter.
The NRP for the experienced nurse should be diiteard apart from that NRP
structured for the NGN. Evidence from the cursntly suggests that the despite
changing specialties or settings the experiencesenorings knowledge and experience
to the situation and setting that needs to be m@zed and acknowledged.

Implications for Future Research

The transition experience of the NGN, during thistfyear of practice, has been
well documented in the literature (Almada, CarafBlattery, French & McNamara,
2004; Bratt, 2009; Casey, Fink, Krugman, & ProB804; Friedman, Cooper, Click, &
Fitzpatrick, 2011; Hatler, Stoffers, Kelly, Reddj& Carr, 2011; Lee, Tzeng, Lin &
Yeh, 2009). However, little is known about whappans to that nurse after the first
year. Evidence from the current study suggeststiigaNGN still seeks guidance up until
the end of that first year. Nursing should charegearch focus and examine what
happens to the NGN after the abrupt end of TTPnarag or the first year of practice,
whichever comes first. If nursing were to realidgat the NGN struggles with upon
completion of these programs the structure or cdrgethe programs could be changed
or altered to facilitate a better transition expede. Nursing must also seek to
understand what type of support the NGN needs gporpletion of the TTP program.

Nursing research should be designed to answemthat‘is needed next” question.
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Little is known about the transition experienceha newly hired experienced
nurse or the experienced nurse who changes prapezalties. Questions about the
transition experience of this group of nurses afieunanswered by today’s current body
literature. Itis time for nurse researchers tbaat this group and determine what it is
they need to make a successful transition to asp®eialty or setting. Nursing would
serve itself and the public well to develop a NRPthe nurse transitioning to a new
clinical specialty that is built upon a foundatioihresearch. Despite the recommendation
by the IOM there is a paucity of literature thasci#bes a NRP program such as this.

Research available to date focuses on the tran®tiperience of the nurse in the
acute care setting. There is a lack of evidendesaribe or detail the transition
experience of the nurse who transitions to an eleércare facility or to a community
health setting. As the population ages and healéhdelivery systems move from the
acute care setting to the community it would sennesing well to understand if the nurse
who transitions to these settings experience thesdrife as those who transition to an
acute care setting. Are preceptors and other krempports available to these
individuals as they are to the nurse in the acate setting?

There is an opportunity for future research uSoblossberg’s Transition Theory
as a framework to study the transition of newletinurses, adding appropriate
developmental theories such as Kegan’s Cognitivee@@mental Theory (Bridwell,
2012) to address the emotional process that acauegpthe transition. A better

understanding of the nurses ability to cope widimsitions based on the balance of the
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individuals assets and liabilities might give nagsan opportunity to identify early on
those nurses who are most likely to struggle witfad the process of transition. If these
individuals could be identified, using Schlossbertlieory as a framework, efforts could
be made to help the individual at risk nurse ingraon identify coping strategies that
could be used in response to stressful or chalgngtuations. This early
identification and assistance might prevent edthytian from the hiring employer and
perhaps the profession of nursing. A program séaech such as this could be taken to
the next level. If the nurses were followed loadihally, nursing could learn if early
intervention and help with coping strategies wauildvide the nurse with the tools
needed to deal with other transitional changeaugjinout the course of a career.

It is a time for nursing to take the next step rdgey the research that surrounds
TTP programs. Nursing needs to look beyond ttst year and explore what the NGN
needs after the traditional TTP program ends. Mgralso needs to explore the needs of
the experienced nurse who transitions to a newtipeaspecialty or setting. Nursing also
needs to explore the transition experience of theeawho transitions to an extended care
setting or community health setting; this is thediion of healthcare. Nursing needs to
investigate the efficacy of TTP programs for theerenced nurse who transitions to a
new clinical specialty. The IOM has made the gadly it's up to nursing to investigate

the value of such a program for this group of nsirse
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Additional research questions to consider whengtigating the nurse in transition

include:

e How does the NGN describe the support needed tiincento successfully
transition to independent practice beyond the ¥iestr of nursing practice?

e What is the retention rate of the NGN 18 and 24 tim®post completion of a
TTP?

e At what point in the process of transition to inde@ent nursing practice does the
experienced nurse move from reliance on a precepidmove toward the
support of a mentor or go to person?

e How does the experienced nurse who is transitioturegnew setting or specialty
describe the support needed to continue to sueaglssansition to independent
practice beyond the first year in the new settingpecialty?

e How does the newly hired nurse explore and useesSainSelf to successfully
transition to a new setting in nursing?

Limitations
One of the distinct limitations of secondary asa&\of data is the fact that the
researcher is unable to ask participants additignastions. If the doctoral student had
been able to ask additional questions of the nwbesparticipated in the PDP other
coping resources used by participants may have diseavered. Coping resources
unrelated to Institutional Support may have denrateti and supported other strategies

used by the NGN or experienced nurse. The aldigsk additional questions may have



188

also helped to identify and define differencedhia toping strategies used by the NGN
and the experienced nurse.

Lack of an audiotaped interview in this instanas hmitations and advantages.
An audiotaped interview would have also providedae detailed data set. However, it
would have been impossible to identify which rensatie experienced nurse made. The
scribe could only capture those details, as indiaigl were identified as experienced or
not during the debriefings.

Another limitation that must be considered wheeiipteting the findings is the
study site. The study from which the current datginated took place at a single
specialty hospital located in the Midwest. The siEmyas predominantly white females
who had been prepared at the baccalaureate |Bath collection for the original study
occurred during a time of hospital reorganizatiad ahange, all of which could have
affected the participants and influenced the respdao research questions posed during
the debriefs. If the organization had not experehupheaval and change during the
time when data were collected the serious reseanchst consider if a sense of fear
would have been as prevalent in the findings.dhanging situation induced fear, did
fear influence Sense of Self and heighten Self-Anass. Was a greater Sense of Self
responsible for participants finding their voicaldreing able to express needs?
Therefore, findings from the current study représety those participants who took part
in the original study and cannot be generalizedifferent programs in other

organizations.
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Summary

The NGN and the experienced nurse who is changiagfipe settings or
specialty share a similar path as they transitoimdependent practice. They each value
the Human Connection and support offered by aéichitumber of preceptors. As each
group of transitioning nurses moves from relianeea@receptor they look for a mentor
or go to person as another coping resource and H@uoanection to help them when
questions or difficult patient care situations @ri8oth groups enjoy the Institutional
Support that a well-planned orientation programvigtes during transition. The
experienced nurse not only expects a Process Agpioaway of a well-planned
orientation program, they also expect an orientat@dlored to individual learning needs
that acknowledge prior experience. Both groupsusges in transition expect honest
communication and timely, constructive feedback amearly relationship with
members of the leadership team and see these dkeatea coping resource of support.
Both groups also have a sense of self and canifigeritat they need, what they know
and don’t know and what’s real when caring for ghhacuity specialty patient
population.

The tone of transition is positive at PDD 1 ortaee months post hire date, when
the nurse in transition has moved in and begutoting process of moving through. The
preceptor is mentioned often and repeatedly andnsidered a key to successful
transition. PDD 2 or six months post date of héram especially stressful time for the

NGN and the experienced nurse who is changingipeasétting or specialty. PDD 2 is
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the point in transition when the time sensitivatieinship with the preceptor is coming to
or has ended. It is at this time that newly hinedses look for a mentor or go to person
to provide the continued support and Human Conoecteeded for successful transition.
PDD 3 falls after the nurse in transition has bemployed for nearly one year. PDD 2
marks a time when the nurse in transition is miretthe moving through stage of
transition. Evidence from the current study sugges although both groups of nurses
in transition were expected to practice indeperngentPDD 3 each group continued to
seek the support of a mentor or go to person. étithe of PDD 3 one could expect the
nurse in transition would be moving out and askumigit comes next. To the contrary;
this group of participants remained bogged dowtiheg moved through the transition
while seeking independence in practice.

Fear as a coping resource also followed the narseighout transition. Fear as a
coping resource should be viewed as a liabilityvas a real response to situations that
occurred during transition to independent practice.

Most of what nursing knows about the nurse in titaorsis centered on the NGN;
little is known about the transition of the expaded nurse who is changing practice
settings or specialties. Although the current stdidiyshed light on the expectations of
the experienced nurse and orientation, more worggaired to understand other
transition needs of the experienced nurse. Nuisy needs to explore the needs of the

nurse in transition past the first year.
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Table A
Schlossberg’s Theory of Transition

Component Definition Code(s) Notes

Moving In Starting point of
Transition individuals
have common
agendas/needs
Orientation to a new
setting

Time frame First 1-3 months of
transition

Types of transitions Anticipated
Unanticipated;
Unscheduled
unpredictable, crisis
Nonevent; it never
occurred

Context The relationship of the
individual to the
event/nonevent

Impact The degree to which the
transition alters one’s
life

Moving Through long process. In between
time when questions
arise about transition.
Individuals need help
sustaining energy &
commitment to process

Time frame 3- 6 months of transition
process may last longer
up to 1 year

Coping Resources, 4S  Self What the individual

system; situation, brings to the situation.

support, self, strategies Individual
characteristics;
socioeconomic status,
age, gender, stage
Support
Key to handling stress.
Social support; friends,
family, intimate
relationships
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Component

Definition Code(s) Notes

Moving Out

Taking Charge
strengthening
Resources;

Strategies

The way people do
things to avoid being
hurt. Strategies for
coping grouped into 3
areas; modify situation,
modify meaning of
situation, manage the
stress. Successfild
usemore than 1
strategy Situation
Varies by individual.

Role change
Ending and asking what
comes next

balance of assets and
liabilities. Demonstrates
the use of new coping
strategies
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