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Abstract

Aim: To determine if the current rural graduate programs in Western Australia

adequately support new graduate nurses transitioning into rural and remote practice.

Background: Graduate nurse transition to employment is a time of significant
change and challenges often results in periods of transition shock. These challenges are
magnified in rural areas when graduates have limited rural nursing experience and move
to commence their career. Supportive graduate nursing programs are essential for
enabling nursing transition to practice and assist in reducing attrition rates. Graduate
programs were developed to smooth the transition for university trained bachelor’s

degree registered nurses into the workforce.

Design: A parallel convergent mixed method design which was informed by
Duchscher’s Stages of Transition Theory, the conceptual framework chosen to guide the

study.

Method: Through a purposive sample of graduate and senior nurse participants
were invited from rural and remote Western Australia during 2015 to mid-2016. The
quantitative tool was applied three times to new graduate registered nurses of which a
total of 34 completed the survey. The survey was applied once to senior nurses, 40 of
whom completed the survey. Semi structured interviews were conducted for both
cohorts at three separate time intervals. Ten new graduate registered nurses and 15
senior nurses were interviewed throughout the 12-month timeframe. Braun and Clarke
thematic analysis was applied to analyse the qualitative data. Descriptive statistics and

content analysis were used to analyse the surveys.

Results: In the first three months new graduates cycled through both transition
shock and honeymoon periods resulting in a high level of satisfaction overall, however
less satisfaction with the preceptorship. The level of satisfaction dropped significantly at
seven months resulting in transition crisis before the adjustment period began. The
transition occurred in a linear manner over three distinct timeframes. Limited resources
were highlighted as an obstacle to providing adequate support in the rural graduate

programs.



Conclusion: Graduate programs need to be structured but flexible to allow for
individual differences in graduates and clinical situations. The honeymoon stage co-
existed with transition shock which may hide the need for adequate support to continue.
Inadequate and/or a lack of preceptorship was evident throughout the Western

Australian rural graduate programs.

Relevance to clinical practice: Graduate programs need to be structured but
flexible to allow for individual differences in graduates and clinical situations. New
graduate nurses would benefit from a break midway through their transition year to
assist and overcome the transition crisis stage. Development of the preceptor role
through education is required to deliver adequate support to graduate nurses and
decrease transition shock. Emphasis on the transition journey is required in
undergraduate final semesters to help better prepare new graduates to manage the

change from students to registered nurse.
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Graduate nurse
coordinator
(GNC)

Supernumerary

Preceptor

Support

Performance

management

Definitions

A graduate nurse coordinator relates to the senior nurse
who oversees the graduate program within the hospital. Within
the rural setting, the graduate nurse coordinator may hold a
different name such as clinical educator or staff development

nurse, and often hold more than one portfolio.

A supernumerary is when a nurse works alongside
another nurse and does not take a patient load therefore they
don’t have direct responsibility and spend time learning the
system in a new environment (Rush, Adamack, Gordon, Lilly,
& Janke, 2013).

A preceptor is a ward registered nurse allocated to a
graduate, who aims to instil confidence, develop clinical
knowledge, time management skills and encourage resolution

for a selected period of time (Fedoruk & Hofmeyer, 2012).

Support involves a number of attributes that works
towards enhancing clinical competency, increasing confidence,
critical thinking and professional development of graduate
nurses (Duchscher, 2008). It involves attributes such as access
to nurse educators, preceptors, study days and structured

programs.

Performance management is the evaluation of each
graduates’ level of competency by a senior nurse. Usually
undertaken at the beginning of a rotation to develop learning
objectives and at the end of each rotation to provide feedback

on how well the graduate met the objectives.
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CHAPTER 1: Introduction

Introduction

Expectations of new graduate rural nurses differ to what is expected of
metropolitan graduate nurses as rural nursing is different to nursing in the metropolitan
areas. Literature suggest there is greater autonomy, a sense of community and often
varied clinical skills required in rural areas (Lea & Cruickshank 2007; Lea &
Cruikshank, 2014). The diversity of patients and level of responsibility differ in the
rural hospital which can be attributed to lower staff ratio, and patients with varied
ilIness or medical complaints. The clinical knowledge required for rural nursing is broad
as opposed to specific (Lea & Cruikshank, 2017), moving between nursing paediatric,
adults to older adults and emergency cases. Bennett, Barlow, Brown, & Jones (2012)
claim that attrition rates for new graduates are as high as 86% in some rural and remote
areas in Australia. Within rural Western Australia (WA) in 2015, there are 17 hospitals
throughout the seven regions offering graduate programs to support the transition to
rural registered nursing. Transition programs are vital in rural areas to reduce the effects

of transition shock and decrease attrition rates.

This chapter presents the rationale for this study and explains why this particular
area of nursing was chosen for investigation. It provides an overview of the support
available for graduate nurses and the broad healthcare setting within rural and remote
Western Australia. In addition, this chapter will outline the purpose and significance of

the study and conclude with an overview of the thesis structure.

Rationale for this study

During my clinical career, |1 worked across three different regions within rural
Western Australia. While in a senior position | was approached by junior nurses who
required support and education as part of their graduate program. | found the experience
of assisting junior nurses with complex procedures unsettling. | felt unprepared as | did
not feel I had the skills to teach advanced clinical procedures. At the time, no formal
training programs were offered to senior nurses in the hospital prior to taking on
preceptor roles. | later discovered that there were no structured programs available to

the junior nurses in the rural area. This was due to the fact that the nurse educator



overseeing the 12-month graduate program in the hospital, was also the only clinical

nurse manager with many other hospital responsibilities.

My lack of preceptorship training, absence of formalised training programs for
graduate nurses in the rural environment and dearth of literature in this area, therefore
kindled my interest in this field of research. | developed an interest in determining what
were the facilitators and barriers to effective graduate nursing programs and what sort of
rural training programs adequately supported nurses in their transition from university

to rural clinical practice.

Graduate nurse programs

In Australia throughout the 1980s, nursing education moved from a hospital-based
training model to the university sector (EI Haddad, Moxham, & Broadbent, 2013). Prior
to 1980, nursing education in Australia consisted of an apprenticeship-style training
where the majority of clinical skills were learnt within the hospital environment (Cowin
& Duchscher, 2008). Student nurses were employed by hospitals and conducted their
apprenticeship within one facility. It was during this time that nurses learnt the culture
of the clinical environment and became an integral part of the hospital setting (El
Haddad, et al., 2013). However, since the shift of nursing training to the university
sector, practical experience during a nursing students’ education is now attained at a
variety of facilities. This, coupled with advances in the technology and complexity of
patient care, have led to increasing demands for accountability from both universities
and hospitals to train nurses for the future workforce (ElI Haddad, et al., 2013).

Transition programs for graduate registered nurses were introduced into most
hospitals in Australia following the move of nurse education into the university setting.
The introduction of these graduate programs was premised upon the understanding that
new graduates require time to adequately develop particular skill sets. Research also
found that the high attrition rate of newly trained graduates was often due to lack of
confidence and support within the first few months (Goode, Lynn, Krsek & Bednash,
2009). Reducing the notably high attrition rates both nationally and internationally
during the graduate programs, are important factors to consider especially considering
the estimated worldwide future nursing shortage (Rush, Adamack, Gordon, Lilly, &

Janke, 2013). Graduate training programs are currently offered throughout Australia in



the first year of practice, to bridge the gap, with the theory taught at university
compared to the practice expected in a clinical setting (de Swardt, du Toit & Botha,
2012). The graduate programs also help reduce the initial culture shock, which is often
experienced when a graduate is new to an environment and has limited experience
considering that it takes time to adjust to a new clinical environment (Kramer, Brewer
& Maguire, 2013). The graduate program has become an essential part of the new
graduates’ transition year. The requirements for graduates have changed significantly
since the move of registered nurse (RN) education into the universities and the
decreased clinical exposure during training (Reeves, 2007). Rush et al., (2013) suggest
that structured graduate programs need to focus on implementation of clinical skills,
mentorship training and peer collaboration, all areas which are difficult to teach in

university nursing programs.

While it is acknowledged that research has been conducted into graduate nurse
programs across Australia and internationally, the uniqueness of Western Australia,
including the remoteness and limited resources available in areas outside metropolitan
Perth, had not yet been researched nor had literature published. For this reason, the
research presented in this thesis explored the nature of support available to new
graduate registered nurses (NGRN) undertaking graduate programs, throughout all the

seven regions of rural and remote Western Australia.

Rural and remote workforce

Western Australia has a surface area of 2.5 million square kilometres, with a
significant area considered rural, remote and very remote (WACHS, 2018). The way
remoteness and rurality are defined and understood is important. Defined remoteness or
rurality is used to assess health and workforce needs, and the resources allocated to
meet these needs, include staff and physical resourcing, and other funding.

Several different classification systems have been developed to define remoteness
and rurality in Australia. These tend to be defined in terms of the size of a community,
distance from population centres, and access to services. In Australia, the three systems

most commonly used to categorise remoteness include:

o The Rural Remote and Metropolitan Areas classification uses population size

and direct distance from the nearest service centre to determine seven



categories: capital cities, other metropolitan centres, large rural centres, small

rural centres, other rural areas, remote centres and other remote areas.

o Accessibility/Remoteness Index of Australia uses a geographical information
system to define road distance to service centres to produce a sliding scale of
remoteness. Accessibility/Remoteness Index of Australia includes five
categories: highly accessible, accessible, moderately accessible, remote, and

very remote.

e The Australian Standard Geographical Classification defines remoteness by
Census Collection Districts on the basis on the average Accessibility/
Remoteness Index of Australia score within the district. The remoteness of
local areas is then assessed and classified by the Accessibility/Remoteness
Index of Australia categories: major cities, inner regional, outer regional,

remote and very remote.
(AIHW, 2004)

Rural and remote areas employ a smaller percentage of nurses compared to
metropolitan areas. According to the World Health Organization (WHO), 50% of the
world’s population lives rurally, however only 38% of nurses worldwide, work within
rural areas (WHO, 2009). According to Mills, Francis, and Bonner (2005) the rural
nursing population within Australia accounts for approximately 26% of the total nursing
workforce. Life in the rural sector is often likened to living in a goldfish bowl (Germov,
2009). Health care professionals have the sense of being known in a community,
lacking privacy and often being consulted in shopping centres for medical advice
(Germov, 2009). Socialisation can be difficult and isolating, living and working in a
rural setting creates an extra dilemma for new graduates to navigate (Lea & Cruikshank,
2007). Rural areas of Western Australia encompass one third of Australia’s surface area,
and similar to national figures, 25% of the Western Australian nursing population are
located in rural areas (WACHS, 2010). Western Australia Country Health Service
provides over 29 direct patient services including acute, chronic, and palliative care
services to over 531,934 people (ABS 2016 cited in WACHS 2018; WACHS, 2012).

Rural Western Australia is divided into seven regions for the purpose of

delivering health care and the majority of these regions are located north of Perth. The



northern regions include the Kimberley, Pilbara, Midwest, Wheatbelt, and Goldfields.
The South West and Great Southern regions are located south of Perth (see Figure 4:2).
According to WACHS (2010) the further north a healthcare centre is situated the more
population density decreases. For example, the Kimberley region has an estimated
population of 36,000 in a land area of 421,450 square kilometres (0.09 people per
square kilometre), whereas the South West has a population of 167,000 with a land area

of only 24,000 square kilometres (7 people per square kilometre).

Based on distance from essential services, the Kimberley region is more remote
than the South West. The Goldfields, on the other hand, has a land mass of 770,488
square kilometres, the largest of the seven regions of rural Western Australia, and is
home to approximately 61,500 people (0.08 people per square kilometre). The
Kimberley, South West and Goldfield regions areas are all classified as rural; however,
the majority of the Kimberly region is further classified as remote and very remote. The
Goldfields are further classified as very remote, remote and outer regional, in
comparison to the South West region, which is classified inner regional, outer regional
and remote (Wood, Newton, Bineham, & Lockwood, 2012a, 2012b, 2012c). The
classification of the three rural areas highlights the diversity in the country regions and

is reflected within the health care system of Western Australia.

Health profile of rural and remote population of Western Australia

The demographics and demands on Western Australian hospital and healthcare
services vary and are dependent on remoteness and population density. For example, in
the Kimberly region, 46% of the residents are of Aboriginal descent, compared to only
3% in the South West (Wood et al., 2012a, 2012b, 2012c). Within the Pilbara region,
about half of the population are fly in fly out (FIFO) or drive in and drive out (DIDO)
employees (WACHS, 2010). Fly in fly out and drive in and drive out employees in
Western Australia mainly consist of employees of mining and resource development
companies who work on a roster system. They fly or drive to remote areas and work on

site for a selected period of time before returning home for a period (Storey, 2010).

Given the substantial differences in population demographics across the state,
each of the regions has different healthcare needs and demands. According to Wood et

al., (2012a, 2012b, 2012c) the predominant reason people attend emergency



departments (ED) across rural Western Australia is due to injury, poisoning and toxic
drug effects, with the exception being in the Kimberly region. The high percentage of
injury presentations can be attributed to the types of employment in rural areas, which
includes agriculture, mining, forestry and fishing jobs (Germov, 2014). These work

categories are considered some of the highest risk jobs in Australia (Germov, 2014).

In contrast to other regions, the Kimberley region demonstrates different
emergency department presentations, although high risk jobs are prominent within the
region. Health profile statistics revealed that skin, subcutaneous tissue and breast related
conditions were the main reasons people presented to the emergency department in
2013/14 (Serafino & Anderson, 2015). Norwegian scabies, which is highly contagious,
(Holt, McCarthy & Carapetis, 2010) is often seen in emergency departments as opposed
to a general practice largely due to the cost and lack of general practitioner clinics in
some areas (Serafino & Anderson, 2015). Category three presentations, the
classification assigned to patients who are unwell but not critical and need to be seen in
less than 30 minutes, were also high in the Kimberley region (Wood et al., 2012a,
2012b, 2012c). It should be noted that the Kimberley region has a higher percentage of
Aboriginal people, who live in crowded conditions and have a high prevalence of
chronic diseases. For example, renal failure is 10 times more common and
cardiovascular presentations are four times higher than the non-Aboriginal population.
Because of the higher prevalence of chronic diseases, Aboriginal people have a lower

life expectancy (Germov, 2014).

In all seven regions there are large proportions of non-emergency, general practice
presentations. The frequency of diseases of the ear, nose and throat, respiratory
disorders, muscular skeletal conditions and digestive disorders varies between regions
(Wood et al., 2012a, 2012b, 2012c). The variance could be attributed to access to
healthcare centres, socioeconomic factors, transport issues, education and age (Serafino,
Anderson & Waenerberg, 2015). This indicates that healthcare services in Western
Australia would benefit from improved primary health care facilities across all regions
(Wood et al., 2012a, 2012b, 2012c). Whilst these statistics do not take into account the
very remote nursing posts or health care facilities, that due to their location do not have
an emergency department, they provide an overview of the healthcare needs of rural and
remote Western Australia. According to Phillips (2009), health outcomes in rural



settings are worse than health outcomes in metropolitan areas and tend to worsen the

more remote a region is.

Differences in severity or types of presentation between rural and remote Western
Australia can present challenges for graduate nurses, particularly those trained in
metropolitan centres who have not had rural and remote hospital placements during
their university education. Patients can present with poor social conditions and
prevalent health complaints which increases the challenge. These are known factors
which impact on graduate nurses. What is unknown is how well graduate nurse
programs in these rural and remote locations supports the graduate nurse during their

transition phase.

Purpose of this research

The purpose of this research project was to determine if the rural graduate
programs in Western Australia adequately support new graduate nurses transitioning
into rural and remote practice. This study explored the experiences of new graduate
registered nurses and senior registered nurses (SNs) to determine if current graduate
programs were effective in supporting new graduates to build the confidence and skills
necessary for rural and remote practice. This study explored the facilitators and barriers
to effective nursing graduate programs in rural and remote Western Australia. The
research also considered if a sustainable, structured and universal graduate nurse
programs for rural and remote areas within the seven regions of Western Australia was

desirable and practical.

Research questions

1. What are the experiences of nursing graduates in rural and remote Western

Australia?

2. Are the rural nursing graduate programs effective in supporting new

graduates in building confidence for rural and remote practice?

3. What are the facilitators and barriers to effective nursing graduate programs

in rural and remote areas?

4. How satisfied are graduate nurses with the nursing graduate programs in rural

and remote Western Australia?



Objectives

e To explore and describe the experiences of nursing graduates in rural and
remote Western Australia.

e To determine the effectiveness of rural transition programs in building the

confidence of new graduate nurses over a 12-month period.

e To determine the effectiveness of rural and remote transition programs in
providing adequate support for nursing graduates to enable consolidation of

knowledge.

e To identify the facilitators and barriers to effective nursing graduate transition

programs.

Significance of the study

The transition phase for graduate nurses has been subject of numerous reviews
(Rush, et al., 2013). However very few studies have investigated the supportive
measures for rural and remote graduate nurses (Lea & Cruickshank, 2015; Mills, Birks
& Hegney, 2010; Mills et al., 2005; Ostini & Bonner, 2012; Sivamalai, 2008; Trépanier
et al., 2013). To date there is no literature on the graduate nursing programs in rural and
remote Western Australia. This research therefore provides both a practical and

theoretical contribution to the health sector workforce in Western Australia.

In the past, attrition rates within the first year of nursing have been recorded at
unacceptable rates due to inadequate nursing transition graduate programs (Rush, et al.,
2013). Bennett, Brown, Barlow, & Jones (2010) found that attrition rates within the first
year of nursing practice were between 20-50% and have been noted in some rural and
remote areas to be as high as 86% in Australia. Internationally, the implementation of
structured graduate programs has been associated with a decrease in attrition from 34%
to 6% (Bennett, et al., 2010; El Haddad, et al., 2013; Rush et al., 2013).

Although there are structured programs within rural and remote Western
Australia, every region has a different program with different support systems available
to graduate nurses. This research explored whether the current programs provided the
support required, for both new graduate registered nurses and senior nurses working

with graduates in rural and remote areas. This study reviewed the level of support and



intention of graduates to continue working in rural areas after completion of the

graduate year.

Method

A parallel convergent mixed method approach was chosen for the study. Creswell
(2014), along with Teddlie and Tashakkori (2009), stipulate that applying mixed
methods to research values both statistical and narrative views. Qualitative data from
interviews and quantitative data from questionnaires were collected simultaneously at 3-
4 monthly intervals over a 12-month period. Graduate nurses and senior nurses’
precepting graduates were included within the study. The experiences of both senior and
graduate nurses were considered vital to this research as both are integral parts of the

graduate program.

Duchscher’s theoretical framework, also known as the Stages of Transition, was
selected as the framework for this research. Duchscher’s (2007) framework has a strong
theoretical influence from two seminal frameworks, Kramer Reality Shock framework
(Kramer 1974) and Benner’s Novice to Expert framework (Benner 1984), (Duchscher,
2008). The framework provided a structured approach to the collection of both
qualitative and quantitative data, with the underlying concepts used to develop the
questionnaire and the semi-structured questions. The framework also guided the

analysis of both qualitative and quantitative data.

Organisation of the thesis

This thesis includes 11 chapters, commencing with this introductory chapter
which has outlined the rationale for this study. This chapter includes a background to
the study providing a very brief history of nursing graduate programs and an outline of
the issues experienced with rural and remote health services. Also included is the
purpose and significance of the study, an outline of the research questions and aims,

method, and a brief introduction to the theoretical framework.

Chapter 2 consists of an integrated review of the literature on graduate nurse
programs, drawing on international and national research. Emphasis is placed on the

facilitators and barriers of graduate programs in both rural and metropolitan settings.



The integrated review elucidates the lack of research regarding rural and remote nurse

graduate programs in Western Australia.

Chapter 3 provides a description of the theoretical framework underpinning this
study, the Duchscher Stages of Transition Theory, focusing on the doing, being and
knowing stages. This model encompasses socialisation, reality shock and the clinical

progression of a graduate nurse’s transition to practice.

Chapter 4 describes the research paradigm, the study design and the research
methods used in this study highlighting why a mixed method approach was chosen. The
settings for the research and how the participants were selected are outlined along with
ethical considerations, development of the questionnaire, data collection, and the data

analysis methods.

Chapters 5 and 6 present the qualitative findings on the facilitators and barriers
experienced by both new graduate registered nurses and senior nurses throughout the 12
months’ transition into rural and remote practice. Chapters 7 and 8 present the

quantitative findings from the nursing graduates and senior nurses, respectively.

Chapter 9 presents both the qualitative and quantitative findings together. Chapter
10 brings together all the findings and reflects on the graduates’ transition experiences
provides an idea of a new model evolving from the Duchscher framework. This chapter
also interprets recent literature to support or challenge the findings from this study. The
final chapter, Chapter 11, presents a summation of the findings and proposes

opportunities for future research.
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CHAPTER 2: Integrated Review

Chapter 2 of this thesis has been published by Wiley as the following article:

Fowler, A. C., Twigg, D., Jacob, E., & Nattabi, B. (2018). An integrative review of rural
and remote nursing graduate programmes and experiences of nursing graduates. Journal
of Clinical Nursing, 27(5-6), €753-¢766. DOI: 10.1111/jocn.14211

(Published under Amanda Graf’s former name A. C. Fowler)

The green open access version of this paper will be available at:

https://ro.ecu.edu.au/ecuworkspost2013/3799/
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Aims and objectives: To examine international studies that specifically focus on
transition to practice for graduate registered nurses in rural and remote areas.
Background: Supportive graduate nursing programmes are essential for enabling
nursing graduates’ transition to practice and reducing attrition rates. Literature
examining support measures for nursing graduates within metropolitan areas is
abundant. However, there is a paucity of evidence on effective graduate pro-
grammes for rural and remote-based nursing graduates.

Design: A systematic approach was used to identify robust research within appro-
priate electronic databases.

Method: Eligible articles were critically reviewed using the Mixed Method Appraisal
Tool critical appraisal tool. Eligible articles were thematically analysed using the
Braun and Clark approach.

Results: Eight articles met the selection criteria for inclusion. Findings revealed that
while most graduate nurses survived the transition process, they often felt over-
whelmed and abandoned with intense feelings of frustration. Many suffered transi-
tion shock and did not feel ready for the role. Socialisation of graduates to the
clinical environment was lacking. Support offered in many graduate programmes
was ad hoc and unstructured. Senior staff were inadequately supported in their
roles as preceptors to assist with the transition. Critical support measures recom-
mended included both debrief sessions and regular one-on-one support.
Conclusions: Graduate programmes need to be structured yet flexible to accommo-
date the needs of rural and remote nurse graduates. Graduates need to be transi-
tioned into practice with decremental support processes for both workloads and
education. Preceptors require education on how to mentor before they can provide
the appropriate support for graduates. Without these measures in place, a decrease
in transition shock may not be possible.

Relevance to clinical practice: Graduate programmes need to be structured yet
flexible, including assistance with both clinical skills and socialisation. Senior staff
require education before they can adequately support new graduates.
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graduate programmes, new graduate nurses, preceptorship, rural and remote, socialisation
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1 | INTRODUCTION

New graduate programmes following completion of degree pro-
grammes are currently offered in many countries for registered
nurses. As registered nurse education is predominately conducted in
universities, new graduate programmes have become essential to
bridge the gap between theory and practice and to help reduce the
initial transition shock for graduate nurses. A new graduate’s experi-
ence during transition into the workforce is directly related to attri-
tion rates (Phillips, Kenny, Esterman, & Smith, 2013). Frequent
restructuring of rural healthcare facilities can lead to staff shortages.
As a result of these shortages, graduate nurses are being expected
to work without support, beyond their present abilities, creating less
than desirable graduate experiences (Lea & Cruickshank, 2007). In
rural Australia, nurse graduate attrition rates have been reported to
be as high as 86% (Bennett, Brown, Barlow, & Jones, 2010). Reduc-
ing the notably high attrition rates both nationally and internation-
ally during new graduate programmes is crucial, especially with the
projected future nursing shortages (Rush, Adamack, Gordon, Lilly, &
Janke, 2013). The needs of the novice nurses are dynamic and have
changed significantly since the transfer of registered nurse education
from health services to the university system (Reeves, 2007). Rush
et al. (2013) suggest that structured new graduate programmes
should focus on clinical skills, mentorship training and peer collabo-
ration. The purpose of this review was to examine studies world-
wide that are specifically focused on the support new graduate
registered nurses in rural and remote areas receive and their experi-
ences of their new graduate programmes during their transition to

practice.

1.1 | Graduate transition

Workforce planners are experiencing challenges due to the signifi-
cant number of experienced nurses reaching the age of retirement
(Hoare, Mills, & Francis, 2013). A shortage of 85,000 nurses by 2025
is predicted by Health Workforce Australia (Health Workforce Aus-
tralia, 2014) as the number of nurses retiring is greater than those
entering the workforce. This workforce shift has placed a strain on
health facilities both in primary healthcare and in acute healthcare
settings (EI Haddad, Moxham, & Broadbent, 2012).

Increasing the number of new graduate nurses is one strategy to
manage the predicted shortage (El Haddad et al., 2012; Gregg, Shige-
matsu, Hayashi, Kono, & Yoshida, 2011; Koh, 2013; Kowalski & Cross,
2010; Wu, Fox, Stokes, & Adam, 2012). However, there is evidence
that an increasing number of new graduate nurses are leaving the pro-
fession within the first year of employment (Parker, Giles, Lantry, &
McMillan, 2012). Reasons behind rising attrition rates include bullying,
poor training, insufficient socialisation, ineffective support, unrealistic
workloads and transition shock (Phillips et al., 2013). Widespread
research indicates that transition shock is common among new gradu-
ate nurses, both in rural and in urban areas in Australia (Fielden, 2012;
Gregg et al., 2011; Kowalski & Cross, 2010; Lea & Cruickshank, 2007;
Phillips et al., 2013). “Transition shock” is a term that incorporates four

What does this paper contribute to the wider
global community?

Rural and remote preceptors are required to provide both
social and clinical support and need to be educated on
how to best undertake this.

Graduates programmes need to be structured but flexible

to allow for individual differences in graduates and clini-
cal situations.

Further research is required to understand the needs of
the rural and remote graduate nurse.

distinct elements relevant to the graduate’s experience: emotional,
physical, sociocultural and intellectual (Duchscher, 2007). Transition
shock may occur when a new graduate is placed in an environment
that is new or foreign and is characterised by emotions including
stress, frustration, discouragement and disillusionment (Duchscher,
2009). Within the first 4 months of employment, the emotional chal-
lenges of the transition vary depending on the supportive nature of
the environment (Duchscher, 2007). New graduates who are less sup-
ported are more likely to feel overwhelmed, scared, have self-doubt
and be fearful, which may result in the resignation of a graduate nurse.
Consequently, a new graduate’s experience during the transition into
the workforce directly influences attrition rates (Phillips et al., 2013).
In Australia, the estimated cost to replace a new graduate is approxi-
mately AU$100,000 (El Haddad et al., 2012).

Australian research has found that heavy workloads, inadequate
levels of support and undesirable organisational cultures are associ-
ated with negative experiences within the first year of a nurse’s
career, resulting in some 50% of new graduates leaving during this
period (Parker et al., 2012). Unclear or unrealistic expectations of a
new graduate nurse may add to their frustration and ultimately
result in negative experiences (Fielden, 2012; Koh, 2013; Lea &
Cruickshank, 2007; Ostini & Bonner, 2012). Similarly, research in
Sweden demonstrates that lack of confidence, feelings of frustration
and inadequacy and not feeling ready to take on a full patient load
are some of the main complaints of new graduate nurses when they
first enter the workforce (Andersson & Edberg, 2010). Similarly,
studies from Saudi Arabia and Singapore have found that new gradu-
ates are often overwhelmed at the beginning of their transition (Fiel-
den, 2012; Koh, 2013; Lea & Cruickshank, 2007). The responsibility
of preparing new graduates for the transition lies with universities,
according to Lea and Cruickshank (2007), who suggest that universi-
ties need to prepare undergraduates so they know how to manage
expected social and clinical challenges in the work place.

Nursing education in Australia moved to the university sectors
during the 1980s, and subsequently, both universities and hospitals
jointly assumed accountability for the quality of nurses entering the
workforce. Despite this joint accountability, El Haddad et al. (2012)
argue that preregistration education is the domain of universities,
while postregistration training is exclusively the responsibility of
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healthcare facilities. As new graduate nurses have completed prereg-
istration education, this places a burden on healthcare facilities to
adequately support the increasing number of nursing new graduates
and to effectively decrease the rate of attrition. Healthcare facilities
must be aware that, no matter what university education was
attained, new graduate nurses may not be necessarily work ready
and able to undertake a full workload (Keahey, 2008). A gap may
exist between what was taught in theory and how to implement the
knowledge into practice, making a new graduate programme an
essential part of a transition year (El Haddad et al., 2012; Koh, 2013;
Wolff, Pesut, & Regan, 2010). Structured new graduate programmes
need to focus on clinical skills, mentorship training and peer collabo-
ration (Rush et al., 2013).

1.2 | The rural context

Experiences for new graduate nurses in rural areas differ from urban
graduates; rural nurses are often expected to work in several depart-
ments, become specialised in more than one area, show confidence in
their skills and be able to work independently (Keahey, 2008). Conse-
quently, nurses in rural areas are more generalised the more remotely
they work (Mills, Birks, & Hegney, 2010). Rural nurse managers have
been found to expect new graduates to be independent workers, criti-
cal thinkers and demonstrate competence in generalist nursing skills
on commencement of their graduate year (Bennett, Barlow, Brown, &
Jones, 2012; Nayda & Cheri, 2008). Lea and Cruickshank (2007) argue
this is an unrealistic expectation, as the generalist skill set required for
rural nursing often takes years to acquire. Over the last decade, new
graduate programmes have been ad hoc and fall short of what is
required for rural new graduates (Bennett et al., 2010). Parker et al.
(2012) suggested that transition to practice in rural and remote areas
could be improved with access to education, organisational support
and enhanced communication along with the availability of resources
specifically relevant to rural areas.

In addition to clinical orientation, new graduate nurses relocating
to a rural hospital need to transition socially (McKenna & Newton,
2008). Rural nurses tend to reside in the communities where they
work, often finding that they have to maintain both professional and
social relationships with coworkers and patients. When something
negative happens in a nurse’s private life, it is difficult to keep it pri-
vate from the rest of the community (Mills et al, 2010). Equally
daunting is nursing a client belonging to the same social group
within the community. This substantially increases the general pres-
sures in developing the required skill set of a registered nurse and is
why support and guidance is critical to the successful transition of
new graduate nurses in rural areas (Keahey, 2008).

There is a plethora of information discussing the new graduate
nurse experience, transition and the importance of strong support
during the transition period in metropolitan areas (El Haddad et al.,
2012; Koh, 2013; Rush et al., 2013; Wolff et al., 2010). However,
there is limited literature available on the support available for new
graduate nurses within the rural context and how best to ensure
their retention in the health workforce.

Journal of e
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2 | AIMS

The purpose of this integrative review was to examine studies
worldwide that specifically focused on support processes for new
graduate registered nurses in rural and remote areas and their expe-
riences of their new graduate programmes and transition to practice.
The aim of this analysis was to identify the qualitative, quantitative
and mixed-method studies that explore the experiences of rural and
remote new graduate registered nurses who participated in new

graduate programmes.

2.1 | Research questions

1. What support structures are available to assist the transition of
new graduate registered nurses in rural and remote areas?
2. What are the experiences of rural nursing graduates enrolled in

new graduate programmes?

3 | METHODS

The following PICoS statement was used for the search strategy for

all research study designs:
3.1 | Protocol

P (population) graduate nurses

| (phenomenon of interest) new graduate programmes
Co (context) remote and rural hospitals

mixed/integrative methodology,
qualitative and quantitative

S (study design)

The Joanna Briggs Institute (2014) literature review method was
followed. This process involved the development of objectives,
inclusion and exclusion criteria, a comprehensive search, critical
appraisal, data analysis and final presentation. However, the Mixed
Method Appraisal Tool (MMAT) was applied to critically appraise
the literature. The Mixed Method Appraisal Tool (MMAT) consists
of four main criterions for each study design. The presence or
absence of a criterion attracts a quality score of 25% or 0%,
respectively. The lowest score for either the qualitative or quantita-
tive segment in a mixed-method study is recorded because the
quality of the article cannot exceed the weakest component (Pluye,
Gagnon, Griffiths, & Johnson-Lafleur, 2009). The
searched included the Cumulative Index to Nursing and Allied
Health Literature (CINAHL), MEDLINE, ERIC, Informit, Web of
Science and Scopus. There were three major groups of search

databases

n o«

terms: “graduate nurses,” “graduate programmes” and “rural and
remote settings,” were used for the search of each database as
listed in Table 1. Boolean terms “OR” and “AND” were applied

where appropriate.
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TABLE 1 An example of the search terms used in CINAHL database Logic Grid with Keywords and Index Terms or Subject Headings (CINAHL)

Population

Graduate Nurses

New nurse(s)

New graduate nurse(s)

Novice nurses

MH new graduate nurses—education

MH new graduate nurses

MH new graduate nurses—psychosocial factors
MH novice nurses

MH novice nurses—education

MH novice nurses—psychosocial factors

Interest

Graduate programmes
Transitional programme(s)
Learning environment(s)
Training support

Clinical competence
Clinical supervision
Professional development

MH clinical supervision

MH transitional programmes

MH learning environment

MH learning environment—clinical

MH support, psychosocial

MH support, psychosocial, education

MH clinical competence

MH professional development

MH preceptorship

Context

Remote/Rural Hospitals
Remote hospitals
Remote practice

Rural practice

Rural

Rural health

MH hospitals, rural

MH rural health services
MH rural health nursing?
MH rural health

MH rural health centres
Regional hospitals

Regional practice

Study design
Mixed/Integrative
Qualitative studies

Quantitative

Mixed

Preceptorship

3.2 | Screening

The literature search followed the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) flow chart guidelines
(Moher, Liberati, Tetzlaff, & Altman, 2010). The Mixed Method
Appraisal Tool (MMAT) was applied to critically appraise the selected
articles (Pluye & Hong, 2014). Inclusion criteria included papers in
the English language, and peer-reviewed research articles. Papers
were included from 1988 onwards, as this was when the transition
from hospital-based training to tertiary education commenced in
many countries (El Haddad et al., 2012). Inclusion criteria also
included rural and remote context and new graduate programmes
offered in hospital settings. Exclusion criteria included any studies
that focused on programme evaluation and discussion papers only,
undergraduate nursing programmes or community new graduate pro-

grammes.

3.3 | Data extraction and quality appraisal

Figure 1 presents the search strategy: the initial search generated
787 articles. When limiters such as dates, English language and peer
review were applied following the PICoS, 448 articles were excluded.
This decreased the number of articles to 339. Forty-one articles
were then excluded as they focused on undergraduate programmes.
Of the 298 identified articles, both titles and abstracts were
screened by two reviewers (AF and EJ), and 18 articles remained.
Two independent reviewers (AF and EJ or AF and DT) reviewed the
articles using the MMAT critical appraisal tool, and 10 articles were
excluded because they were discussion articles or evaluations and

did not explore new graduate nurses’ experiences. The majority of

the eight remaining papers were qualitative studies and one was a
quantitative study. The studies listed in Table 2 were mainly con-
ducted in Australia and one was based in the USA. Most of the
papers scored 75 or above on the MMAT appraisal tool and only
one scored 50.

Once the studies were selected, data were extracted, and syn-
thesis of the data followed a thematic analysis approach following
Braun and Clarke (2006) step-by-step approach. There are six
steps within this thematic approach; first, one becomes familiar
with the data, then creates codes, identifies themes, uses a
concept map to review the themes, describes and names the
themes and finally provides a report (Braun & Clarke, 2006). The
findings from the quantitative study were included in the analysis
results to support the initial themes evident from the qualitative

papers.

4 | RESULTS

41 | Setting

Eight studies were included in the review, seven based in Australia
and one in the United States of America (USA). The Australian stud-
ies were based in the states of New South Wales (NSW) (5), Victo-
ria (1) and South Australia (SA) (1). The five papers from NSW
reported on three separate studies. One study explored the percep-
tions of 16 senior nurses from one hospital (Lea & Cruickshank,
2015), while another focused on the experience of 15 new gradu-
ates from 14 different rural towns (Lea & Cruickshank, 2014). Two
papers examined the perspectives of 10 new graduate nurses (Lea &
Cruickshank, 2005, 2007). The qualitative study based in South
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Australia consisted of 21 participants from 14 rural hospitals (Mellor
& Greenhill, 2014), and another study in NSW included a small
cohort of five participants all from the same hospital (Ostini & Bon-
ner, 2012). Six studies explored the experiences of new graduate
nurses in rural and remote hospital settings. Most new graduate
nurses were working in public hospitals, although one study also
interviewed new graduate nurses from private health facilities. The
USA-based study based in the state of Milwaukee interviewed 382
new graduate nurses from urban areas and 86 rural-based new grad-

uate nurses.

4.2 | Experiences of the nursing graduates

On conducting thematic analysis of the papers, two main

themes were identified around the experience of new

graduate nurses: “transition shock” and “a sense of belonging”
(Table 3).

421 | Transition shock

Transition shock may occur when a new graduate is placed in an envi-
ronment that is new or foreign and is characterised by unrealistic
expectations (Lea & Cruickshank, 2014). New graduates who are less
supported are more likely to experience transition shock and feel over-
whelmed, scared, have self-doubt and be fearful (Lea & Cruickshank,
2014). Transition shock can be caused by role ambiguity and often
leads to internal conflict (Lea & Cruickshank, 2014). Many of the new
graduate nurses who participated in the reviewed studies experienced
transition shock; this theme is subdivided into three subthemes, “over-

whelmed with change,” “abandonment” and “fractured reality.”



FOWLER ET AL.

ing

Clinical Nurs

Journal of

7% | WILEY—

(senunuo))

11584
Jeuoi8a4 a8.e| e ul swuweidoid
alenpel3 mau |elnd e Jo
sa8ejueApe pue SSdUSIILIP SY)
sy31y3iy—swuwes3oud a1enpesd
M3U |elnJ B UO SUOI}I3|4aY
swweldoud
e ul parosdwi g p|nod eyl
s3uiyy 1e Supjooj—ajenpess
Mau e 3uldq Uo SuoId3|4aY
N¥ ue pue juspnis e 3ulaq
US9M]9( 9DUDISHIP ‘SOARSWSYL
s3uiyz 3ulop dlued o}
j0u Sujuies|—pasus|jeyd Suleg
J01e2Npa [e21Ul]d JO Alljige|ieAe
pue sjaugap ‘quswadeuew
Wi} Y}IM 9dUelsIsse ‘swly
AJdesswnuiadns ‘uoljejusiio
papnjpul siy3—pajoddns Sulag

92130e4d [EDIUID

ul Ajajes pue Ajllenb jnoge

uJes| 0} pasu ayy passatdxa

sajenpeJ3 mau—uolsiaiadns
|eaiulfd 1oy pasN

'9]0J J03dadaud ay3 a1ej|oey

03 92e|d Ul J0U DJ9M SWAISAS

pue ‘syuspnis 03 papiroid

Sem X2eqpaay (11| ‘9|04 3Y3 Jo)

paJedaud jou aiom siojdadaud

‘Apeal yiom Ajny aq 03 pajoadxs

9J9M Sajenpel3—pauopueqe
pue pswaymisnQ

juspnjs e jo jeyy

WU JUIDHIP AJSA sem NY

JO 9]0 3Y3 punoy pue s2130e4d
pue Aioay} usamiaq des ayy

palipuspl sajenpes3—aodiyoeld
Jo4 pasedaidispun

saway}/ssuipuly Aay

SM3IAISIUI PINIINIISILSS
sisAjeue juajuo)
w3ipeled aAl3e3a4diaiu|
ane}end

JedA uolisuely Jo puj
sisAjeue djeway |
sdnoJ3 sndo4

Aloayy papunolo
anije}ilend

A30|opoy3s|n/poyre N

A1[10e) |euoi3au
3UO Wol4
SNYON G = U SL

sjejidsoy |ednd T wouy
sjuedijied
(S,NYON) s9sanu
paJajsi3al

ajenpel3 mau Tg = U S/

sjueddied  240ds
1VINN

Suiyes aued aynde
|euoi3ad/jeanu e ul weasoud

IX33U0D |eJdnJ e uj (MSN) uojjisueJy J1dy3 Suunp

9|04 N¥ 9y} 0} uonisuely S9lep sodouaIadxe ajenpesd

1193 Ul S93enpels Mau JO  Ynos MaN Mau uejesisny
s9ouaIadxa ay3 aJojdxa o] ejjessny (210Z) 4suuog pue 1unso

weu3oud ad130e4d 0}

;Seale |ednJ uj sasunu (v'S) uojjIsues} asinu

paJajsi8as ajenpes3 mau ejjesnsny paJalsi8as pasndoy Ajajes

0} UaAI3 Joddns |euolssajoid ynos janed v (#102)
JO 24njeu ayj aujuIdlap O ejjessny Jllyuaa.19 pue JojIBIN
Swy ydieasay Anuno) 9313 pue Joyiny

uoneIxd eleq

PaMB3IASI 2anjeJall] 8y} Jo Alewwns g 379V.1L



e759

g—WI LEY

Clinical Nursin

Journal of

FOWLER €T AL

(ssnupuo))

*9210310M
Suisinu |edns Y3 ulypm
uoljuajaJ JI3Y) padusNul pue
sa3enpeJs sy} Joj Suladuod se
pa1y31ysiy a4om Ajljigisuodsal
JO [9A3] pue aJn}nd
JeuoijesiueSiQ—adi3oesd [eunu ul

3uisinu pasalsi3as 03 3uisijeldos

‘'spaau poddns s1enpes3

e ]93W 0} MOY UO SSaualeme
3upjoe| a49M JJe1s Joluss

JUSWUOIAUS |ednl

93 UlLjIMm uonedoje jjels pue
Xiw [Ixs Ag pajoajle si pJem sy}
uo sajenpeJs Joj jioddns Ajpwiy
JO uoIsIn0Id—Sasinu pajenpess
Ajmau 03 Joddns 3uipinold

swuweu3oud ajenpesd

|ednJ ay3 Jo s3oadse [eJaAdS YHUM
palysiiessip ‘4onamoy ‘asam Aay |

*92130e4d |eunJ Suliajud Jo dloyd

JI9Y} YyHm s3a43a4 Aue aney

jou pip pue a2130ead 3uisinu

|ednu Jo AJISISAIP ay3 paAolus
sjyuedpiped—s31au3a4 aneH
aouanjjul ulew

9y} uao sem uosiad Asunod

e 3ulaq ‘mauy| Asyj ajdoad

3} Sem [euns 08 03 SuoISIIap
3upjew uaym sjuedidijued

10} UoI3eIapISuUod ulew
9Y3}—Uuo1329uu0d |ednJ SuineH

saway}/sulpuly Aay

SMalAISIUL yidap-ul
ulw-Q6 03 -09
sisAjeue dljeway |
yoeoudde
|ed13ojouswousayd
-d1nauauLIsy
anneyend

SMB3IAJIUL
paJ4njoNnJIsIwLg
sIsAjeue drjewsay |
Apnis ase)
anneyend

SM3IAIRIUI

paJ4n1onJIsIwLg
yoeoudde
|ea13ojouawouayd
—23nNauauLIy

aAieyend

A8ojopoysa/PoyIaIN

sjeydsoy jussayIp 8

SNYON 0T = U SL
[endsoy xT
SNY JOluas 9T = u SL

sjeydsoy juasaylp 8
syuedidiped

SINYON OT = U 0s
sjuedpijed  210ds
1VININ

(MSN) salem

Y3nos MaN ul ao130e4d jeand

ul sasunu w«msbm._w MU J0J
uoljisues} 9|04 3y} aJojdxa o]

eljesisny ul san|idey)
2Jedyjjesy |einJ ul uonisuesy
3[04 3y} Supjew sasunu pajenpeus
A|MaU Jo sadusuadxs [euonisuesy
ay3} paJojdxa jeyy Apnis JasJe| e Jo
sjuedioiied asinu jenu
paduaLadxa

woJy s3ulpuly ayj juasaid o

(MSN) S3eM YInos MaN uJayliou
ul sswwes3o.d uonisuesy
9sinu ajenpeJd ul paAojdwa
s9)enpeJ3 mau Joj uoljisuel)
Jo Asuunof ay3 aJojdxa o] ‘g
s9jenpel3 Mau JO uonualal pue
JuUSWINIdaL 3Y] INOCe 1IN0 puly 0] T

swiy YdJeasay

S9JeAA YINOS MON ul

9o130e4d |eunu ul

$95JNU d)enpel3 mau Jo

MSN adualadxd ay L (£00T)
eljessny Jueysydini) pue ea

s9sInu |ednd
pasusiadxa wo.y
SM3IA :92130e4d [BunJ 0}
uoljsuesy ay3 Sunjew
S9sinu 33enpeJs mau

MSN 8upoddns “(ST0OT)
elesisny Jueysydini) pue ea

saiy|Ioey aJed

yjjeay |ednd

ul sasInu d3enpeJs Jo

uopualal pue

JuSWIIINJIRI BY} ddUN|UI

MSN Jey3 sio3e4 (S002)
elesysny SUBYSHIINID pue e

Anuno) ajn pue Joyiny

uoneIxd ejeq

(penupuod) Z 374VL



FOWLER ET AL.

ing

Clinical Nurs

Journal of

7% | WILEY—

Je[lWIS 9I9M
SJUBWISID 9|04 wuoyad pue
SuoISIDap axew 03 Aduajadwod
pue Juswiwwod |euoljesiuesio
J1943 Jo suondsdiad
's9sINU uegin
UYHM pasedwod ssauls qol Jamo|
pue uoijdeysizes qol uaysiy
Apuesyiudis pey sasinu |eany

9oe|d3J0oM |eD1ul|d 3y} ojul

uones||enos Jvy3 939|dwod

03 9|qe aJam pue Suiduojaq jo

95USS B Uled sasinu Mau eyl

JeaA ajenpes3 e Jo uos|dwod

3y} Jo3je AJUo Sem 3| "palyipuapl

SawaY} 934y} 3yl a4om

uo 3UIAO|N pue duspuadapu
‘3uiduojag Jo asuas

wea} ayj
J0 Jed 3ul@aj—syjuow QT
ul Sulj33es—Ssyjuow 9
pajiels 3u3ad jsnf—syjuow ¢
1SaWBY} YyIm aouepoduwy
JO SaWI) 93.Y3 D49M a9y |

J1I9Y} UlyHMm spasu Suiues)
pue saousiadxe anbiun
9ABY S9SINU d3eNpels Mau [edny

saway}/s3ulpuly Asy

"BLIOPIA DIA ‘EDLBWY JO S3IEIS PaIiUN ‘YSN ‘BI[EJISNY YINOS VS ‘sinu pataisi8al ‘NY ‘SS[eA YINOS MIN ‘MSN (Sasinu paialsi8al a3enpeld mau ‘NYON

swuwesSoud Jo pus pue s|ppiw
‘Iels syl 1e pajds)|od eleq
ugisap [euipn}iSuo]
anneluend

sjyuediiped
6 Aluo dnoJ8 snooy jseq
s|eAsaiul
Alyjuow 9 3e pa3ds||0d eleq
sdnoJ8 sndo4
sisAjeue dijeway |
yoeoudde
|ea13ojouawouayd aAieyend

syauow QT pue 9 ‘g
18 SM3IAISIUI PRINIINIISILIDS
sisAjeue deway |
Apnis aseD
anneyend

A8ojopoyssin/PoyIBIN

sasinu |ejidsoy
pasuadl| Ajmau |eans
98 = U pue ueqn ggg = u

seale uejljodosjow

43N0 3jeAld wouy 7 pue

s|eydsoy uejpjodoaiaw d1gnd

woly ¢T ‘sjeydsoy [euoi3al

934e|] woly syuedpijed g
Suipnpui syuedpiped 1z = u

SUMO} [eJnJ JUIBJIP T
SNYON ST = U
sjuedijed

91025
1LVNN

Wi JSAO0 JUSWIIIWIWIOD
Jeuoijesiuesio pue asuew.oad
3uisanu ‘ssaus qol ‘uoijoeysiyes
qol ‘upjew-uoisdap Jo
suoldasiad pue sasu1deIRYD
gol pue euosiad sjuedidiied
swuwelidoid Aduapisas asinu
S/ uequn pue [eanu a1edwod o]

JuawdojaAsp
J19y3 3uniqiyui Jo Suijowoud
$J0]D8) SE |[9M Se ‘uoljenped
8uIMO|jo} syjuow 8T 341} By}
J9A0 ||I){S pue s3psjmou| J1sy3
00T dojaAsp sasinu mMau moy alojdxs o]
Aydeded pue 3xajuod
[eanJ ay1 yojew eyl
sawwes3oud 9o130e4d 0} UOIISUeI]} JO
ugIsap ayj ul 3SISSe ||IM Jey)
saulapind dojaAsap pue sawwes3oud
uol}Isue.} asinu ajenpeus |edns
JO SjUSWIS|S |euollduUNy Sy} AJipusp| ‘g
ejjesisny Ul Salj|Ide) a4edyyjesy
|ednJ u1 uonisues) ajoJ ay3 unjew
$9s.nu pajenpetd Ajmau Jo
soouaLIRdxa
S/ leuonisues; ayp aJojdxa o] ‘T

swily YdJeasay

swwes3oud Aduapisal

9sinu e Jo Apnjs |euipn}i8uo)
$JUBIDJIP S9SINU PASUI| AjMau
uegan pue |eint aly
(¥T02) ‘e 32 nelg

a3 nemfiN
vsn

uoizenpes3 3uimoj|oy

SUYuowW 8T 354l SY3 ISAO0 IS pue
93pajmoun] J1sy3 dojaaap

$9SINU MaU Moy JO

uojjelo|dxa |ediSojousawouayd

e :1eaA ajenpes3

ay1 JalY *(8002)
UOIMAN pUE BUUMIIAN

BLIOPIA
eljesysny

eljesisny ul ad130ead
|ean 03 uonisuesy ayl
3upjew sasinu
9)enpeJ3 mau Jo spasu

Joddns ay1 ‘(T02)
SjueysydIn) pue ea

MSN
eljessny

Anuno) 3311 pue Joyiny

uopeIIX3 ejeq

(penuuod) Z 3719VL



FOWLER €T AL

TABLE 3 Thematic analysis

Themes Categories Codes
Transition Overwhelmed Not ready for a full patient load
shock with change  Expected to hit the ground running
Level of responsibility
Abandonment  Ad hoc support and education
Self-support (no assigned preceptor)
No formal feedback
No time for formal education
Fractured Requirement to undertake
reality leadership roles
No time to reflect
Lack of allocated debrief sessions
Lack of clarity of preceptor roles
Sense of Horizontal Allocation of heavy workload to
belonging  violence make or break the graduate
Sink or swim mentality
Belittling when questions were asked
Social Living in a goldfish bowl
support Having to socialise with work colleagues

4.2.2 | Overwhelmed with change

Being overwhelmed is an emotion that occurs when a person is
faced with too much of anything; a prolonged experience of being
overwhelmed increases the duration of transition shock. Lea and
Cruickshank (2007, 2014) and Mellor and Greenhill (2014) revealed
that new graduate nurses felt overwhelmed and unprepared and less
supported in comparison with metropolitan-based nurses. Initially,
new graduates did not realise that the role would be significantly dif-
ferent from that of a student nurse and consequently experienced a
degree of transition shock within the first few weeks of commencing
their programmes (Lea & Cruickshank, 2014).

To further exacerbate this intense period, it appeared that the
senior nurses had unrealistic expectations of the new graduates.
New graduates in the rural sector were expected to “hit the ground
running,” accept full responsibility for patients and to be accountable
for a full patient load as soon as possible, with little support when
left as the only registered nurse on the ward (Lea & Cruickshank,
2007, 2014, 2015). The responsibility of the new graduate nurse
extended to supervising nursing students early in their graduate pro-
gramme which only served to prolong their feelings of transition
shock (Lea & Cruickshank, 2014).

423 | Abandonment

Mellor and Greenhill (2014) reported that new graduates were left
without supervision early on in their transition and as a result felt
abandoned by senior nurses. Lea and Cruickshank (2005, 2014) and
Mellor and Greenhill (2014) found that little to no structured clinical
support was offered to the new graduates. Due to the shortage of
staff in rural areas and inadequate skill mix, orientation was not
often delivered and one-on-one support was absent at the ward
level (Lea & Cruickshank, 2005, 2014; Mellor & Greenhill, 2014).

Journal of e
~WILEY--7%

Clinical Nursing

New graduates found that clinical support was ad hoc or that they
had to search for support (Lea & Cruickshank, 2007, 2014, 2015;
Mellor & Greenhill, 2014; Ostini & Bonner, 2012) what Johnstone,
Kanitsaki and Currie (as cited in Lea & Cruickshank, 2015) refer to
as “self-support.” Studies from NSW revealed that when the new
graduates asked for support, they were met with friendly and helpful
staff; however, self-support was only successful if the new graduates
knew when they needed clinical support and if they were confident
enough to ask (Lea & Cruickshank, 2007, 2014, 2015). The success
of self-support also varied depending on senior staff working on a
shift with the new graduates and not all staff were approachable
(Lea & Cruickshank, 2007, 2014, 2015; Mellor & Greenhill, 2014;
Ostini & Bonner, 2012).

Lea and Cruickshank (2015) identified that there was a lack of
formal support and little feedback for new graduates. There was no
time for ad hoc or on the ward educational support, and any attempt
made by senior nurses to address this was problematic in the rural
environment due to the lack of resources (Lea & Cruickshank, 2015).
Lea and Cruickshank (2005, 2014) and Mellor and Greenhill (2014)
found that new graduates were disappointed with the lack of formal
feedback on their clinical practice, and they often had no idea if
expected objectives were being met. In contrast, Bratt, Baernholdt,
and Pruszynski (2014) reported that 92% of 86 new graduates in
rural areas felt that they had met their objectives.

424 | Fractured reality

Fractured reality is defined as the gap between the expectations and
experiences and within this context is when a new graduate’s expec-
tations are different from what they experienced when they enrol
for their programme. Transition shock occurs when the reality is far
from one’s expectations. Lea and Cruickshank (2015), Mellor and
Greenhill (2014) and Ostini and Bonner (2012) identified factors that
could work well within the supportive structured new graduate pro-
gramme; however, these attributes were not often present in the
rural studies and were therefore expressed as needs by both the
new graduates and senior nurses. New nursing graduates soon dis-
covered that their expectations were different to the expectations
from senior staff, and time needed to ensure a safe transition was
not offered (Lea & Cruickshank, 2014). In this context, fractured
reality resulted.

Lea and Cruickshank (2014) found that the new graduates within
the first 3 months were task-orientated and often felt stressed if
they were not able to accomplish their set tasks. Similarly, Mellor
and Greenhill (2014) identified that new graduates struggled to pri-
oritise, but could cope with individual tasks if given an optimal
patient load. At ward level, the new graduates said that they needed
time allocated to master time management, including time to learn
how to prioritise, time with a one-on-one preceptor and time to
learn how to communicate with multidisciplinary staff (Lea & Cruick-
shank, 2015; Mellor & Greenhill, 2014; Ostini & Bonner, 2012). Lea
and Cruickshank (2015) also proposed that not being rostered on
night shift, or allocated critically ill patients, allowed time for new



ournal o
72 | WILEY—£fm

FOWLER ET AL.

Clinical Nursing

graduates to adjust and learn. Ostini and Bonner (2012) suggested
that access to the clinical educators was also a vital component for
the first 3 months of a structured programme. Clinical educators
were found to offer nonjudgemental support with difficult shifts,
location of equipment, psychosocial factors and policy and procedu-
ral questions (Ostini & Bonner, 2012). Discussion of patient manage-
ment after the handover process was considered important and role
reversal was one of the strategies suggested where the new gradu-
ate becomes the preceptor, and the preceptor becomes the new
graduate, to allow time for new graduates to increase confidence
and improve clinical abilities (Lea & Cruickshank, 2015).

The model of care for patients used in health services has also
changed, to include a team nursing approach, resulting in new gradu-
ates being assigned team leadership roles within their first year of
practice (Lea & Cruickshank, 2014, 2015; Mellor & Greenhill, 2014;
Ostini & Bonner, 2012). Educational support following implementa-
tion of this new model appeared to be lacking for new rural gradu-
ates, increasing transition shock; though, the nurses’ experience
depended on the level of support provided. New nursing graduates
believed that to transition successfully, they would benefit from an
incremental educational support process to allow time to transition
from being a student to registered nurse before having to delegate
and learn other leadership roles (Lea & Cruickshank, 2014, 2015;
Mellor & Greenhill, 2014). Without this support, new graduates felt
a level of role ambiguity in regard to delegation of duties and team
leader roles, which resulted in feelings of heightened stress and anxi-
ety (Ostini & Bonner, 2012). Intense clinical support within the first
3 months, regular debrief sessions for both good and bad experi-
ences and time allocated to discuss learning objectives were all
viewed as critical supportive measures (Lea & Cruickshank, 2014).
Overall, rural new graduate nurses felt that they needed more time
with their preceptors in order to adjust to their new circumstances
and learn.

It is important to realise that not all senior nurses responsible for
supporting the new graduates fully understood the responsibilities of
being a preceptor, the importance of debrief sessions or the support
new graduates needed. Senior ward staff reported having little
understanding of the formal support mechanisms offered within the
new graduate programme (Lea & Cruickshank, 2015). Senior nurses
indicated that education was needed to acquire a more in-depth
understanding of the new graduates’ needs and insight when a new
graduate was not coping with a workload, and time allocated to pro-
vide formal feedback (Lea & Cruickshank, 2015). Not coping with
workloads may stem from a lack of time to master the clinical skills
or it might be related to poor socialisation to the current ward envi-
ronment.

4.2.5 | A sense of belonging

A sense of belonging refers to the process of becoming enculturated
within a new environment. This sense of belonging is important for
all new graduates, but especially for rural nurses because in rural

environments people often socialise with the same people they work

with (Lea & Cruickshank, 2007). Throughout the new graduate pro-
gramme, social support can be facilitated through a consistent pre-
ceptor or mentor who promotes learning and development as well
as introduces the new graduate to the department’s culture, routines
and practices. Lea and Cruickshank (2007) and McKenna and New-
ton (2008) suggest that new graduate programmes are not always
successful in meeting the socialisation needs of new graduates. New
graduates felt that they did not belong as long as they were viewed
as being different and held the label of “new graduate”; it was not
until the label was removed that a sense of belonging occurred
(McKenna & Newton, 2008). The sense of belonging theme was fur-
ther subdivided into two subthemes, “social support” and “horizontal

violence.”

4.2.6 | Social support

New graduates need to assimilate and learn to communicate with
the multidisciplinary team to understand the integrative process of
managing critically ill patients (Mellor & Greenbhill, 2014). McKenna
and Newton (2008) indicate that it was not until the new graduates
completed their 12-month transition programme, with a heightened
level of independence and knowledge, that they felt they belonged
on a ward and had the confidence to communicate effectively with
the multidisciplinary team. When the transition programmes were
complete, new graduates in one study were advised to seek employ-
ment in metropolitan hospitals to gain experience before settling
down in the rural communities (Lea & Cruickshank, 2005; Ostini &
Bonner, 2012). This resulted in new graduates losing or not attaining
a sense of belonging within the rural community.

A study conducted in Victoria found that clinically short rotations
added variety to a new graduate programme but decreased the
opportunities for socialisation and new graduates who were not
included in social events often felt that they did not belong
(McKenna & Newton, 2008). Some new nursing graduates assimi-
lated quickly into the community, particularly those originally from
rural areas (Lea & Cruickshank, 2007) and other new graduates
moved to be with family and thus had a support network around
them (Lea & Cruickshank, 2005). Regardless, new graduates needed
time to adjust to socialising with people they worked with and this
could be difficult if the ward had negative dynamics (Lea & Cruick-
shank, 2007). Bratt et al. (2014) highlighted that nurse managers
have an important role ensuring that new graduates in a rural setting
are socialised appropriately to both clinical and community environ-
ments. This importance has been acknowledged by some universities
in the USA where a socialisation unit is now offered within the
undergraduate course (Bratt et al., 2014).

427 | Horizontal violence

Lea and Cruickshank (2007) found that graduates were faced with
aggressive and unprofessional behaviour from senior ward staff. A
“sink and swim” mentality was also evident, with new graduates
required to prove themselves before they were accepted as part of
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the team (Lea & Cruickshank, 2007). Lea and Cruickshank (2007)
and Ostini and Bonner (2012) identified that it took 3 weeks for
new nursing graduates to settle into the ward environment although
it was between 3-6 months before the new graduates felt part of a
team. This depended on the attitudes of the ward staff, and if there
were any negative attitudes, new graduates left the ward without
ever feeling that they belonged (Lea & Cruickshank, 2007; Ostini &
Bonner, 2012).

5 | DISCUSSION

This integrative review was focused on both support processes avail-
able and the experiences of rural and remote new graduate nurses.
The themes and subthemes explored are interconnected and embed-
ded in the professional and social needs of the new graduates.
Nationally, the lack of role models is seen as a barrier to retention
rates in rural settings, and the “sink or swim” mentality is considered
a form of horizontal violence (Mills et al., 2010). Expecting new grad-
uates to “hit the ground running” or observing if they can manage
with little support and portray confidence enough to ask for support
when needed is not in keeping with best practice evidence for new
graduate programmes. Horizontal violence may be averted if new
graduates have access to information, assistance such as preceptor-
ship, resources and staff development along with choices in shifts
and clinical placements (Parker et al., 2012). Future new graduate
programmes would have greater success in decreasing transition
shock if greater flexibility and support was provided.

Ostini and Bonner (2012) suggest that nurses tend to “eat their
young” (horizontal violence), and subsequently, both a supportive
organisational culture and social interactions are important. Ward cul-
ture had a significant effect on the socialisation experience of new
graduates within the rural climate due to the complex nature of living
within small social communities (Lea & Cruickshank, 2007; Sedgwick &
Pijl-Zieber, 2015). Despite these drawbacks, there are many reasons
why new graduate nurses choose to work in rural settings, including
familiarity with the rural community, proximity to family members and
the work environment itself (Trépanier et al., 2013).

Universities may need to prepare the new graduates to deal with
challenging ward cultures (Lea & Cruickshank, 2007). An example is
in the USA where universities included a socialisation unit in the
undergraduate course (Bratt et al., 2014). El Haddad et al. (2012)
argue that postregistration training or socialisation is exclusively the
responsibility of healthcare facilities. However, no matter what uni-
versity education was attained, new graduate nurses may not neces-
sarily be ready to work as independent practitioners taking
leadership responsibilities (Keahey, 2008). Duchscher (2008) suggests
that it can take up to 18 months before a new graduate progresses
from a novice to an advanced beginner. Therefore, preceptors and
new graduate programme coordinators should allow for time to tran-
sition, both socially and clinically. Appropriate training of preceptors
and senior nurses may not only decrease horizontal violence but also

reduce extreme transition shock.
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Transition shock is often experienced and prolonged when there
is no preceptor or one-on-one support being provided (Lea & Cruick-
shank, 2007, 2014, 2015; Mellor & Greenhill, 2014; Ostini & Bonner,
2012). Indeed, as Keahey (2008) states “a caring preceptor adds a
powerful dimension to the [new] graduate program by serving as a
role model, promoting socialisation, and giving immediate construc-
tive feedback” (p. E19). Not all assigned preceptors knew the role of
the mentor and were often unaware of the new graduate’s needs
(Lea & Cruickshank, 2015). This combined with preceptors being
poorly prepared for the leadership role, heavy workloads, no recogni-
tion for the extra responsibility and lack of team work significantly
affects the preceptorship role (Henderson & Eaton, 2013).

The importance of appropriate supervision and governance of
the new graduate programme with formal training before preceptors
accept the role has been demonstrated in the UK (Harrison-White &
Simons, 2013). Formalised training programmes are needed and may
result in highlighting the stress and extra duties required of precep-
tors or mentors. This may potentially lead to supervision roles being
appropriately awarded (Harrison-White & Simons, 2013). If precep-
tors are allocated adequate time and provided with appropriate
recognition, the role may become more attractive. In addition, sup-
port from both clinical nurses and nurse managers would assist the
even distribution of workload, decision-making and leadership quali-
ties that accompany these roles (Johnstone, Kanitsaki, & Currie,
2008). This was reinforced by new graduates reporting that if they
were in contact with nurse leaders and nurse educators, they felt
less isolated and more supported (Dyess & Sherman, 2009; Keahey,
2008; Ostini & Bonner, 2012). Mellor and Greenhill (2014) further
suggest that new graduates who do not receive direct clinical super-
vision were vulnerable and often expected to make clinical decisions
beyond their scope.

In the rural environment, nurses must develop exceptional clinical
judgement and discover and partake in many learning opportunities
that will lead to the development of masterful generalist skills (Dow-
dle-Simmons, 2012). In comparison with urban nurses, rural and
remote nurses require generalist skills in order to cope with the
diversity of health-related illnesses with which they are likely to be
confronted (Trépanier et al., 2013). New graduates experience transi-
tion shock in rural areas as much as in urban health facilities. How-
ever, in rural and remote settings, these challenges faced are
combined with limited health services, limited resources, generalist
skills and the reduced privacy of living and working in a small com-
munity (Bennett et al., 2012; Ostini & Bonner, 2012). This makes
the rural new graduates’ experience considerably different from their
urban counterparts (Bennett et al., 2012; Ostini & Bonner, 2012).

While support is provided through the structured new graduate
programmes, Keahey (2008) found that the programmes do not
always match the needs of the new graduates within the rural con-
text. New graduate programmes require more structured processes
to address the needs of today’s new graduate nurse (Bennett et al.,
2010). However, a “one-programme-fits-all,” particularly in the rural
environment, is no longer considered appropriate (Keahey, 2008).
The timing and type of support required for each new graduate
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nurse is very much an individual matter (Murray, Havener, Davis,
Jastremski, & Twichell, 2011). Access to education, effective commu-
nication, both clinical and social organisational support and increased
resource relevant to rural areas are needed to improve the transition
process (Parker et al., 2012). Ostini and Bonner (2012) suggested
that the first 3-4 months in a hospital environment is the most
stressful for new graduates in rural Australia. Johnstone et al. (2008)
propose that the first 4 weeks and the beginning of each new clini-
cal rotation are significant times to provide support for new gradu-
ates in order to transition into the workforce smoothly.

Our review has several limitations. Only eight articles were
included in the analysis, with the majority of studies conducted in
Australia. Of these, four articles related to two studies and three
articles involved separate studies so the integrative review only
reported on five Australian research studies and one international
study, that is, six independent studies in total. Therefore, the find-
ings are not representative of all new graduate nurses or new gradu-
ate nursing programmes, internationally. All studies had small
numbers, limiting our ability to generalise the findings. Also, it is
known that experiences of nurses change over time and most stud-
ies only collected cross-sectional data. Only three of the studies col-
lected data at separate intervals, which limits the ability of this
review to determine the support provided through the entirety of a
new graduate programme and the changes new nurses experience

over time.

6 | CONCLUSION

This review identified many of the challenges faced by rural new
graduate nurses, some of which are the same as metropolitan-based
graduates. Our findings reveal that new graduate nurses often felt
overwhelmed and abandoned with intense feelings of frustration.
Many suffered transition shock and did not feel ready for the role.
Most support offered in the new graduate programmes was ad hoc,
and senior staff were inadequately supported in their roles as pre-
ceptors. However, there were additional issues, for example, the lack
of resources for preceptorship and the heightened importance of
socialisation in the rural and remote context. New graduate pro-
grammes need to be structured; however, the findings suggest that
flexibility may be required to sufficiently accommodate the needs of
new rural and remote nurse graduates. Transitioning slowly, by pro-
viding education and increasing the workload incrementally, is an
important supportive measure, and the time needed for a new grad-
uate to adjust varies depending on individual needs.

Providing a preceptor is viewed as an important supportive mea-
sure in helping support new graduates’ transition into clinical prac-
tice. Preceptors need to be aware of a new graduate’s needs and
adequately supervise the new graduate nurses within the transition
period. Both university undergraduate programmes and nurse man-
agers need to take responsibility for socialising new graduates. If the
transition period is supportive and tailored to the individual needs of

a new graduate, it is likely that transition shock will decrease and

retention rates will increase within the rural environment.

7 | RELEVANCE TO CLINICAL PRACTICE

The findings in the review can be implemented by rural facilities
when constructing new graduate programmes for newly graduated
rural and remote nurses. Supportive measures, education and time
allocated to allow for the transition to occur are important for all
new graduates. Implementing appropriate supernumerary time and
well-informed preceptors is important for all new graduates; how-
ever, the time required may change with each graduate and the
needs for each rural site. Therefore, new graduate programmes need
to be structured but flexible to allow for individual differences in
new graduates and clinical situations. Education and time is required
for new preceptors and senior nursing staff to adequately support
new graduate nurses. This would require adequate skill mix and
extra staff to be rostered to allow appropriate time for effective pre-
ceptorship and education to occur. It was evident throughout the
integrated review that the social aspect of rural nursing is important
to achieve a sense of belonging. Rural and remote preceptors are
required to provide both social and clinical support.
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Abstract

Aim and objective: To critically review contemporary transition theories to deter-
mine how they apply to the newly qualified graduate registered nurse programmes.
Background: Graduate nurse transition to employment is the time of significant
change which has resulted in high attrition rates. Graduates are often challenged by
their expectation of nursing practice and the reality of the role. The transition from
hospital-based training to university-based training has resulted in the need for pri-
mary employment to commence with graduate/orientation/internship programmes
to help support new graduates transition into clinical practice. One transition model,
Duchscher's stages of transition theory, utilised three former theories to develop a
final model.

Design: A narrative critical literature review.

Method: The theories selected for the review were Kramer's reality shock theory,
Benner's novice to expert theory, Bridges transition theory and Duchscher's stages
of transition theory.

Conclusion: Duchscher's stages of transition theory reflects the experiences of
registered nursing transition into the workforce directly from university. The ap-
plication of the theory is effective to guide understanding of the current challenges
that new graduate nurse's experience today. There is a need for new graduates to
complete their university degree as advanced beginners in order to decrease the
experience of transition shock and keep pace with rapidly changing demands of the
clinical environment. This may be achieved by increasing ward-based simulation in
university education. A theoretical framework can provide a deep understanding of
the various stages and processes of transition and enable development of success-
ful programmes.

Relevance to clinical practice: Both universities and hospitals need to adapt their
current practice to align with the needs of new graduates due to large student num-

bers and ongoing systematic advancements to decrease the attrition rate.

KEYWORDS
Benner's novice to expert theory, Bridges transition theory, culture shock, Duchscher's stages

of transition theory, graduate nurses, Kramer's reality shock, transition
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1 | AIM

This paper provides a narrative critical literature review of four main
theories that attempt to explain newly qualified graduate nurses’
transition to practice. The aim of the review was to provide a critical
analysis of the current state of knowledge regarding nursing tran-
sition to practice frameworks. The discourse will include Kramer's
reality shock theory, Benner's novice to expert theory, Bridges tran-

sition theory and Duchscher's stages of transition theory.

1.1 | Background

Internationally, nursing education has rapidly evolved since the
1980s. In many developed countries, there has been a transition
from hospital-based training to university-based training (Wardrop,
Coyne, & Needham, 2019). However, this has resulted in reduced
clinical instruction and exposure, reduced workplace readiness and
a lack of confidence among newly graduated nurses (Jamieson, Sims,
Basu, & Pugh, 2019). Nursing students are expected to develop the
skills required to practice as a registered nurse (RN) during their
undergraduate degree, with knowledge and skills in the practice
of nursing science and theory (Jacob, McKenna, & D'Amore, 2014).
High patient acuity and high staff turnover rates add to the chal-
lenges new graduate's experience in their first year of practice
(Kavanagh & Szweda, 2017). Graduates may struggle to adapt to
the role of a registered nurse as they feel unprepared for working
as a part of the clinical team (Hezaveh, Rafii, & Seyedfatemi, 2014).
Graduates are required to learn or consolidate both psychomotor
and critical thinking skills quickly (Theisen & Sandau, 2013). The
longer-term impact of this includes high attrition rates of up to 60%
in the first year (Odland, Sneltvedt, & Sorlie, 2014) for which a range
of support programmes have been developed to counteract this, in-
cluding orientation-, supernumerary time-, preceptorship- and the-
ory-based training lasting anywhere from six weeks to 12 months
(Rush, Adamack, Gordon, Lily, & Janke, 2013).

Graduate programmes for newly qualified graduate registered
nurses were introduced into most hospitals following the transi-
tion of nurse education into the university setting in order to help
graduate nurses assimilate into the clinical environment (El Haddad,
Moxham, & Broadbent, 2017). Worldwide, newly qualified nurses
are offered a number of different programmes, all aimed to support
their transition to practice. For example, transition programmes may
be termed graduate programme, transition to practice programme,
residency programme, internship or an extended orientation pro-
gramme (Edwards, Hawker, Carrier, & Rees, 2015). The aim of tran-
sition programmes is to provide support to graduate nurses to ease
their transition into the role of the registered nurse in order to de-
crease the attrition rate of new graduates. The high attrition rate of
new graduates is thought to be due to lack of confidence and limited
available support within the first few months of practice (Edwards,
Hawker, Carrier, & Rees, 2015). The introduction of graduate pro-

grammes was based on the understanding that new graduates

What does this paper contribute to the wider global
community?

e |tisimportant for all transition programmes to be based
on a theoretical framework.

e Graduate nurses need to commence clinical practice as
advanced beginners, to keep pace with changes, ward-
based simulation is a tool that could help achieve this.

e Both universities and industry need to work in partner-
ship to help reduce the transition shock still experienced

by today's new graduates.

require time to develop clinical skills, build confidence and feel like
they are effective team members within the new environment and
aim to reduce the initial shock often experienced when a graduate is
new to an environment and has limited experience (Kramer, Brewer,
& Maguire, 2013).

Reducing the notably high attrition rates both nationally and
internationally during the graduate programmes is an important
considerations especially in view of the cost of training nurses and
the estimated worldwide future nursing shortage (Walton, Lindsay,
Hales, & Rook, 2018). Graduate programmes consist of a range of
models which may include preceptorship, supernumerary time, face-
to-face study days, formal assessments, online course work, self-di-
rected learning packages and performance appraisals (Spector,
Ulrich, & Barnsteiner, 2017). The nursing graduate programme has
become an essential part of the new graduates’ transition year.

Multiple theories have been developed to help gain an under-
standing of the experience of graduate nurses within their first year
of transition to a clinical environment. Less is known about which
transition theory is applied when developing the most effective
transition to practice programme. Transition programmes are vital

to reduce the effects of transition shock and decrease attrition rates.

2 | DESIGN

Considering the range of graduate programmes across the world, the
high levels of attrition of newly qualified nurses, the challenges of
transition to practice and various levels of support provided to newly
qualified nurses, we set out to provide a narrative critical literature
review of a number of theories related to transition to practice ap-

plicable for contemporary new graduate nurses.

3 | METHOD

The aim of the review was to provide a critical analysis of the current
state of knowledge regarding nursing transition to practice frame-
works. A narrative literature review selects to review published ar-

ticles that describe and discuss the current state of a specific topic
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from both a theoretical and contextual view point (Rother, 2007).
Four main theories were chosen for the review as they were the
main theories cited in literature as the basis for nursing graduate
programmes as they provide perspectives on the experiences of
today's graduate nurses’ transition to clinical practice. The theories
selected for the narrative critical review were Kramer's reality shock
theory, Benner's novice to expert theory, Bridges transition theory
and Duchscher's stages of transition theory. The four theories were
selected because they provide perspectives on the experiences of
a graduate nurses’ transition to clinical practice. A clear theoretical
framework can provide a comprehensive understanding of the vari-
ous stages and processes of transition and enable development of
successful programmes to aid in the transition of nursing graduates.

4 | RESULTS
4.1 | Kramer's reality shock theory

Kramer's reality shock theory (1974) was one of the first theories de-
veloped to describe a nurse's transition to practice. Included in this
theory is the concept of “culture shock,” first described by Oberg
(1960), an American anthropologist. Culture shock is defined as a
set of confused or uncertain emotions experienced by an individual
in an unfamiliar environment (Lina & Setiawan, 2017). Culture shock
is thought to occur in four different stages: the honeymoon phase,
shock and rejection phase, adjustment phase and recovery phase
(Eckermann et al., 2010).

Kramer’s (1974) work in graduate nurse transitions argues that
similar to Oberg's culture shock, graduate nurses undergo a reality
shock cycle on commencement in the workforce. Kramer describes
“reality shock” as the emotions a graduate nurse experiences when
starting work in a new environment and proposes that when socio-
cultural norms are different to what is expected, reality shock occurs
(Kramer, 1974). Shock is seen to consist of sociocultural, physical
and emotional response an individual exhibits when experiencing
unexpected or negative events whilst in an unfamiliar environment
(Kramer, 1974). Kramer argues that reality shock, similar to Oberg's
culture shock, progress through four phases; the honeymoon, rejec-
tion/regression, recovery and resolution phase.

Kramer's “reality shock” theory recognises that graduates ex-
perience sociocultural, physical and emotional responses to the
new experience of practice as a registered nurse (Wakefield, 2018).
This theory commences with a honeymoon phase, full of enthusi-
asm and excitement which graduates experience for a brief period.
Not all new graduated registered nurses are expected to experi-
ence a honeymoon phase. Instead, some skip the first stage and
commence with the rejection or shock phase (Al Awaisi, Cooke, &
Pryjmachuk, 2015).

The rejection phase occurs as graduates feel unprepared for
the realities of clinical practice. Graduates, lacking confidence and
experience, often feel a sense of rejection within the clinical set-

ting (Freeling & Parker, 2015). Immature conflict resolution often
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emerges, reflected through feelings of anger and frustration towards
the new culture. During the rejection phase, an individual may ex-
perience periods of heightened self-doubt and conflicting values as
they reject the reality of the role they are required to fulfil. Not all
graduates enter this stage; however, those who do feel some form of
rejection due to conflict with their previous belief system (Kramer,
1974). The rejection phase is often accompanied with ethnocentrism,
where a person idolises where they have come from, for example,
their former student life. Kramer (1974) suggests that not all gradu-
ates reminisce fondly of their student days and some graduates may
actually blame the education system for feeling underprepared for
the role of a registered nurse.

The recovery phase is the third step within the reality shock
cycle, when the new graduate develops to feel a sense of belonging
within the new environment and an acceptance of their role. The
final phase is referred to as the resolution phase (Wakefield, 2018).
During this phase, graduates determine their future pathway regard-
ing nursing. The new graduate's resolution phase can consist of the
nurses staying within the profession, moving hospitals or areas or
leaving the nursing profession altogether (Martin & Wilson, 2011).
This resolution may happen earlier in the process with the graduate
leaving the nursing profession without finishing their graduate pro-
gramme. Kramer's reality shock theory is seen to be a cyclic process
with graduates moving from resolution back to shock as new expe-
riences are encountered. For example, a graduate nurse may experi-
ence the “shock” phase and move through to the resolution, only to
find that when something new is presented they return to the shock
phase and the cycle starts again.

Differences between Oberg's culture shock and Kramer's reality
shock occur in the length of time during which the shock occurs,
the expectations of people experiencing the new environment and
belief in what is the optimal environment. In contrast to the sudden
onset of culture shock, reality shock experienced by graduate nurses
is thought to be a more gradual and prolonged process. Where cul-
ture shock is expected to improve with time as people assimilate
with the culture after a short duration of time, in nursing the ex-
perienced situation may not improve (Kramer, 1974). The expected
competence level of the person also differs between the two mod-
els. Kramer suggests that with reality shock new graduate nurses are
expected to begin at a competent level, whereas when moving to a
new country, expectations are far less with regards to being compe-
tent in understanding the culture and even the language. The third
difference is the beliefs to what the optimal environment consists of.
A person experiencing culture shock will often believe or feel that
home is better, whereas new graduates do not always hold the belief
that their expectations developed through nursing education were
better than being in a clinical environment (Kramer, 1974). These no-
table differences may intensify the rejection or “shock” phase.

Following the transition of nurse education into the higher educa-
tion sector, there has been a plethora of research reflecting the rejec-
tion phase highlighted within Kramer's reality shock theory with regards
to new graduate nurses (El Haddad, Moxham, & Broadbent, 2012;
Jamieson et al., 2019; Kramer, 1974; Lea & Cruickshank, 2007; Martin &
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Wilson, 2011). Negative experiences were consistently reported within
the first few months of a new graduate's transition (Rush et al., 2013).
An understanding of reality shock was seen as important, as when grad-
uates are in a state of “shock” they are unable to perform efficiently
(Meleis, Sawyer, Im, Messias, & Schumacher, 2000). This work laid the
foundation for the development of graduate programmes that reflected
the different stages of reality shock during the graduate year.

4.2 | Benner's novice to expert theory

The second main transition theory explored was Benner's novice to
expert theory. Benner's novice to expert theory explored the stages
of development from nurses beginning as a student to becoming an
expert. The principles of this theory were modelled from Dreyfus
(1980) who developed a skill acquisition model following research
involving chess players and pilots (Chang & Daly, 2012). The Dreyfus
model was applied by Benner to a study that examined the knowl-
edge and performance of nurses (Benner, 2001). Benner used the
model to elicit knowledge concerning practical understanding and
expert capabilities of nurses working at different levels within a
clinical unit (Benner, 2004). The original Dreyfus skills acquisition
model consisted of five progressive stages ranging from novice to
mastery. Similar to the Dreyfus model, the Benner's novice to expert
theory describes the progression of a novice nurse to a nurse expert
through 5 stages. Differences in the models include the names and
expectations of the first two stages (Figure 1: Benner's novice to
expert theory) (Benner, 2001; Duchscher, 2009). The initial stage in
Benner's model, “the novice,” refers to nursing students, and a new
graduate nurse was considered to enter the workforce at stage two,
as an advanced beginner (Benner, 2001).

The novice to expert theory aligns closely with experiential
learning, recognising that an individual develops by spending time
in a situation to enable them to adjust to social situations and adapt
skills before they can progress to the next stage (Benner, 2004).
The theory focuses on a nurse's progression in both professional

socialisation and clinical skills level. Wardrop et al. (2019) suggests
Benner's novice to expert theory is neither “linear nor predictable”
(p1). However, the theory provides a platform for nurse managers
to measure a graduate's progression within a transition programme
as they achieve confidence and competence. This transition theory
assisted with recognising the different levels of nurses and the need
for graduate nurses to consolidate skills before being expected to
practice at a competent level. This is pertinent to graduate pro-
grammes as it explains why graduates require time to develop their
level of competence before they are able to master the skills and

expectations of a registered nurse.

4.3 | Bridges transition theory

Similar to other transition theories, Bridges transition theory de-
scribes different stages involved in transition, suggesting there were

»nu

three stages of transition: “letting go,” “neutral,” and “new beginnings”
(Figure 2: Bridges transition theory; Bridges, 2009). Bridges transition
theory, progression between stages is linear, as opposed to cyclic, in
that a person must complete one stage before being able to move to
the next stage (Arrowsmith, Lau-Walker, Norman, & Maben, 2016).
Bridges believes that transition needs to have a beginning and an end
point and that it is important for an individual to recognise the need
to change to be able to make sense of the process (Bridges, 2009).
Bridges (2009) suggests that many people focus on the change
that is taking place rather than thinking about the first step of tran-
sition and letting go of the familiar to accept changes, which sets
the process of transition up for failure. Taking the time to physically,
emotionally and mentally let go of what once was, is an important
first step in transition, according to Bridges (2009), and is similar to
grieving any loss. This involves recognising the loss of what was and
respecting the past (Bridges, 2009). Some people will transition more
effectively if they take a piece of the past with them (Bridges, 2009).
This enables a person to become creative and look for new opportu-
nities (Ulrich, 2016). Bridges stipulates throughout this theory that

Stage 1 clinical experience of that particular patient population

*The Novice - All nursing students or any nurse entering a clinical setting who has no

N

J

Stage 2 understanding of patterns of care.

N
eAdvanced Beginner - The nurse will focus on the rules and have developed an initial

o

Stage 3

eCompetence - Two to three years of being in the same clinical area, a nurse will
concentrate on mastering time management skills and are skilled in clinical practice.

J

SIELE  reach the skill acquisition level of a proficient nurse.

«Proficient - Has a broader perspective as opposed to looking at systems or patients )
as separate entities. It takes a nurse working in the same area three to five years to

J

izl patient or a clinical situation

«Expert - A nurse with an extensive background of knowledge and clinical experience )
and often relies on intuition as opposed to guidelines and rules when assessing a

FIGURE 1 Benner's novice to expert
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theory (Benner, 2001) [Colour figure can
be viewed at wileyonlinelibrary.com]
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FIGURE 2 Bridges transition theory
(Bridges, 2009) [Colour figure can be
viewed at wileyonlinelibrary.com] )
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“transition starts with an ending and ends with new beginnings”
(2009. p. 5) and that if individuals are not supported through the
three transition stages even the best programmes may fail. Bridges
transition theory influenced the structure of graduate programmes,
recognising that transition should be viewed in different stages and
each stage needs to be completed before new graduates can move
onto further stages. This enabled programmes to be developed which
assisted graduates to “let go” and grieve familiar processes to enable

them to move forward in their development as nurses.

4.4 | Duchscher's theoretical framework

Duchscher's stage of transition theory evolved from Bridges transition
theory and was influenced by both Kramer's reality shock theory and
Benner's novice to expert theory. There are multiple components in-
cluded within Duchscher's theoretical framework. The first component
referred to as the transition stages model (Figure 3: transition stages
model) is a three-step linear progression, termed the “doing,” “being” and
“knowing” phases. The three phases reflect the process of change within
a graduate's year. The first phase of the transition stage model gener-
ally takes three to four months of the graduate year and is known as the
“doing” phase. During the “doing” phase, the graduate nurse learns how to
do everything (task/rule focused) and is often not able to look beyond this
skill set (Duchscher, 2008). This process can leave the graduates thinking
their current nursing ability is lacking resulting to a lack of confidence and
self-doubt (Lea & Cruickshank, 2014). This was also the period in which
a new graduate experienced culture or transition shock and is often the
most vulnerable time within the graduate's first year (Duchscher, 2008).
The second phase of the transition stages model is the “being”
phase, which occurs within the fourth to eighth month of the new
graduate's transition year. At the beginning of this stage, the gradu-
ate remains disenchanted with their current role, despite becoming
familiar with the environment and letting go of the past. The gradu-
ate gradually begins to complete tasks with confidence and begins to
accept responsibility for clinical decisions. In completing this stage,
the graduate is more confident within the work environment, more
engaged within their own sociocultural groups and moving away

from the crisis stage (Duchscher, 2008).
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Itis during the second stage that new graduates develop the con-
fidence to speak up for themselves. They may no longer require a
preceptor; however, feel leadership roles are more advanced than
graduates are ready to embrace. In this phase, graduates are now
able to understand what is happening around them, gaining con-
fidence in their own ability to judge, predict and plan appropriate
clinical practice (Lea & Cruickshank, 2014). It is at this stage when
new graduates start to have time to focus on personal issues, spend
time with family and loved ones, as clinical events that happened
at work no longer consume their life (Duchscher, 2008). Feeling in-
dependent and comfortable enough to ask questions, the graduate
moves into the final stage of the transition model, the “knowing
phase” (Duchscher, 2007).

The “knowing” stage is when the graduate's concerns revolve
around political aspects of nursing such as shift hours being de-
creased, lack of staff and having to care for more patients or being
called into work on rostered days off (Duchscher, 2007). This is the
time graduates start articulating a dislike for shift work, not being
able to book recognised holidays such as Christmas off and often
being the last staff member to be considered or asked when advice
was being sought (Duchscher, 2007). During this stage, graduates
may be assigned student nurses and they begin to realise how far
they have progressed since commencing their graduate programme
(Duchscher, 2007). Within this stage, the graduates are no longer
considered new to the area. Compared with newly qualified gradu-
ate nurses, the graduate nurse in this final stage feels confident (Lea
& Cruickshank, 2014) and this marks the end of the process of “be-
coming.” In this final stage of transition, the nurse no longer feels in-
adequate and has a better understanding of the work environment.

Another component, of the stages of transition theory is the tran-
sition shock model, which is initially perceived throughout the “doing”
stage and followed by transition crisis. Transition crisis develops when
the new graduate's fears are replaced with frustrations of having little
influence to change operational systems (Duchscher, 2008). Transition
shock is a reflection of the stress graduates’ experience as they tran-
sitioned from being student to a registered nurse (Duchscher, 2008).
Duchscher describes the graduate's experience of transition shock
through four distinct elements: emotional, physical, sociocultural and

intellectual elements (Figure 4: The four psychosocial elements).
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Within the first four months, the emotional aspects of the tran-
sition stage vary depending on the supportive nature of the environ-
ment (Lea & Cruickshank, 2014).

Graduates who are less supported are more likely to feel over-
whelmed, scared, self-doubt and be fearful. Fear of being viewed as
clinically inadequate and failing to provide appropriate care or failing to
accept responsibility as a registered nurse (RN) were amplified within
the first four months of the transition period (Wakefield, 2018).

Duchscher's research indicates that physical exhaustion was el-
evated towards the end of the first three months as a direct conse-
quence of excitement and over stimulation. A number of participants
stated that the constant doubting of their own clinical judgement or
ability to perform clinical skills led to diminished rest, resulting in

physical exhaustion (Duchscher, 2007).

FIGURE 3 Transition stages

model (reprinted with permission) [Colour
figure can be viewed at wileyonlinelibrary.
com]
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TRANSITION STAGES MODEL

FIGURE 4 The four psychosocial
elements (Duchscher, 2009) [Colour figure
can be viewed at wileyonlinelibrary.com]

Emphasis was placed on the sociocultural aspects of a new
graduate's journey within the first few months. During this time-
frame, graduates were often task orientated, concentrating on pa-
perwork, medication rounds and administrative duties as opposed
to patient care (Duchscher, 2007). This led to new graduates feel-
ing that they had not fulfilled their role as patient advocate due to
time constraints and ultimately left them feeling confused between
what they thought their role was and what it actually entailed.

New graduates often appeared to be coping but felt anxious, un-
certain and stressed particularly when graduates found themselves
caring for critically ill patients. They felt overwhelmed and out of their
depth. Duchscher (2007) established that whilst the graduates seem
to have the intellect to ask to be assigned to a less critical patient,

this did not happen frequently. Intellectual support can be measured
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within a graduate programme by reviewing the orientation process,
how many supernumerary days were allocated, how many study days
are assigned to the graduate programme and how supportive the pro-
gramme is towards theoretical knowledge (Chang & Daly, 2012).

If new graduates did not feel settled within the new environ-
ment, transition shock was prolonged. The rejection phase of tran-
sition shock was also prolonged in less supportive environments.
Supportive measures influenced a graduate's experience when they
transitioned from partial responsibility (during orientation) to full re-
sponsibility (full workload) within the first few weeks of the graduate
programme (Duchscher, 2008). The work of Duchscher assisted in
preparing graduate programmes that were aligned to the level of the
nurse, prepared for the different stages a nursing graduate would ex-
perience and allowed for completion of each stage of the transition.

Whilst reviewing Benner's novice to expert theory, Duchscher
suggested the “doing” stage coincided with Benner's novice stage,
which describes nurses with no experience with a patient population
or area they have entered (Benner, 2001). The “being” stage aligns with
Benner's “advanced beginners” stage of skills acquisition. The advanced
beginner stage suggests that whilst graduate nurses have marginal ca-
pabilities and need support, they do have experience within the context
they are now employed (Benner, 2001). Duchscher argued the first four
months of a new graduate's journey were that of a novice nurse and
indicated that graduates do not enter the advanced beginner's stage
until five to seven months into their graduate year (Duchscher, 2009).

5 | DISCUSSION

Decreased clinical practice in undergraduate programmes and an
increased number of nursing students in the clinical areas have af-
fected a new graduate's workplace readiness (Bvumbwe & Mtshali,
2018). Murray, Sundin, and Cope (2018) found that new graduates
do not feel ready for practice when they start their graduate pro-
gramme. Clinical placement hours have generally decreased in un-
dergraduates degrees; however, the impact of this change is often
minimised by increasing time in one clinical setting. Graduates still
need a minimum of 800 hr and therefore experience a depth of
knowledge with a focus in fewer areas. If the graduate gained em-
ployment in the same clinical area, it could be argued the graduate
is clinical ready. Brown (2017) suggests the new graduates are only
advanced beginners if they had acquired many different clinical ex-
periences as students. Perhaps it is not about many different ex-
periences, instead a comprehensive experience is more effective in
building attributes of an advanced beginner. Changes in the educa-
tional experience of a nursing student, since Benner's novice to ex-
pert theory was developed, may require a change to the description
of a graduate nurse at that stage. These changes include decreased
face-to-face teaching time at universities and the expectation of stu-
dents to learn independently (Chen, Fei, Huang, Xu, & Wu, 2019).
Changes also include higher patient acuity and decreased clinical
placement time, exposure to a variety of wards for short periods when

on placement and high student numbers in the clinical area, limiting
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learning opportunities (Kavanagh & Szweda, 2017). These challenges
with clinical placement, along with concerns for patient safety, in-
crease a student's anxiety, decreasing their ability to gain experience
and learn effectively in today's clinical area (Jenson & Forsyth, 2012).
Changes in health services, such as decreased length of hospital stay
resulting in a rapid pace of change, and advanced technology, result in
decreased time for teaching of students whilst on placement, leading
to nurses graduating with a decreased ability for clinical judgement
and a lack of confidence (Kavanagh & Szweda, 2017). Simulation is an
education technique that can assist student nurses to learn technol-
ogy, gain confidence and improve clinical judgement skills This sug-
gests a greater importance in supporting nurses to develop as they
move through the different stages (Benner, 2004).

Whilst Benner's novice to expert theory provides an overview of
suggested stages of development, it has been criticised for failing to
discuss ways in which nurses acquired knowledge or how knowledge
provision was facilitated to enable them to move between stages
(Izumi, 2011). Kennedy, Kenny, and O’Meara (2015) argued that “im-
plied” knowledge is not tacit but shared through critical debriefs and
storytelling during social interactions and hence professional socialisa-
tion is critical to enable nurses to gain knowledge through experience,
with clinical and socialisation skills shared between novice and senior
staff (2015). Cook suggested that efficient education support from
mentors or preceptors facilitate shared knowledge (2016). Similar to
Benner's novice to expert theory, Duchscher's stages of transition
theory did not focus on the facilitation of knowledge itself but the
progression of graduates transitioning from a novice, requiring extra
support, being task orientated to the role of an advanced beginner,
gaining confidence and the development of clinical judgement (Boyer,
Mann-Salinas, & Valdez-Delgado, 2018). The provision of support and
knowledge adequately shared throughout a graduate's transition jour-
ney is crucial for a graduate programme to be considered successful.

Bridges transition theory is similar to previous theories on or-
ganisational change. The terms “change” and “transition” are not
interchangeable; a transition is the process individuals go through
for change to occur (Kralik, Visentin, & Loon, 2006). If individuals
are not supported through the three transition stages even the best
programmes may fail. If this is extrapolated into the context of nurse
transition from university to the clinical setting, the provision of sup-
port throughout a graduate's transition journey is crucial for a gradu-
ate programme to be considered successful.

Duchscher's stages of transition theory, three-step process “the
doing,” “being” and “knowing” aligns with Bridges transition step;
“doing” is letting go, and transition shock is often evident. Bridges neu-
tral stage aligns with Duchscher's second step of being and the effects
of transition crisis prevail. The graduates’ experience during the neu-
tral stage or “no-man's land” may be prolonged if the graduate is less
prepared both emotional and intellectually to cope with the rapidly
changing clinical setting. The final stage “new beginnings” aligns with
“knowing.” Transition is progressive regardless of a graduate being
portrayed as a novice or advanced beginner. Duchscher suggests
the stages of transition is nonlinear; however, a graduates’ transi-

tion journey has a beginning, middle and end point therefore linear in
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progression. The majority of graduates’ transition into the workforce
progress in a developing pattern similar to the skills acquisition model.

Duchscher builds upon and expands the work of both Kramer and
Benner to develop a transition to practice theory. Through Duchscher's
research, the term “transition shock” was developed and incorporated
deeper elements than reality shock (2007). The four elements were
identified and acknowledged to affect a graduate transition “shock”
experience. The elements include emotional, physical, sociocultural
and intellectual elements; three of these elements were explored
throughout “Kramer's reality shock theory” in 1974 (see Table 1).
These elements are heightened when graduates enter a phase of tran-
sition shock. Seminal work by Kramer (1974) identified the importance
of recognising and managing the negative emotions experienced by
novice nurses during the new graduate year. Duchscher suggested
there is more than one phase of “reality shock” graduates experience
within their graduate programme (Wakefield, 2018). Wakefield (2018)
proposed that transition crisis is a second phase of culture shock. It
could be further argued this phase is an additional step and differs
from culture shock. This is reflective of the new graduate's transition
in modern nursing, changes to undergraduate training and increased
student numbers has resulted in graduates being in turmoil for nine
months. Transition crisis, according to Duchscher's stages of transition
theory, occurs when graduates are no longer new to the hospital en-
vironment; however, they are still learning sociocultural aspects and

start to question clinical practice (Duchscher, 2009).

5.1 | Suggested components of a structured
transition programme

5.1.1 | Recommendations for Education

Hayter (2017) suggests that to better prepare new graduates and

decrease transition shock, undergraduate education should include

TABLE 1 Summary of transition theories

a realistic view of daily stressors experienced in a clinical setting.
Time and experience in appropriate clinical placements or simulated
environments are required for nursing students to acquire clinical
skills, develop critical thinking abilities to enable them to gain the
confidence to practise at an advanced beginner level (Hayter, 2017).
Recent studies on the use of extended, immersive simulation may
assist in reducing transition shock, as simulation provides a realis-
tic ward environment in which students are able to develop skills in
communication, team work, decision-making and time management
prior to graduation (Rodgers, McConnell, de Rooy, Ellem, & Lombard,
2014). Nursing graduates are entering the workforce as novices as op-
posed to advanced beginners. Duchscher's solution was to introduce
a prolonged orientation programme from 12 to 24 weeks consist-
ing of equivalent time spent between classroom theory and clinical
practice to prepare the new graduate for the role of an advanced
beginner (Duchscher, 2009). A reduction in transition shock requires
new graduate to commence their transition programme as advanced
beginners. Due to the complexities of clinical areas and fast moving
information and technology systems, the only way new graduates are
going to begin their career as advanced beginners is to be introduced
to ward-based simulation training programmes throughout their nurs-
ing degree (Brown, 2017; Kavangh & Szweda, 2017). Universities can
adapt their current practice to align with the needs of new graduates

to help better prepare and lessen the effects of transition shock.

5.1.2 | Recommendations for Policy

Graduates equipped with the right support mechanisms can suc-
cessfully navigate their way through the rejection phase (Sparacino,
2016). Support measures such as transition programmes have been
shown to lessen the degree of reality shock experienced by gradu-
ate nurses (Rush et al., 2013). Programmes that include adequate

supernumerary time and preceptorship support have been shown to

Duchscher's Theoretical Framework

(2007)

Stages of Transition Theory

e Transition shock model;

Consists of sociocultural, emotional
and physical and intellectual
elements.

e Transition stage model;

Doing, being and knowing stages.

e Nonlinear

Theories

Kramer's reality
shock (1974)

Benner's Novice to
expert (1984)

Bridges transition
theory (1991)

Main elements

Culture shock (1960)

4 stages within the cycle

Honeymoon, rejection/regression,
adjustment and recovery phase

Honeymoon—rejection/regression phase—
Recovery and resolution phase

Dreyfus skills acquisition model (1980)

5 stages
Novice—advanced
beginner—competent—proficient—expert

3-step process

Letting go—Neutral-New beginnings.

Taking time to adjust to change is
important

Key points

Cyclic process

Social, emotional and physical

responses.
Cyclic process

5 stages
Progression is linear

5 stages
Progression is linear

3-step progression
Linear progression
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decrease the negative effects of reality shock and time spent within
the rejection phase (Gerrish, 2000).

Current literature suggests there is a lack of nationally rec-
ognised transition programmes (Wardrop et al., 2019). Many
programmes are formulated and run by the facility and may lack
uniform structure (Calleja, Adonteng-Kissi, & Romero, 2019). The
use of a structured, theoretical framework is considered essential
to develop graduate programmes that meet the needs of nursing
graduates and decrease the attrition rate in the first year of prac-
tice. The American Nurses Credentialing Centre (ANCC) launched
the practice transition accreditation programme reviewing nearly
40 evidenced based components offered within a graduate pro-
gramme (Church, Cosme, & O’Brien, 2019). Ensuring both the use of
a theoretical framework followed by an accreditation process for all
graduate nurse programmes would guarantee standardisation and

strengthen the support offered within all graduate programmes.

5.1.3 | Recommendations for Practice

Duchscher proposed that transition programmes should have a set
of components in order to successfully assist graduate nurses with
transition (2007). The first component includes education, consist-
ing of theory and role play. Graduate nurses need education on
effective communication, workload delegation and management,
along with discussions centring on conflict resolution and under-
standing current lifestyle adjustment (Duchscher, 2009). Duchscher
highlighted the inclusion of unit-specific skills, professional roles and
responsibilities, and supernumerary time as important components
of an effective transition programme. Effective preceptorship within
the first three months, delivered by experienced nurses, would help
to guide new graduates from task orientated duties to holistic nurs-
ing care (Duchscher, 2007). It is essential for senior nurses to be able
to identify and understand the effects of transition shock to enable
them to effectively identify problems and assist graduates with the

transition.

6 | CONCLUSION

This narrative critical review highlights four distinct theories that have
been used to create a contemporary theoretical framework applicable
for today's graduate nurses. Kramer's theory was developed in 1974
and provides a basic understanding of the transition process; how-
ever, the role of the new graduate has significantly changed. Benner's
novice to expert and Bridges transition theory are concepts that
also remain relevant although they are both limited by the changing
level of graduating nurse, from advanced beginner, to novice level.
Duchscher's conceptual framework aligned the three valid theories
with the challenges contemporary registered graduates’ experience.
New graduate nurses currently transition into the workforce with

limited clinical hours, and decreasing face-to-face education which
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often leads to an increased gap between theory and practice. This
heightens the possibility and duration of transition shock. Support
through graduate transition programmes is vital to decrease attrition
rates through managing the transition shock which will occur. A clear
theoretical framework can provide a deep understanding of the var-
ious stages and processes of transition and enable development of
successful programmes.

New graduates commencing as novices may be reflective of
the changes in undergraduate degrees. Extended ward simulation
appropriately resourced helps to advance the skills acquisition and
bridge the theory practice gap present in some undergraduate de-
grees. Graduates need to complete their university degrees as ad-
vanced beginners, to decrease their current experience of transition
shock. Duchscher's transition shock model provides a platform for
researchers to base the understanding of a new graduates transition

into the workforce.

7 | RELEVANCE TO CLINICAL PRACTICE

Universities and clinical facilities need to work together and incor-
porate effective simulation activities to help bridge the gap between
theory and practice and enable students to graduate at a higher
functioning level. Current literature is calling for increased skills ac-
quisition to be conducted in undergraduate degrees and for simula-
tion activities to continue to evolve to increase critical thinking skills
and produce advanced beginners not novice nurses. This may aid to
easing the transition process for newly graduates nurses entering
the workforce.

The rapid changes within the clinical environment and evolving
education system are important issues to consider and with less clin-
ical hours available in undergraduate courses leaves nursing grad-
uates feeling unprepared for clinical practice. Nurse managers and
senior nurses supporting new graduates need to understand the
new graduates needs. Understanding the needs of new graduates
start with being aware of transition shock and graduates needing to
let go before being able to move forward.

Duchscher's theoretical framework, the stages of transition the-
ory, adapted from Bridges three step linear process aligns with the
current 12-month graduate programme utilised in many countries
(Rush et al., 2013). This coupled with the integration of the four
elements affecting transition shock relevant to a graduate nurse's
12-month programme strengthens the efficacy of this framework.
Following a theoretical framework when developing a graduate
programme proved to be beneficial for both the graduate nurse and

team facilitating the programme.
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CHAPTER 4: Methodology

Introduction

Chapter 3 presented the Duchscher’s Stages of Transition Theory, the conceptual
model selected to underpin this research. This chapter presents the mixed method
research approach used for this study. The aims and objectives of the study are
presented in this chapter and the research design discussed in detail. An explanation of
the setting, sample size, target population and recruitment methods are also presented.
The theoretical framework and how it guided the timeframe for the data collection
periods are also outlined. This chapter will include a discussion of the data collection
procedures, the analysis, and a discussion of the ethical considerations relating to this

research.

Justification for a mixed method approach

This study was informed by a pragmatic philosophical approach which is a
relatively new research paradigm (Teddlie & Tashakkori, 2009). The concept of
‘pragmatism’ itself is not new. As a philosophical view, it dates to the 1870s,
originating from the USA through the writings of Peirce, James and Dewey (Hookway,
2015). This philosophical view was not considered important during the 20™ century
and did not resurface until the 1970s (Hookway, 2015). However, the way this

philosophy is applied to contemporary research is a comparatively new concept.

A ‘pragmatist’ focuses on the research question and uses all methods available to
address the research question, including using multiple or mixed methods. Pragmatism
is not committed to one reality, however, examines a question from several perspectives
to reveal the most appropriate answer or truth for the given time (Creswell, 2014).
Employing a mixed method approach exposes more than one worldview and uses
different ways of gathering information in order to explore the research question

holistically.

In order to understand why the pragmatic approach was chosen, it is important to
discuss the limitations of choosing a qualitative or a quantitative method when

researching a particular, small and finely dispersed population group. Qualitative
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research investigates why people think the way they do or describes a phenomenon not
previously identified. This approach is subjective and often accomplished through in-
depth interviews, observation and/or focus groups (Richardson-Tench, et al., 2014). In
contrast, quantitative research is focused on testing a hypothesis to see if a program has
achieved what it set out to do or testing the validity of the survey. These tests are often
completed using a survey or data collection tool, utilise statistical analysis processes and
are considered a scientific approach, therefore they are considered a less subjective form
of research (Richardson-Tench, Taylor, Kermode & Roberts, 2014).

In considering the approach for this research, adopting a qualitative method alone
was thought to provide a limitation in that it may have resulted in a diminished
ontological view due primarily to small participant numbers, as one opinion is not
necessarily the reality viewed by all the members of the study. In contrast if this study
had adopted a quantitative approach only, the study would not have elucidated a deep
understanding of the personal experiences of the graduate nurses. Understanding the
population group before determining a research method is important, particularly when
accepting the limitations of targeting a small specific cohort dispersed across the diverse
Western Australian rural landscape. Using one approach only would provide
insufficient data to address the question or aims sufficiently (Creswell & Plano Clark,
2011).

It is not however, just the population who need to be understood before the
appropriate method can be chosen, the question or hypothesis is equally, if not more,
important. This study focused on building an understanding of the support available to
graduate registered nurses for each region in Western Australia Country Health Service.
Whilst a quantitative method would be able to compare the regions and types of support
available in each area in terms of budget, number of support personnel per graduate,
employing a qualitative approach would yield a far more descriptive and intimate view
of the support the graduates receive. Creswell (2014), along with Teddlie and
Tashakkori (2009), contend that applying a combination of methods to research values
both statistical and narrative views. For this reason, pragmatists use both qualitative and
guantitative methods to fully examine their research questions (Creswell, 2014).

Applying a mixed method approach was more appropriate for this research to construct

60



a deeper level of understanding and validation of the answers provided in response to

the research question (Creswell & Plano Clark, 2011).

Employing the mixed methods approach also enables triangulation to be used to
strengthen the findings. Triangulation occurs when combination of data sets, methods,
investigators and analysis procedures are linked to provide a more trustworthy result
(Richardson-Tench, et al., 2014). Triangulation was applied with participants, who
completed the interview and surveys at the three different collection times. This small
data set was analysed from both a longitudinal and horizontal focus. This was followed
by comparing and contrasting results collected simultaneously through both methods
which corroborates the data, increasing the validity of the study (Creswell & Plano
Clark, 2011). By also comparing these results to data collected at multiple different
times, the ambiguity of the information gathered is greatly reduced if the two methods

of data collection used produces the same result (Teddlie & Tashakkori, 2009).

Prior to this research being conducted, there was little published information
regarding the delivery of graduate programs in rural Western Australia. This resulted in
the decision to use the qualitative descriptive method to explore the delivery of the
graduate programs in the rural environment across the seven regions of Western
Australia. Interviews with graduates participating in the study were conducted three
times during the twelve-month graduate period. In order to increase the validity of the
research, the quantitative method was also used in the form of a survey that was
delivered concurrently to collect data from senior nurses who work with graduates, and

graduate nurses participating in the graduate program.

Research design

This study followed a longitudinal convergent mixed method parallel design in
which both qualitative and quantitative methods were applied concurrently. The
convergent design is a popular mixed method design and is also referred to as a
triangulation design, drawing on two methods and merging the results to explore one
question (Creswell & Plano Clark, 2011). Consideration of workload and the narrow
timeframe for data collection was considered when choosing this design. Subsequently
the data from both methods were analysed individually over a much longer timeframe.
Following analyses, the results from both the qualitative and quantitative data was
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triangulated and then compared and contrasted which was presented throughout the

discussion. Recommendations were encapsulated and presented within the final report.

Strengths of the convergent mixed method design consists of it being efficient,
collecting both qualitative and quantitative data at the same time, will allow for the
same view point to be obtained using both methods and as previously mentioned both
data sets can be collected and analysed separately (Creswell & Plano Clark, 2011).
There are many challenges with this method of research such as differences in sample
size, difficulties with merging two very different data sets in a significant way and
finally, implications of findings that dispute one another (Teddlie & Tashakkori, 2009).
Creswell and Plano Clark (2011) suggests the strength of the parallel design allows for
analyses of the data sets independently, then comparing the results before merging the

information throughout the discussion.

The research design also incorporated the time elements from the theoretical
framework of Duchscher (2005). Duchscher’s theory divided the graduate year into
three stages throughout the graduate year. This required a longitudinal approach to the
data to demonstrate changes to graduate nurse perceptions of the support provided
throughout the graduate year. The stages determined by Duchscher were used in this

study to determine when to undertake the data analysis.
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Figure 4:1 illustrates how the longitudinal convergent mixed method parallel
research design, the data collection methods and specific data collection timeframes

were incorporated within the theoretical framework.
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Figure 4:1  The research design integrated with the theoretical framework

Note: Qualitative data =1
Quantitative data = 2
Months highlighted: the three phases of data collection at 3, 7 and 11 timeframes

Phase one was conducted during the ‘doing” phase of the Transition Stage Model.
The first set of data was collected concurrently within the third month. This included
both qualitative and quantitative data. Phase two of data collection occurred four
months later towards the end of the ‘being’ stage of the Transition Stage Model. This
was followed by phase three of data collection at eleven months during the ‘knowing’
stage, which marked the end of the graduate program. The research design contained
three steps within the data collection period before moving into phase four where the
data was analysed, triangulated and merged within the discussion. It is within the
discussion the findings are integrated back to the Stages of Transition Theory.
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Setting

Western Australia’s Country Health Service (WACHYS) is the biggest country
health service in Australia and also one of the largest in the world (WACHS, 2010). The
state of Western Australia has a surface area of 2.5 million square kilometres, with 70
rural and remote hospitals spread throughout the state. Western Australia Country
Health Service provides over 29 types of direct patient services which comprise of
acute, chronic and palliative care facilities to over 700,000 people (ABS, 2011,
WACHS, 2012). Services provided at a health facility depend on its size and may
include inpatient and outpatient care, radiology services, theatre, dialysis, mental health,
maternity and emergency services. In 2014-2015 there were 2,913 nurses working in the
rural and remote sector in Western Australia (WACHS, 2015).

This study was conducted in health facilities across all seven country regions of
Western Australia, namely: the Kimberley, Pilbara, and Midwest, Goldfields,
Wheatbelt, South West and Great Southern regions. Target health facilities for this
research were non-tertiary public hospitals that held the capacity of between 18 beds in
rural facilities, up to a maximum of 110 beds in regional healthcare facilities. Figure 4:2

displays the size and location of each of the regions.

Figure 4:2 is not available in this version of the thesis

Figure 4:2  Western Australian Country Health Service health regions

Table 4:1 lists the seven regions with the numbers of hospitals offering graduate

positions in each region, the number of graduate positions in each region and bed
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numbers. The increased split in the Midwest region reflects the recruitment of graduates
every three months for 2015. The South West region was the largest employer of

graduates during the study.

Table 4:1 Regions, bed numbers and number of graduates employed across 17
rural and regional hospitals

. Numb(_er of hospitals Hospital bed Gra_d_uate August
Regions offering graduate positions .
2 numbers . intake
positions Feb intake
57
Kimberley 3 32 7 0
31
. 55
Pilbara 2 31 6 0
Midwest 1 65 3 2 2 1
Goldfields 1 90 4 4
44 4
Wheatbelt 2 40 2 2
98
42
25
South West 6 24 19 0
22
18
Great Southern 2 13069 9 0

Rural and remote classification in Western Australia

The Western Australia Country Health Service uses the Accessibility/Remoteness
Index of Australia classification when categorising each country region within the state
(Wood, et al., 2012a, 2012b, 2012c). The Accessibility/Remoteness Index of Australia
classification system provides a measure of remoteness for all places in Australia and

classifies regions into five groups:

1. Highly accessible regions — unrestricted accessibility to goods and services

and opportunities for social interaction;

2. Accessible — some restrictions to some goods;
3. Moderately accessible — significant restriction to goods and services;

4. Remote — very restricted accessibility to goods and services; and
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5. Very remote — very little accessibility to goods and services and opportunities

for social interaction.

The Pilbara is categorised as very remote, the Wheatbelt is moderately accessible,
the Great Southern is classified as having parts that are accessible and yet others which
are moderately accessible. The Midwest is classified as being accessible, yet very
remote (AIHW, 2004). The Kimberly region is classed as both remote and very remote,
the Goldfields region has areas classed as very remote, remote and outer regional, in
comparison to the South West region, which is inner regional, outer regional and remote
(Wood et al., 20123, 2012h, 2012c). Some of the regions have multiple classification as
it depends on how close a town is to goods and services based on road distance (AIHW,
2004). The classification of the rural areas highlights the diversity in the country regions
and is reflected within the health care system of Western Australia.

Clinical service framework classification

In Western Australia, the clinical service framework classification is used to
classify the different levels of health service provision. Table 4:2 outlines the number of
graduates employed in each of the three categories: The Regional Resource Centre, the
Integrated District Health Service and Small Hospitals/Primary Health Care Centres.

The Regional Resource Centre is the largest of the three services and provides
diagnostic services, emergency and outpatient facilities, outreach specialist services,
secondary-level acute care and procedural (surgical) services (WA Health Clinical
Services Framework, 2014-2024). The Integrated District Health Service provides
diagnostic, emergency, acute inpatient and minor procedural services, low-risk
obstetrics and aged care services, coordination for acute, primary and mental health
services (WA Health Clinical Services Framework, 2014-2024, p.37). The Small
Hospitals/Primary Health Care Centres provide emergency care, aged care and limited

medical and surgical services.
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Table 4:2 Region, district and small hospital (number of graduates employed).

e Clinical service framework Bed —_ Graduate
Classification e Facilities ,
classification numbers no’s
Large hospital Regional Resource Centres 51-110 | 6 Hospitals 41
. . Integrated District Health .
Medium size Services 30-50 7 hospitals 19
Small hospital Small Hospitals/Primary Health <30 4 hospitals 5

Care Centres
Note: number of graduates covers both cohorts

Of the 17 hospitals who facilitated graduate programs there were six Regional
Resource Centres: Broome, Port Hedland, Geraldton, Kalgoorlie, Bunbury and Albany.
The ten integrated district health services hospitals were Derby, Kununurra, Karratha,
Narrogin, Northam, Busselton, Katanning, Margaret River, Collie and Warren
(Manjimup) leaving Bridgetown as the one small hospital/primary healthcare centre
(WA Health Clinical Services Framework, 2014-2024). The Wheatbelt is the one region
that does not have a Regional Resource Centre due to its proximity to the metropolitan
area, relying on visiting specialists and the use of Telehealth. The hospitals in the
Wheatbelt are all classified as integrated district health services. Each of these clinical

services offer a unique graduate program experience.

Graduate programs in Western Australia

The Western Australia Country Health Service offers over 60 nursing graduate
places each year. Many of the graduate programs within the Western Australian
metropolitan areas are conducted over periods of 12-18 or 24 months. These programs
consist of study days, self-directed learning packages, workbooks, and preceptorship. A
preceptor is a ward nurse allocated to a graduate, who aims to instil confidence, develop
clinical knowledge, time management skills and manage conflict resolution for a
selected period of time (Fedoruk & Hofmeyer, 2012). With each rotation a graduate
nurse is allocated a new preceptor. In contrast, the rural and remote graduate nurse
programs consist of study sessions, professional development days, supernumerary
days, and preceptorship over a 12-18 month period with the opportunity to rotate
through various areas dependent upon the health care facility (WACHS, n.d). The
Western Australian Health Department information pamphlet provides information
about the rural and remote graduate programs, outlining a structured program that
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entails clinical skill development specific to rural and remote areas. The program also
includes a supportive environment and opportunity for professional growth (WACHS,
n.d).

Differences exist between the rural graduate programs, depending on the area. The
graduates in the Kimberley, Midwest and Wheatbelt regions rotate through several
smaller health service sites during the 12-month graduate training program, however in
the Pilbara, Goldfields, South West and Great Southern regions, graduate nurses stay
within the one hospital and rotate throughout the various hospital departments.
Although in the majority of regions there is one dedicated graduate program
coordinator, within the smaller sites support for this role is often delegated to the senior
nursing staff as an additional role. The slight changes in graduate programs for each site
was taken into consideration when the methods for the research was formulated.

Research objectives

The overall aim for this mixed method research study was to determine if there
was adequate support for graduate nurses in the rural and remote hospitals within
Western Australia, therefore, the research questions were developed to align with the

requirements for both qualitative and quantitative styles of research.

Four research questions were developed to explore the support available to

graduate nurses and their experience undertaking these programs:

1. What are the experiences of nursing graduates working in rural and remote
WA?

2. Are the rural nursing graduate programs effective in supporting new

graduates in building confidence for rural and remote practice?

3. What are the facilitators and barriers to effective nursing graduate programs

in rural and remote areas?

4. How satisfied are graduate nurses with the nursing graduate program in rural

and remote Western Australia?
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Gathering data to answer the four questions was achieved using both interview
and survey questions within a structured timeframe. A pragmatic paradigm coordinated

this research technique.

Methods

The data collection strategies for this study consisted of in-depth interviews, and
two structured questionnaires. The qualitative data was collected through a series of
longitudinal interviews across the three phases in order to gain a rich, in-depth
understanding of the graduates’ experiences throughout the year and the senior nurses’
insights into the graduate nursing program (Sandelowski, 2000) (see Appendix O). Both
the qualitative and quantitative data sets were collected at three separate intervals over a
single (usually 12 month) graduate program, at the beginning, in the middle and near
completion of the graduates’ program to align with Duchscher’s theoretical framework.
In order to gain a larger sample size for the quantitative study, two cohorts of graduates
commencing at the beginning and end of the calendar year were approached to

participate in the study. Data collection occurred over a period of 18 months.

Qualitative data

Open-ended interviews which enabled deeper exploration of the topic area
(Patton, 2002) were undertaken with graduate and senior nurses during each of the three
phases of the project. Conducting one-on-one interviews facilitated direct questioning
and probing, which enabled sharing of comprehensive information (Teddlie &
Tashakkori, 2009). The interviews followed a semi-structured format where a small
number of questions were asked of each participant which led on to an open discussion.
Thoughts and feelings of the researcher were documented before conducting each
interview to maintain an awareness of any preconceptions the researcher may have had
(Streubert & Carpenter, 2011). The interview process reflected in an interactive

personal context of the lived experience of each graduate or senior nurse.

Semi-structured interviews were the primary mode of data collection for the
qualitative phase of the research. During each stage, structured interview questions were
tailored to align with the framework and the interviews elicited information covering

both social and clinical supportive measures.
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The initial interview was conducted within the first four months of the graduate
program, aligning with the first stage of the Transition Stages Model. The Transition
Stages Model initial stage generally takes 3-4 months of the graduate year and is known
as the “doing” stage (Duchscher, 2008). The second set of interviews were conducted
within the seven month timeframe, thus corresponding to the second stage of
Duchscher’s transition model, the ‘being’ stage, which occurs within the 5-8 month
period of the new graduate’s transition year (Duchscher, 2008). The ‘knowing’ stage
corresponds to a graduate’s final stage within a graduate program, and therefore the
final set of interviews were conducted during the eleventh month of the graduate

program (Duchscher, 2008).

The interview for the senior nursing staff

Interviews were conducted with senior nurses from each rural and remote region.
These nurses were responsible for overseeing the graduate nurses. The interview
process for senior nurses was scheduled the same as the graduates and hence was
repeated at each of the three intervals previously highlighted to identify difference in
support provided and needed at each of the different stages in the framework. The
interviews with the senior nurses enabled the data gathered to align with, or build on,
the graduate nurses’ experience of progression through Duchscher’s Transition Stages
Model.

Quantitative data collection instrument

The second method used to gather data for the study were two questionnaires. One
questionnaire was designed for graduate nurses and the other for senior staff members.
Both questionnaires were developed from a study that focused on whether graduate
nurses were satisfied with graduate nurse programs in Victoria, Australia (Reeves,
2007). The questionnaires had previously been tested for reliability and validity
(Reeves, 2007). Permission was gained from the author to use this tool to collect the
guantitative data (see Appendix J). The questionnaires were modified to make the
questionnaires suitable for Western Australian programs (see Appendices P and Q). The
Rosenberg’s self-esteem scale was added to the graduate’s questionnaire which allowed
for a deeper insight into the responses for each graduate nurse participant as to how

their self-esteem changed throughout the graduate year. This tool also has been
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extensively tested for both validity and reliability (Rosenberg, 1965). This tool was able

to be used without explicit permission as long as the family was notified (Appendix L).

Pilot testing two questionnaires

Following ethics approval, five senior nurses and four graduate nurses from a
small public metropolitan healthcare facility piloted the questionnaire for face and
content validity. The surveys were tested by each participant at the same time to ensure
the questions were clear and concise, contained no ambiguity and related to the
attributes of a structured graduate program. Meeting everyone together saved time and
allowed for easy discussion about the questions in the survey which may have been
missing, misleading or unclear (Portney & Watkins, 2000). One question in the survey
was changed following the meeting regarding the number of rotations to clarify the

question.

Questionnaires distribution

Questionnaires were distributed via email to all graduate and senior nurses
working in rural and remote Western Australia. An email was prepared for both cohorts
and sent to the Western Australian Country Health Service liaison, who distributed the
information to the Graduate Nurse Coordinators in each region who further
disseminated the information to all possible participants. At the time of the research
there were 65 graduate nurses undertaking a rural or remote graduate program and
approximately 200 senior nurses involved in supporting the graduate nurses. Electronic
links to both questionnaires were sent out to participants by an independent
correspondence person from the Western Australia Country Health Service to maintain
privacy of potential participants. Links (emails) were sent out at the three intervals as
described previously and a follow up reminder was sent out the following week. The
questionnaires were set up in the Qualtrics data management system so the surveys
could be completed electronically.

The questionnaires were structured with pre-coded non-forced choice questions.
The pre-coding of questions made it easier for entry and data analysis. The
questionnaire for the senior rural registered nurses was divided into 11 sections. The

questionnaire for the graduate nurses was divided up into 12 sections. Both surveys
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were followed by two or three open-ended questions. The questionnaires were divided

into the following sections:

Demographic data, university attendance, size of hospital;

The clinical rotations;

Preceptorship;

Supernumerary time;

Graduate nurse coordinator / Staff development nurse / Clinical educator;
Support given to the graduates;

Being part of the team;

Theoretical component of the program;

© © N o g~ w D P

Performance management;
10. Evaluation;
11. Overall satisfaction with the program; and

12. The self-esteem section (for the graduate nurses only).

The senior nurse questionnaire was designed to gather information about the
graduate program and gain an understanding if the senior nurses were satisfied with all

aspects of the current program (Reeves, 2007). (Appendix Q).

The questionnaires employed throughout this study were coded and consisted of
35-45 questions, generally taking no longer than 20 minutes to complete. For this
research the graduates completed the same survey at each interval so changes in

responses across the different time periods could be assessed.

Validity and reliability

Measurement of validity and reliability of a scale determines if a chosen data
survey captures what it was intended to capture and accurately reflects the full extent of
the concept being explored (Teddlie & Tashakkori, 2009). This survey was used
previously on two occasions and the data collected were consistent, strengthening the
reliability of the instrument (Reeves, 2007). The questionnaire was shown to represent
all documented components of a graduate nurse program in another state of Australia,
(Victoria), and was developed following an extensive literature review (Reeves, 2007).
The survey was piloted before being used in Western Australia and reviewed for

translational validity by the pilot group, assessing both face and content validity within
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the Western Australian context. The survey was closely examined by the researcher and
pilot study group highlighting if each question reflected the supportive measures needed
within a structured graduate program, strengthening the survey’s capacity to address the
research question. This strengthened the survey although, the response was limited to

participants from two graduate nurse program cohorts only.

External validity

This study captured the current perspective of the nursing staff involved with rural
graduate programs in Western Australia. The study was not extended to rural and
remote nursing staff who had completed a graduate program in previous years.
Accordingly, the findings are not able to be extrapolated to all rural areas within
Australia, however, combining the mixed method results increased the validity, and
along with regular delivery of the questionnaire, over 50% of graduates in rural Western
Australia responded which increased the prospect of generalisation of the findings to all

graduates enrolled in programs in rural and remote Western Australia.

Participants

Sample selection

For this study, graduate nurses and senior rural and remote nurses were
purposively sampled from each region. Purposive sampling involves participants who
are specifically invited to be part of the study because they are experienced in the
subject area (Burns & Grove, 2009). This method captured the knowledge and
perceptions of members from the target group. As this study was focused on identifying
the support available for rural graduate nurses, both the nursing graduates and the senior
nurses who facilitated the graduate program were invited to participate (Speziale &
Carpenter, 2007). This homogenous form of sampling allowed for exploration of the

graduate nurse program from two perspectives (Teddlie & Tashakkori, 2009).

Participant recruitment

All the graduate nurses, and senior rural and remote nurses involved in graduate
programs located in hospitals that facilitated graduate nurses, were invited to participate
in the quantitative survey via email. Before the email was distributed, a video

conference presentation was conducted for senior nurses and information was relayed
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by video conference and in person. The presentation was conducted on two separate
occasions at the beginning of the research project. All senior staff members involved in
the coordination of the graduate nurse program from each region were invited to the
first presentation, where the study was presented, and any questions answered. The
second presentation was for senior staff members in the Pilbara region only. All
graduates were recruited through presentations delivered on site at various intervals
throughout the first 12 months. A nominated contact person situated at the Western
Australia Country Health Service’s main office, organised the first presentation to
senior nurses and also played a part in distributing the information to all the senior staff
members, who in turn emailed all the graduates at each of the data collection intervals

throughout the 18 months.

Senior registered nurses at five different hospitals were contacted by email at each
of the data collection periods with the aim to capture all possible participants and
decrease the workload of senior members. Towards the end of the data collection period

the survey was resent out to all 17 sites in order to increase response rates.

Qualitative data collection

The in-depth semi-structured interviews were conducted face-to-face for a
majority of the senior nursing staff during the first data collection period.
Teleconferencing was used for senior nurse interviews when required. The interviews
for all graduates were conducted with the use of technology, including teleconference
facilities available throughout the clinical settings and the University campus. The
interviews ranged from 20 minutes up to 70 minutes in duration and all were recorded
using digital recorders. A short notation was completed in the researcher’s journal prior
to the interviews which was a useful source of complementary data because it
highlighted the researcher’s thoughts and bias before the interviews began (Rudestam &
Newton, 2014).

Quantitative data collection

The senior registered nurses received the quantitative survey via email. Nurses
were included if they held an education portfolio, preceptored graduates or were
involved in supporting graduate nurses. All graduate nurses employed by the Western

Australia Country Health Service were invited to take part in the graduate questionnaire.
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The survey was available by email link to Qualtrics or paper-based copies of the survey

were distributed which were subsequently entered into Qualtrics by the researcher.

Data analysis

Qualitative

Thematic analysis is a foundational analytical method. Thematic analysis enables
the researcher to organise data into patterns or themes and presents a deeper rich
detailed account of the research topic (Braun & Clarke, 2006). Braun and Clarke’s step
by step thematic approach was used to analyse the qualitative data (Braun & Clarke,
2006). According to Braun and Clarke (2006) thematic analyses consist of two different
styles of approach: inductive and deductive. The inductive approach is often used when
there is no previous knowledge on the subject matter or the knowledge which is
available is fragmented (Elo & Kyngés, 2008). When coding data using an inductive
style, the codes are derived directly from the data. A deductive approach is often used
when testing a theory or comparing categories or themes at different times (VVaismoradi,
Turunen, & Bondas, 2013). Latent thematic analysis was also considered and is
reflected when choosing the level at which to identify the themes or a theme. This is
when the next step is taken, and themes are interpreted with more than a semantic
approach. Latent thematic analysis is not just descriptive but interpretative examining of
the underlying ideations (Braun & Clarke, 2006).

Considering there is limited literature on rural and remote graduate programs in
Western Australia, it was decided to adopt a descriptive approach following both an
inductive and deductive style of thematic analysis for this research. The first set of data
collected followed the inductive process, which allowed the general patterns in the data
to be discerned. The subsequent data collected was analysed using a deductive process,
comparing patterns in responses to those from previous stages. When any new
categories emerged, the inductive process was used following the approach outlined by
both Elo and Kyngés (2008) and Hseih and Shannon (2005).

The inductive content data analysis approach used in this research followed a
systematic six step approach to organising the data (Braun & Clarke, 2006). Firstly, the
researcher was immersed in the data by reading and re-reading the unit of analysis as a

whole. Only then did the researcher move onto looking at the data word by word and
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capturing ideas (Braun & Clarke, 2006). While doing this, the researcher often returned
back to the beginning of the text and wrote notes in the margins to document first
impressions. This was followed by the second step, the creation of codes which were
noted throughout and more than one key thought was developed. Although coding is the
second step, it is an ongoing process throughout the thematic data analysis approach.
Coding was done manually with the use of butcher’s paper and ‘post-it’ notes which
allowed for transparency and patterns to occur. Themes were developed during the third
stage from the codes creating ‘significant clustered groups’. A thematic map was
developed to help organise levels of significance from the main themes and sub-themes
(Braun & Clarke, 2006). The fourth stage when the themes form a set of data were
reviewed. Some themes were expanded, and others collapsed, and new themes
developed, with final overall patterns strengthened. The themes were then reviewed by
two researchers, taking into account the entire data collection to ensure the themes
worked and code any additional data (Braun & Clarke, 2006). Throughout stage five,
names and definitions were developed for each theme, identifying why they were
important constructs within the data set. The final stage of the integrated steps was to
finalise the findings and the story the data portrayed. This process was followed for all
of the data collected from the interviews conducted within the first four months of the
graduate program. The interviews conducted from the next two intervals (8 and 12
months) were analysed using both a deductive and inductive process.

The deductive content analysis approach is often used to prove or add to an
existing theory (Elo & Kyngas, 2008). In the case of this study, the second and third set
of qualitative data enhanced the first and further validated the theoretical framework
that underpinned the study. The deductive process used was the same as the inductive
throughout the preparation stage — sampling and data collection, selecting of unit of
analysis (the entire transcribed interview), followed by reading and re-reading of the
interview transcripts until immersion occurred (Elo & Kyngas, 2008). The themes
developed throughout the inductive phase became the main focus for coding throughout
the deductive phase. The information gathered that did not fit within the pre-conceived

themes where then analysed using the inductive principles (Elo & Kyngas, 2008).
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Credibility and dependability

The credibility and dependability of this qualitative research is strengthened using
several strategies, which included member checks, personal meetings and reflexive
diaries (Teddlie & Tashakkori, 2009). Member checks helped substantiate the
researcher’s view of the interpreted data to ensure the data captured was a true account
of the participant’s perspective (Streubert & Carpenter, 2011). All interview transcripts
were sent to the participants for checking. One graduate nurse sent their interview back
with a few minor corrections and three senior nurses made corrections. At the beginning
of the second and third interviews, the researcher reviewed the previous interviews,
which provided a connection and allowed for probing or further clarification. Personal
meetings enhanced mutual trust, allowing for rich data to be collected throughout the
interview process (Minichiello, Axford, Sullivan, & Greenwood, 2004). A reflexive
diary was used to document the method of data collection and collect information about
how the researcher felt at the time of the interview. This process enhanced credibility of
the data collected (Streubert & Carpenter, 2011). A short notation of the researcher’s
understanding of graduate programs before the commencement of data analysis was
recorded and highlighted the embedded knowledge the nurse researcher sustained
(Neergaard, Olesen, Anderson, & Sondergaard, 2009).

An independent researcher compared categories from both deductive and
inductive thematic analysis ensuring the same trends and patterns are found, adding to
the validity of the data (Elo & Kyngés, 2008). Another strategy employed was ensuring
that the participants felt comfortable to speak freely, and only participated if they
wanted to be a part of the study, again strengthening the rigor of the qualitative
descriptive data. This choice to participate allowed for rich information to be shared and
appropriately represented through the analysis (Neergaard, et al., 2009).

These multiple techniques were aimed to provide an accurate representation of the
graduate programs from the perspectives of both the graduates and the senior nurses.
The overall strategies adopted increased the credibility of the findings between regional

areas.
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Quantitative data analysis

The information collected from the quantitative data via Qualtrics was
transformed to Excel format and then to SPSS Version 22 software for analysis. The
quantitative data was cleaned, and the final number of surveys were grouped into three
separate timeframes for one set of analysis. Descriptive statistics were used to
summarise the quantitative data due to the small sample group. Percentages were used
to summarise both the continuous variables e.g. age, and the categorical variables e.g.
gender. Percentages were also applied to the remaining questions which were analysed
using a 5-point Likert scale. The three different Likert measurements consisted of
agreement, valuable and satisfaction level each variable included a not applicable
segment. The various stages of analysis are illustrated in Figure 4:3. Questionnaires
were reviewed by timeframe then longitudinally to analyse changes over time for the

graduate nurses.

Rosenberg self-esteem tool

Self-esteem was measured using a ten item Likert scale with items answered on a
5-point scale — from 1=strongly agree to 5=strongly disagree. Five questions were from
a positive perspective for example: on the whole, | am satisfied with myself and five
questions were written from a negative perspective e.g. at times, | think 1 am no good at
all. This was to account for respondents strongly agreeing to all questions (Rosenberg,
1965) see Appendix L. The first scale grouped questions 39, 43, and 45 together with
two or more positive responses resulting in a positive grade. Scale 2 placed 40 and 41
together with one or more positive responses providing a positive outcome. Scale 3, 4
and 5 related to question 46, 37 and 44 independently. The last scale grouped questions
38 and 42 where one or more positive responses would result in a positive outcome.
There are six categories involved in the Guttman scale measured from 0-6. The Guttman
scale was used to measure Rosenberg’s self-esteem scale. A grade between 0-2
indicated a low self-esteem, a grade of 3-4 indicated a moderate self-esteem and
participants who received a grade of 5 or 6 were considered to have high levels of self-
esteem (Rosenberg, 1965). The use of the Guttman scale increases the strength of the
tool and is easy to analyse. The Guttman scale allows the cumulative score to indicate

the level of self-esteem or response because the scale is determinist (Forrester, 2009).

79



Content analysis

The online surveys contained three open-ended questions which were analysed
using the content analysis approach outlined by both Jacob, McKenna and D’ Amore
(2014) and Chambers and Chiang (2012). QCAmap was a tool used to code, group and
abstract the data from the three questions (Mayring, 2014). For this study the codes
were not predetermined but evolved from the detailed descriptions. A set of rules
applied before coding commenced to enable replication of the analysis (Neuendorf,
2016). Content analysis involves coding written words into categories. The number of
times the same words were repeated were highlighted. Some responses contained more
than one code. The coded information informed the key points (Jacob et al., 2014). The
key points were grouped together to form categories and subsequent themes. Code
frequency with similar values were tallied and divided by number of participants who
submitted written responses. This was reflected in the results with a percentage. The
content analysis resulted in systematically obtaining measurable descriptive
information, therefore strengthening the validity of the inferences (Elo & Kyngaés,
2008). The broader steps taken for data analysis are evident within the following
diagram.
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Figure 4:3  Data analysis — Qualitative and Quantitative
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Merging the data

Throughout integrating, triangulating and/or making sense of the combined data
sets, a simple process was followed. This allowed for the independent researcher to
come in and follow the process resulting in the same findings. This step by step process
began by highlighting one of the research aims each time the data was reviewed
(Teddlie & Tashakkori, 2009). As the analysed data was revised reflexive diaries were
taken into consideration along with the notes made in columns and notes taken
throughout the separate analytical process during phase one and two. Interpretations
were made of the data to align with all or part of the research question (Teddlie &
Tashakkori, 2009). Once this process was completed for each research question the
interpretations were once again tabled side by side and either compared, combined
and/or contrasted. If the information did not match, reasons were sought through current
literature, field notes and raw data for possible explanations (Teddlie & Tashakkori,
2009).

In contrast to the aforementioned side by side comparison of data, an alternative
transformation method was also employed with a select number of variables. The
chosen variables related to, or directly answered, the research question as open-ended
questions from the surveys. This process requires one data method to be transformed
into the other. Within this study, the qualitative data from the surveys was coded and
transformed into quantitative data (Creswell & Plano Clark, 2011). This was conducted

by highlighting the frequency of themes that were coded via thematic analysis.

Discussion of the findings, the final phase of this research design, led to further
explanations of the themes and the possibility of generalising the meta-inferences for all
of rural and remote Western Australia (Creswell & Plano Clark, 2011). Throughout this
phase the primary focus was to discover differences and similarities between the two
data sets. When the segments or variables did not reflect the same information and the
findings failed to align with the literature or theoretical framework, further exploration

was performed (Creswell & Plano Clark, 2011).

Within this research design, triangulation of data was evident through a number of
phases. Triangulation of the data was applied when the two interpreted data sets were

compared, transformed and findings were merged. This enabled the interpretation of the
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combined results and further evaluated how the findings addressed the research

question.

Rigor for mixed methods

There are a number of potential threats when it comes to the validity of a mixed
method study, however within this study a number of steps were considered throughout
the final stages to ensure these concerns were kept to a minimum (Creswell & Plano
Clark, 2011). Data being collected from purposefully selected participants, due to their
expertise, all of who needed to be a graduate nurse in rural remote Western Australia, or
a senior nurse involved in the graduate program, strengthening the validity (Creswell &
Plano Clark, 2011). Both graduate and senior nurse data questions were set up to
address the same topic which potentially decreased threats which could arise when the
data was merged and/or combined throughout the final phases of the research design.

Results were displayed in a table format in order to interpret configuration for
ease of duplication if needed, reducing threats and legitimising the findings
(Onwuegbuzie & Johnson, 2006). As previously suggested the transformation of data
was carried out following a systematic process allowing for the independent review by a
second researcher. In addition, quotes from the deep enriched data were used to support
the qualitative findings (Creswell & Plano Clark, 2011). The merging of data sets
allowed for each research question to be addressed. The two data sets were of equal
importance leading to a reduction of possible threats to the validity of the study,
although if the numbers differed, the rich qualitative data was balanced due to the
intensity of information (Onwuegbuzie, & Johnson, 2006). Data was interpreted several
different ways (e.g. as a continuum) reviewing the three stages from each individual
participant and information gathered from each stage was interpreted in its entirety. This
allowed for inferences to be made from all separate stages and as a whole which
strengthened the validity of the results (Creswell & Plano Clark, 2011).

Adding to the quality or ability for the mixed data sets to validate findings or
legitmise results, Teddlie and Tashakkori (2009) developed a framework to follow. This
was used in this study and further enhances the quality and rigor of the analysed data

and findings. Table 4:3 outlines the quality for the research undertaken.
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Table 4:3 Integrative framework for inference quality

Table 4:3 is not available in this version of the thesis

(Teddlie & Tashakkori, 2009, p 301)
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Ethical considerations

Informed consent and confidentiality

Ethical approval to undertake the research was obtained from the Human
Research Ethics Committee (HREC) at both Edith Cowan University and the Western
Australia Country Health Service (Appendices G and H). Participation was voluntary
and participants were informed they were under no obligation to take part in the study.
All rural and remote staff members contacted via email, from the appointed WACHS
liaison, received information about the research and its purpose. Each candidate
received a letter asking for their informed consent to participate (Appendix N). As the
request to participate email included a copy of the information statement and a link to
the survey, completion of the survey was considered to be informed consent. The
participants were advised of the confidentiality of the study and they could withdraw at
any time without penalty or effect on their work life prior to publication of the results.

Potential risks for participants such as anxiety regarding their employment could
occur if any identifiable disclosure arose for an individual participant or a location site.
In this project, to negate this risk, informed consent was obtained, and confidentiality
and anonymity of each participant and the location of sites were protected (protecting
the identity of participants and locations). Study sites will not be named but will be
referred to as small designated hospital and region A, B, C, for example. Participants
were advised of counselling services such as Beyond Blue if they wished to speak with
a counsellor following an interview. Confidentiality was upheld when the data was
analysed by linking all participants to a specific data code. A different code was
allocated for each region (as mentioned) and a second code was given to graduates
nurses and senior staff members, thus ensuring the participants were not identifiable by
name. Only the researcher and supervisory team had access to these codes. This project
will contribute to knowledge about supportive measures available for rural and remote
graduate programs in Western Australia. The final report will be disseminated
throughout the seven regions via virtual electronic systems and personal presentations.
This will help inform future consideration for senior nurses and management involved

in a new graduate’s transition to practice.

The data was kept on a password protected computer in the researcher’s locked

office and will remain there for a period of seven years in accordance with ethical
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practice guidelines and the Western Australia Country Health Service ethical
requirements (NHMRC, 2007). A copy of a report of the study was provided in person
to the Western Australia Country Health Service before any papers were published
regarding the results (Creswell, 2014). Funds to complete the research were sought and
granted by the Western Australian Nurses Memorial Charitable Trust. No conflict of
interest was identified, as neither the researcher, the Western Australia Country Health
Service nor the Western Australian Nurses Memorial Charitable Trust stood to profit

from this research project.

Summary of chapter

This chapter provided an explanation as why a mixed method design was chosen
to address the research aims. This was followed by an in-depth description of the
setting. The research design and how each step aligned with the chosen conceptual
framework was then presented. The processes involved in the qualitative and
quantitative data collection and analysis were discussed. Finally, this chapter discussed
the quality and rigor of the data and briefly discussed the ethical considerations. The

next chapter will discuss the first of the findings from the study.
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CHAPTER 5: Experiences of Nursing Graduates in
Rural and Remote Western Australia: Qualitative
Findings

Introduction

Chapter 4 outlined the methodology and design for this study. The findings for
this study are presented in the next four chapters: the qualitative findings from the new
graduate registered nurses and senior nurses interviews are presented in chapters 5 and
6. Chapters 7 and 8 present the results from the new graduate registered nurses and
senior nurses surveys, respectively. This chapter presents the findings from the in-depth
interviews conducted with 10 newly graduated registered nurses and the findings are
presented in the form of themes drawn from their interviews. Chapter 6 will then

present the qualitative findings from interviews held with 15 senior nurses.

Participants

New graduate registered nurses

Ten nursing graduates participated in the interviews for the study. The new
graduate registered nurses were undertaking graduate programs at district and regional
facilities. Participants were aged between their 20s and mid-50s and were of both
genders. Twenty-two in-depth interviews were undertaken with 10 new graduate
registered nurses over the three phases of the study. Eight new graduate registered
nurses participated in the first stage of interviews. Six new graduate registered nurses
participated in the second stage of interviews and eight new graduate registered nurses
participated in the third interview. Of the 10 participants, five new graduate registered
nurses participated in all three interviews, two new graduate registered nurses
participated in two interviews, and three new graduate registered nurses were
interviewed once. At least one new graduate registered nurse from each of the seven
regions participated in the interviews. The findings of the three time-framed interviews

follows.
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Phase one
Findings

Thematic analysis of the interviews with new graduate registered nurses identified
four themes that ran across the graduate year. These themes were ‘Professional
beginnings’, ‘Fractured reality’, and ‘A sense of belonging and Transference of
knowledge’. The theme ‘Professional beginnings’ described the new graduate registered
nurses’ perceptions of the challenges they faced acclimatising to the nursing role for
each rotation throughout the program. ‘Fractured reality’ explored the difference
between a new graduate registered nurse’ expectations and their actual experiences of
undertaking the graduate program and working as a registered nurse. The theme ‘A
sense of belonging’ portrayed the psychosocial aspects of the new graduate registered
nurses’ experience, highlighting the importance of friendship and community ties. The
‘Transference of knowledge’ identified that clinical education was gained through both
structured and ad hoc educational opportunities and described how the knowledge was
utilised by the new graduate registered nurses. These themes will be discussed
individually while providing the evidence for the results. Table 5.1 outlines the over-
arching themes and their sub-themes identified throughout the research and how the
themes relate to the different stages the new graduate registered nurses experience

during their graduate year.
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Table 5:1 New graduate registered nurses’ transition to rural nursing

Themes/ | Professional Fractured Sense of Transference of
Timeframe| Beginnings Reality Belonging Knowledge
Thrown in We’re not Settling In | Tell me what |
the deep end ready social | need to know to
overwhelmed support peers survive
3 months |belongingness |online-guidance clinical | Structured study
communication days
E-learning
ad hoc education
Treading (We’re working | No-man’s I still need to
water on it land know more Sub-
Hesitant support social Structured study | Themes
7 months . . .
belongingness [online-guidance peers days and
communication clinical E-learning |Categories
& feedback ad hoc education
Swimming | We’re ready Feeling Ok got it, now
without now Settled what?
1 ‘ﬂOat_ieS’ support social |  Structured study
months con_fldence gL.“da'nce -pe-ers d-ayS
belongingness |communication, clinical E-learning
debrief & ad hoc education
feedback

Note: italic, right alignment = categories for each of the subthemes

Theme 1.0: Professional beginnings

The theme ‘Professional beginnings’ refers to the challenges new graduate
registered nurses felt in undertaking the professional role of a registered nurse.
Education that provides the insight to be able to navigate complex and at times
unknown tasks, describes the training nursing professionals require to operate
independently (Chang & Daly, 2016). The term “professionals” defined by Chang and
Daly (2016) was in the context of a beginning registered nurse. Throughout the
conversations with the new graduate registered nurses, it was clear many felt they
needed to perform specific skills, with both confidence and competence before they felt

valued as part of the clinical team in each of the different clinical areas (rotations).

The rural and remote graduate program required that all of the new graduate
registered nurses rotated through different clinical environments with the majority
rotating every four months. Each time the graduates rotated to a new clinical area,

marked the beginning of a new professional experience for each new graduate registered
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nurse. The experiences of starting each new rotation differed for each of the new

graduates.

Three subthemes highlighted these challenges: a swimming analogy was used to
describe the sentiment by several participants in describing their experience and depicts
the new graduate registered nurse’s learning the role of a registered nurse similar to the
way in which a child learns to swim, hence the swimming analogy has been used for
this theme. New graduate registered nurses progressed throughout their graduate year as
they developed the skill and confidence to practice as a registered nurse, from feeling
like they were ‘drowning’ at the beginning of the first rotation, to feeling like they could
finally ‘swim’ for the final rotational change. The subthemes reflect the swimming
analogy and were identified were: 1.1 Thrown in the deep end; 1.2 Treading water; and

1.3 Swimming without ‘floaties’.

1.1 Thrown in the deep end

This sub-theme described by the new graduates refers to the new graduate
registered nurse feeling unprepared for the responsibilities of a registered nurse and
feeling like a ‘stranger’ in the clinical world. Within the first three months, some of the
new graduate registered nurses described feeling like they were thrown in the deep end
of a swimming pool and were drowning because of the situation in which they found
themselves. This feeling was evident in periods when support was not available, and
self-esteem was lacking. Many new graduate registered nurses felt there was a lack of
support and sensed they had ‘no safety net’ (GN7-3). From this subtheme two

categories were identified — feeling overwhelmed and belongingness.
1.1.1 Overwhelmed

At the commencement of their graduate year, many new graduate registered
nurses reported feeling overwhelmed by how much they had to learn despite their
undergraduate training. Being ‘overwhelmed’ was an emotion expressed when the new
graduate registered nurses felt they needed to practice in the full role of a registered
nurse despite not feeling ready for this role. This was exacerbated by an expectation of
new graduate registered nurses to ‘hit the floor running’, to be able to perform basic
clinical skills and manage a full patient workload. One of the new graduate registered

nurses believed that their university had prepared them well, and being a high achiever,
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they assumed they would be able to cope. When this did not happen, emotions of self-

doubt and being overwhelmed ensued:

Completely overwhelming. Unfortunately, I felt very I did not have a
lot of confidence in myself, so it was very difficult the first few shifts...
And there were times where | felt like dropping in the towel and you
know there were tears and | think the expectations that | had on
myself were very high because | had done well academically. |
thought that | needed to excel as soon as | stepped onto the floor
(GN7-3)

The extent of feeling overwhelmed was different for each new graduate registered
nurse and depended on their personality, life experience or level of maturity, personal
expectations, the time taken to adjust to the new role, and the support provided. Other
new graduate registered nurses spoke of being overwhelmed with the workload until
they had learned how to manage their time appropriately. Many of the new graduate
registered nurses felt the first three months were not smooth and many felt isolated,
stressed and had feelings of inadequateness as they transitioned into the role of a
registered nurse. The new graduate registered nurses expressed a lack of knowing of
what to do and felt unable to fully work as an effective team member. As one new
graduate registered nurse said, “initially it was sort of a new environment that I was
uncertain, was probably feeling that I wasn’t pulling my weight. Not knowing what [
was doing” (GN6-3). One of the new graduate registered nurses stated, “It was a steep
learning curve” (GN3-3). Even when one graduate nurse had attended the same clinical
environment as a student nurse in their final year, she still found it “stressful. I did not

expect to be put in the deep end” (GN6-3).

The new graduates indicated they felt unprepared for the difference with the level
of support provided as a student nurse to the support provided as a new graduate
registered nurse, which exacerbated their feelings of being overwhelmed. This was
emphasised by one of the graduates who had come from a metropolitan area where they
had experienced ongoing support. “Just the fact that I didn’t have a preceptor, so you
didn’t have anyone. [ was a partnership student at [hospital name withheld] so we
always had a staff development nurse [for support] ” (GN2-3). The new graduate
registered nurse felt isolated within the district hospital and felt she had been “let loose
on proper patients without any back up” (GN2-3). The graduates’ experience of
supportive measures and time needed to adjust to the workplace was different to what
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they expected. “In the regional/remote areas | knew there would not be the support you
have in the cities but did not realise that there would be so little” (GN1-3). The
perceived lack of support contributed to the feelings of being overwhelmed. Even
graduates who received one-on-one support through preceptorship still felt they were
“thrown in” and “treading quicksand for a while ” (GN3-3), however, some of the new
graduate registered nurses believed this was “one way of learning” (GN1-3). The
majority of the new graduate registered nurses experienced a sense of unease and were
challenged by the role of a registered nurse whilst learning within the clinical area.

1.1.2 Belongingness

While the new graduate registered nurses felt overwhelmed, many also indicated
they felt as though they belonged on the ward after some time had passed.
Belongingness correlates to the clinical setting and does not encompass the social
setting. Belongingness within this context related to the new graduate registered nurses
feeling they were part of the clinical team. The graduates indicated that it took at least
four weeks to ‘fit in’ the clinical area. Time management seemed to be crucial before

the new graduate registered nurses felt a sense of belongingness:

Um, | guess actually realising that it is not as scary as what | thought
it might be and actually getting a handle on things. Sort of by the end
of the first four weeks, I guess, it was like, okay yes, | can do this. | am
not giving out morning medication until 12 midday, and getting to do
actually nursing work as such, rather than just giving medication, is
quite a high point for me. Basically, the basics. (GN1-3)

This comment demonstrated the task-orientated focus of many new graduate
registered nurses on commencement of a rotation. Their focus was on being able to
administer medication on time. Not all of the new graduate registered nurses felt that
sense of belonging within the first four weeks. A small number of new graduate
registered nurses felt they had to prove their skills, when working with some staff
members, and lost confidence in their own abilities. This group of new graduate
registered nurses did not feel part of the team within the first four weeks. The following
new graduate registered nurses experience suggested that not all staff were

approachable:

Yeah, | am still finding my way around it all. There is [are] definitely
staff that are there that, you know, you feel hesitant or nervous about
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doing particular things, like particular skill or what not, you know,
because you have that sense of judgment or disgust looking down on
you. Sort of that still occurs. (GN6-3)

One of the new graduate registered nurses tried to share knowledge gained at
university and was advised to use different practice methods. “I have spoken out about
something, and they have said well actually we are in [hospital name withheld] and
there is kind of an [hospital name withheld] way, and there is kind of the other way
things are done” (GN 1-3). This highlights differing nursing culture, and the challenges
new graduate registered nurses faced with learning how to fit in with different practice
expectations. Graduates who challenged current practice described feelings of isolation

as opposed to belongingness.

The subtheme of ‘thrown in the deep end’ provided insight to the experience of
graduates’ professional beginnings and feelings of being overwhelmed and the time
required to feel part of the team within the first three months of the graduate program.
After being thrown in the deep end and not drowning, the new graduates learnt how to
survive in the clinical environment. Participants in this study referred to this

phenomenon as ‘learning to tread water’.

1.2  Treading water

This subtheme was identified by new graduate registered nurses on the second
interview at seven months and describes how moving to a new ward resulted in new
graduate registered nurses again feeling overwhelmed at the beginning, but it did not
last as long as the initial rotation. The new graduate registered nurses had moved to
their second rotation by either changing wards or moving to a new hospital. The new
graduate registered nurses felt disorientated when they moved to a new clinical area and
were once again ‘treading water’ or ‘taking time’ to find their place in the nursing team.
One of the new graduate registered nurses described their experience, I left general
ward feeling that | was an actual nurse and then [moved wards] you come back feeling
like you are a student again but it’s only for the first couple weeks” (GN4-7). The
graduates no longer felt like they were ‘thrown in the deep end’, however they still felt
like they were in deep waters and just able to keep their head above the water in the
unfamiliar territory. This feeling did not last as long as the initial experience.
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By the middle of the graduate year, the new graduate registered nurses’ focus had
changed from articulating concerns with individual skills such as time management to
focusing on reorienting with staff and clinical areas. The participants concentrated on
learning the dynamics of the new environment and advancing their clinical skills. The
interviews identified changes in the emotional state of new graduate registered nurses.
While the initial feeling of being overwhelmed had past, new graduates expressed
feeling exhausted as they were emotionally drained and struggled to navigate work-life
balance. Many of the new graduate registered nurses experienced depleted energy levels

as they navigated these challenges:

Today I just was like ‘oh my gosh’, just hit a wall...I think that sort of
thing as well. I'm just struggling a bit with the whole work/life
balance thing and the fact that | am just exhausted when | finish work
and just can’t like do as much as I used to and I have to force myself
to rest and it’s just learning to like manage that. (GN9-T)

And

I really struggled with that [being tired] and ... /it] happened while |
was in ED as well and I guess the whole realisation that 1'd actually
been up here for the six months as well and hadn’t actually had a

break or anything. (GN1-7)
The graduates believed their experience of exhaustion was magnified because
they had not taken a break and were physically tired. The impact of a new home, new

job, ongoing learning were not considered as factors, until asked to reflect.

The impact of low staffing levels and poor rostering practices were viewed by the
new graduate registered nurses as factors that increased their feelings of tiredness. One
new graduate registered nurse discussed being rostered between two wards for seven

days. This was thought to exacerbate the tiredness of the new graduates:

I had done a seven-day week, 7 spent, I'd finished on the ward on the
Sunday night and did five days of trying to learn new things with
dialysis, and then I got a call ... back into general ward on a Saturday
night, so I ended up doing seven days straight... I had a bit of burnout
that following week. (GN 4-7)

Being rostered continually for seven days was not an isolated incident and similar

rostering patterns resulted in graduates stating they were exhausted or unwell.
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1.2.1 Hesitant

Navigating through the new environment was not easy for the new graduate
registered nurses and if not adequately supported, they often took longer to feel at ease.
Many graduates shared their feelings of being overwhelmed at the beginning of the new
rotation. The new graduate registered nurses suggested the challenges were similar to
what they felt within the first few weeks of the graduate program. One of the graduates
shared their experience with learning advanced skills, “It was massive high learning
curve... You get to learn lots, and things and | think after | actually had, like because to
start with 1 felt very, very overwhelmed because it’s only a 7 bed ED [emergency]”
(GN1-7). However, these emotions would “only last for the first couple weeks” (GN4-
7):

[ think there’s probably just one or two days or times in the last
couple of weeks in ED where ['ve sort of just felt completely
overwhelmed. Like when, if it just changes so quickly and | feel like I
don’t know enough and I'm sort of like ‘ah’ what are we doing, like I

don’t know what to do. (GN8-7)
The graduate suggested the nurses were all very senior and happy to help in the
specialised areas, which indicated that more support was available for the new graduate.
The new graduate registered nurses indicated feelings of self-doubt diminished over a

reduced timeframe.
1.2.2 Belongingness

The level of one-on-one support, such as preceptorship, influenced the new
graduate registered nurses’ sense of belonging from the beginning of their second
rotation. The common theme among the participating new graduates highlighted a lack

of support, leaving them feeling that they did not belong.

When preceptors were not allocated to the new graduate registered nurses, the
graduates resorted to choosing their own preceptors or gravitating towards approachable
nurses on shift. One of the new graduates identified this type of self-support to be
effective, however they did not comment on whether or not they felt like they were part
of the team. New graduate registered nurses who were allocated preceptors indicated

this role was not taken seriously, as the rosters often did not synchronise, or the
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preceptor only completed the minimal paperwork required. New graduates were all left
to seek help and advice from other staff members. ‘Unprepared’ preceptors or self-
support did not align with the graduates’ needs. This resulted in the new graduate
registered nurses feeling inadequate or feeling unwelcome and like they do not belong.
In direct contrast, one of the new graduates was provided with support and felt a sense

of belonging within the clinical area:

One, I've had one main one and then I've got another two that | spend

a bit of time with as well..... And I do the whole lot, I cannulate them,

do all the care and just go to the preceptors if and when | need to ask

a question. They just come back and check, make sure, because we

double check all machines and stuff here anyway with two nurses. So

they just do that with me and if I get stuck or if I'm not happy with

something I'll go and get them and they’ll come over and they go

through alarms with me and they, yeah, they're very good. (GN4-7)

The new graduate registered nurses no longer felt as they were drowning all the
time and although there were still episodes of feeling overwhelmed, the majority coped

with the prevailing circumstances and learnt new skills.

1.3  Swimming without ‘floaties’

By the final interviews at the end of the graduate year, the new graduate registered
nurses were able to work as independent professionals with minimal support. Their
experiences during the graduate year lead to an increase in confidence and they no
longer felt overwhelmed with changes in environment. The graduates no longer felt that
extra support or ‘a floatation device’ was required to help keep their heads above water.
Although graduates still faced obstacles, change was less disruptive as new graduate
registered nurses were familiar with the organisation, the expectation of staff, and of
patients. The experiences shared at eleven months indicated the new graduate registered
nurses were successful in developing self-confidence and the majority had gained a

sense of belonging.

The new graduate registered nurses progressed through the year and many had
moved for a third time to a new ward. Despite the rotation change, graduates did not
talk of being tired or overwhelmed. When the graduates spoke, confidence and pride in

themselves was evident in their voices as they shared their insight of how the past year
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had progressed. The new graduate registered nurses were excited about how much they

had learned:

It was such a big culture shock when | started working. I think I am

standing above some of my friends that | did tertiary graduate

programmes a little bit. Like my friend came and stayed and she was

doing hers at [metropolitan hospital name withheld] and I was telling

her that I've been to these resusses [SiC] and I'm cannulating and I'm

doing ABGs [arterial blood gases] and all these stuff and | feel like

it’s such great exposure. Even though there was not much support it is

Jjust such great exposure and I've learnt, and I’ve seen so much, and

it’s all been for the best. (GN10-11)

The new graduate registered nurses agreed the experience had been “fantastic, a

real eye opener” (GN1-11). All felt they had developed their skills and received a
‘broad range’ of knowledge to progress as a registered nurse in a rural or metropolitan
clinical area with confidence. Daily challenges no longer seemed to be large obstacles

as many new graduate registered nurses had learnt where to find help if required.
1.3.1 Confidence

During the third phase of interviews, it was clear that through experience and time
the new graduate registered nurses had built a degree of confidence. Although advanced
skills remained challenging, the graduates were eager to learn. The new graduate
registered nurses shared experiences of coping, managing workloads and feeling more

confident and were happy to share their knowledge:

So, | got to actually take someone through that and show them and
train them and so from doing that I was like, ah, | feel much more
confident now yeah. So little things like that actually, yeah make you
feel like you're real’ (GN3-11).

One of the graduates stated they still had periods of feeling stressed, however it

did not last the entire shift. The majority of new graduate registered nurses had learnt

how to manage the challenges despite the rotational shift work:

I don’t know whether the workload is different or whether we re just,
I'm getting better at my time management skills ..... I would say a lot
of that is to do with experience as well.... And then as the year sort of
progresses, you sort of get more confident with your own ability
(GN1-11).
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The new graduate registered nurses stationed in both smaller district hospitals and
regional centres expressed they were a lot more confident in their clinical skills. All the
new graduate registered nurses felt their knowledge levels had increased. Despite a lack
of variety of patient presentation and skills required working in the district hospitals,
graduates suggested they would be confident with the skills they had acquired when

working in a larger facility.

The new graduate registered nurses indicated that coordinating a shift was out of
their capabilities. As the year progressed, graduates were encouraged to take on more
complex workloads when partnered with a senior nurse which helped develop both their

confidence and skill level:

1 think I didn’’t feel like a nurse until I went to paediatric ward
actually, yeah. Just like, yeah | felt a bit like a fraud as you do | guess
...... he {my preceptor} would give me like the harder patients to, ... if
anything starts going haywire then sure he’ll jump in but he allowed
me to manage them and supervise me doing it so | actually got to
notice changes and do the whole respiratory regime and all that sort
of stuff. So those sorts of things of building my confidence and
actually being allowed to do that was really good. (GN3-11)

Having a preceptor who knew how to teach and trusted the new graduate
registered nurse’s ability to handle a complex patient load or would ask if they had any
queries, increased the graduate’s confidence. The new graduate registered nurses
believed they were ready for the challenge. Being trusted with complex patients by a
respected staff member enabled the new graduate to feel capable and gave her a sense of

belonging.
1.3.2 Belongingness

Belonging within this context continued to be about feeling part of the team.
Confidence, knowledge and experience helped the new graduate registered nurses reach
this comfort zone. During the final rotation graduates felt they were “a lot more
confident and | know a lot more and | feel, you know, | am good on the ward and part of

the team, yes, definitely” (GN5-11). The graduates now felt a lot more at ease.

The graduates were allocated students to supervise within their final rotation of

the program. The majority of new graduate registered nurses felt a sense of belonging
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when they were trusted with students. Some enjoyed having students and felt that it
helped to increase their own learning. A few of the new graduate registered nurses
understood that education was a part of the role within their profession, however there
was a lack of consistency for when graduates were allocated students. One new graduate
registered nurse had students in the first rotation and final rotation. Being allocated
students appeared to depend on the ward and nurse unit manager as well as the

graduate’s abilities. Instead of finding the task daunting, she embraced the experience:

| quite like students. Yeah, I like finding out where their knowledge is
at and stuff like that and teaching people. I really enjoy that side of
nursing and | guess sharing knowledge and stuff like that. So, I quite
often had students in [hospital name withheld] (GN1-11).

Other new graduate registered nurses not officially assigned students said the
students still followed them around. The new graduate registered nurses implied this
was due to the ward having a team approach to supportive measures as opposed to
allocating one nurse. One of the new graduate registered nurses shared her experience as
a student and conveyed she felt more comfortable with the preceptor being a new
graduate than a senior staff members “because they [graduates] remember exactly what

it’s like [to be a student]” (GN 9-11).

Summary

The challenges new graduate registered nurses faced with professional beginnings
within the rural and remote regions of Western Australia were not isolated to supportive
measures such as preceptorship. Being part of the team and building confidence was
important as the graduates learnt the role of an independent registered nurse. New
graduate registered nurses identified a gap between what they experienced and what
they expected from the management team involved within the graduate program. The
next theme, fractured reality, highlights the difference between expectations and

experience from new graduate registered nurses’ viewpoint.

Theme 2.0: Fractured reality

New graduate registered nurses perceived a very real difference in their
expectations of a graduate program to what was actually experienced. All new graduate
registered nurses encountered a difference between what they expected from the

management team in support measures and what happened in practice. This gap can be
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defined as a ‘fracture’ within the new graduate registered nurse’s perception of reality.
‘Fractured reality’ within in this context was when graduates’ expectations were

different from what they experienced.

The new graduate registered nurses all indicated their understanding of the
graduate nurse coordinator being the manager of the graduate program, with one
graduate nurse coordinator employed for each region. The graduates believed that
guidance and support for them as being registered nurses would be provided by the
graduate nurse coordinator. Throughout the year, they shared their expectations and
experiences directly relating to this support, which differed for all the participants. The
majority of new graduates felt the support was not at the level they needed.
Additionally, they all indicated that nursing management expected an unrealistic level
of autonomy once their orientation was complete. Their level of independence grew
throughout the program and by the final interview, new graduate registered nurses felt
prepared to practice independently as registered nurses. Three sub themes were
identified within the fractured reality theme: 2.1 We are not ready; 2.2 We are working
on it; and 2.3 We are ready now (are we ready?).

2.1 We are not ready

The subtheme ‘we are not ready’ reflects the new graduates’ belief that they did
not feel ready to work on their own without supervision. This theme considers the
interviews conducted when graduates had been working as a graduate for three months.
Within the first three months, the new graduate registered nurses’ conversations
included detailed descriptions of their orientation to the graduate program, the lack of
expected support and the feelings they were not prepared for the role expected of them.
The three categories identified within this subtheme are: 2.1.1 Support; 2.1.2 Online
guidance; and 2.1.3 Communication.

2.1.1 Support

New graduate registered nurses found the support provided by their graduate
nurse coordinator very different to the support provided during their undergraduate
training and different to what they had expected. The one-on-one support provided
during undergraduate training was not available to new graduate registered nurses who

were expected to work independently after their orientation. The following graduate
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expected more from the clinical educators especially when the staffing levels were

inadequate:

The staffing level was quite low at that particular time...the workload
wouldn’t have been as heavy and I guess just yeah, it’s I guess just
having a little bit more support... We haven’t had much support at all
from the clinical development nurse. I don’t think she has come onto
the ward once (G1-3).

Graduates had expected to have support from their graduate nurse coordinator
similar to that of a clinical facilitator during their undergraduate program. This would
enable on-call help to be available to them as needed. The new graduate registered
nurses commenced on the wards post orientation where they received supernumerary
time with senior nurses. The new graduate registered nurses were allocated at least two
supernumerary days. The graduates felt the allocated supernumerary time of between 2-
10 days was beneficial but being on their own so soon was not expected and an
unrealistic expectation. One of the new graduate registered nurses received two weeks
of supernumerary time “but after the first two weeks no not a specific preceptor” (GN8-
3). This graduate suggested they would have benefitted from having a preceptor as well

as supernumerary time.

Lack of preceptor support was common for about 50% of the participating
graduates throughout all seven regions. This type of support was available only during
the supernumerary period. Some of the new graduates were allocated preceptors
however, their rosters did not align after the first two weeks of supernumerary time.
Preceptors were often allocated but were sporadically available to the new graduate
registered nurse due to roster issues. Regardless of being employed in a district or
regional hospital, all the new graduates shared similar experiences. A new graduate
registered nurse employed in a district hospital discussed her surprise of how different it

was from when they were students:

Just the fact that I didn't have a preceptor, so you didn't have
anyone.....The staff were all happy to help and answers questions, but
it's not the same as having a resource available or staff development
nurse available or a preceptor available. (GN2-3)

Although there was support available, it was very different to the graduates’

expectations. The new graduate registered nurses completed a period of orientation. The
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majority expected a greater level of support than they received following this

orientation.

The new graduate registered nurses discussed their frustration with the support
received from the graduate nurse coordinator within the first three months of their
clinical rotation. Following initial orientation, the support provided to new graduate
registered nurses changed considerably, and half of the participating graduates
mentioned the graduate nurse coordinator was not as helpful as they had been during the
orientation process. One graduate shared their experience when seeking help, “only
contact her regarding the orientation day and the June study days that's it that's all the
support we have from her” (GN6-3). Another graduate spoke of being intimidated by
the graduate nurse coordinator’s suggestion to “find someone” (GN8-3) to monitor and
help complete the medication competency requirements. This graduate had expected to

have a preceptor assigned instead of being told to find their own assistance.

Some new graduate registered nurses had a more structured experience where
support was arranged by the graduate nurse coordinator or nurse managers. However,

their experience was not positive:

There wasn't a lot of one-on-one support. It was, or you go to them if
you need to be told what to do with X or what to do with Y or you
know where a form is... But yeah getting back to preceptors, I didn't
really feel that | got a lot of benefit from them in the beginning. (GN7-
3)

The role of the preceptor was unclear to most new graduate registered nurses who
were unsure of when they could ask for assistance. It was unclear if the needs of the
new graduates had been articulated by the graduate nurse coordinator to the assigned
preceptors, or whether they had any education on the preceptor role and responsibilities
prior to undertaking a preceptor role. Many of the new graduate registered nurses had
presumed their preceptor, would have a similar role to the preceptor buddy they worked
with when they were student nurses, although this was not what was experienced. In

this context, fractured reality resulted.
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2.1.2 Online guidance - Access to evidence-based practice

Online guidance within the first three months refers to the need for new graduate
registered nurses to access online policies and procedures specific for each ward to
enable them to implement evidence-based care. The new graduates all understood the

policy and procedures were located online.

During the stage one interviews, many new graduate registered nurses expressed
their concerns with the limited availability of the policy and procedures in the rural and
remote hospitals. One graduate said they were “quite lost in terms of access to protocols
and nursing practice guidelines purely because the system that we operate on in
WACHS is very cluttered and it is very difficult to find” (GN2-3). Another graduate
discussed a time of realisation, when they realised the medication policy was located on
the back door of the medication room. This graduate indicated a lot of information was
provided within the first few months that she had not noticed the policy. The challenge

to absorb all the knowledge shared during orientation was similar for all graduates:

There are some {policy and procedures} they don't have a lot for
[hospital name withheld] /WACHS] ... So, | believe, so we use a lot of
[hospital name withheld] [metropolitan hospital] policy and
procedures yeah, they are not straight forward, but there is very few
apparently. 1 was talking to our development nurse clinical
development nurse, and she said basically that they were really quite
hard to find and there is not very many of them. (GN1-3)

In direct contrast, a new graduate registered nurse from a regional hospital
discussed the ease of locating several policies once shown how to search for them
online. This graduate also mentioned how their group received print outs of some of the
more common policies from the graduate nurse coordinator because the Western
Australia Country Health Service was updating this system. The majority of graduates
felt they were lacking the appropriate guidance from senior nurses about the online

system.
2.1.3 Communication

The level of communication was different for each of the regions. Many of the
new graduates perceived they had not received appropriate communication during

orientation about the senior nurses’ roles being different in the rural areas. When
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expectations were not communicated by the senior nurses and the experiences were
different to what graduates expected, confusion and disappointment resulted. The
following new graduate registered nurse shared her experience of a breakdown in

communication between hospitals:

Originally, we knew we weren't going to do paediatrics. That was
quite upsetting because we have had all this supernumerary time that
was in the paediatric section, and we were told that we weren't
actually going to be there in our first rotation. (GN1-3)
The graduate nurse coordinator advised the graduates they would not be expected
to work on the paediatrics ward in the district area. Although the experience was
different to what was expected, this graduate was thankful for the supernumerary time

as she spent a lot of time working on the paediatrics ward in her first rotation.

The new graduate registered nurses discussed a breakdown in communication in
relation to differences between metropolitan and rural hospitals access to staff
development nurses (SDNs). The graduates from district areas stated there was not
always a staff development nurse available in the hospital. If there was a staff member
appointed to the staff development nurse role, they were often not there to support the
new graduates instead busy “with getting the regular staff through education” (GN1-3).
This was explained during orientation for one of the graduates. Some of the graduates
felt let down when they learnt the staff development nurse was not available specifically
for new graduate registered nurse support. In addition, not everything communicated

came to fruition:

We were told in orientation that we would have two supernumerary
days but that the SDNs and the GNC would be on the floor with us
especially through that first week so that we could get our medication
competency and things like that, but I actually didn't see anyone.
(GN7-3)

Some new graduate registered nurses had positive experiences with the level of
support suggesting the staff development nurses in the hospital were “telepathic” (GN3-
3) and were on the ward regularly and appeared when they were needed the most. The
role of a staff development nurse was inconsistent between regional and district
hospitals, therefore the channel for effective communication changed from one hospital

to the next. Within the regional hospitals, an individual person was appointed to either
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in full or part-time capacity, whereas it was a much smaller education portfolio within

the district hospitals. This education role will be further explored in the fourth theme.

2.2 We are working on it

This subtheme reflects the new graduate registered nurses’ experiences in
developing confidence and independence as they progressed through the graduate year.
By the seventh month, the graduates had learnt the basic hospital and ward routines and
were beginning to feel more comfortable with working independently. Despite the
development of confidence throughout the graduate program, there was still a gap
between expectations and the graduates’ experience with the management team for the
graduate program. This subtheme had similar categories including: 2.2.1 Support; 2.2.2

Online guidance; and 2.2.3 Communication and feedback.
2.2.1 Support

The type of support required by graduates changed throughout the year. At the
time of the seven-month interviews, new graduates still required support to build
confidence and undertake their role, but the place they looked for support had changed.
The graduates relied on the senior nurses involved in the graduate program less for
support and moved to relying on fellow registered nurses for help. This may have been
due to the lack of accessibility of the graduate nurse coordinator or due to changes in

relationships with the senior staff. This was demonstrated in comments such as:

| barely see [name withheld] [GNC] but like the senior staff are great
... I've had sort of had a few shifts where I've looked after a student
which has been really good. I'm a bit like, oh I don’t know, you know.
1 feel like I'm still too new to have a student. But once you 've actually
have a student you realise how much you have learnt in the past
seven, or you know, six or seven months, and you're like wow, like 1, |
feel different when I started, like it’s great. .... [ remember when I first
started this grad programme and | was you know, terrified. (GN8-7)

The change in required support may also have been in part due to the growing
self-confidence of graduates. One graduate discussed having the skills to carry out
assessment and being able to recognise a patient’s needs. “I guess things that I'm
realising | do know more than | think | do” (GN2-7).
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The new graduate registered nurses managed to develop their skills and
confidence through other self-supporting methods and develop an understanding of the
magnitude of these roles. “She’s [preceptor] got so many hats and very limited time for
me so and that’s the big issue in the smaller hospitals I think” (GN2-7). Although, the
self-support process intimidated one of the graduates because they felt like they were

“at the bottom of the food chain it’s really scary” (GN9-7) when expected to speak up.

Another way new graduate registered nurses were able to elicit support was to
approach the management team:

Yeah, the SDN is acting in the role and ...doesn 't want that job. ...
After | had a meeting with the SDN, the clinical nurse coordinator,
the manager and [person’s name withheld] [GNC], once | had a
meeting with all [of] them, things kind of changed a bit because they
realised there wasn 't that much support there. (GNI-T)

Not all areas had a graduate nurse coordinator responsible for graduates. The
smaller district hospitals received directives from the graduate nurse coordinator from
regional areas. A participating new graduate registered nurse from one of these district
hospitals felt there had been no actual support from the graduate nurse coordinator

within her region:

There’s been no follow up support from [name withheld] ...So to be
honest I don’t think I actually got anything from the programme,
nothing that [ wouldn’t have got with them apart from the fact that
I've actually got a job which is great. (GN2-7)
The same graduate was quick to reflect she had received adequate support from

the staff nurses in the hospital.
2.2.2 Online guidance - Access to evidence-based practice

Graduates’ concern about the limited access to policies and procedures remained
an issue in the midyear interviews. Many of the new graduate registered nurses relied on
more experienced nurses for direction. This became problematic when the practice did
not match the theory covered in the undergraduate degree. One graduate was quick to
share her frustrations with the cultural ‘norm’ in their clinical area, which she believed

was not using evidence-based practice:
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There is, there is the gap there... People do things in the way that

they 've always done things because it’s the way that they 've always

done it, and they 've been 50 years...So yeah but some things you can

implement, and people go ‘Oh that’s a good idea, I'll do that’. But

yeah, it’s, we've got a lot of nurses that have been there for a long

time. (GN2-7)

A graduate from another region was also frustrated when they tried to make sure

their practice reflected evidenced based practice. This graduate had worked with staff in

a specialised area and each staff member demonstrated the same skill differently:

As a grad you 're trying to work out what the best way is to do things
and you kind of want policies and procedures and stuff like that rather
than just going off what everyone else says. ... | think part of it is
because they just don’t have the policies and procedures for WACHS,
like even on the wards and stuff there’s not as many policies and

procedures. (GN1-7)

This demonstrates that graduates want clear instructions on how to undertake
skills, which are not always available. While the graduates were learning, they were
eager to learn best practice and not what everyone has always done. Although this was a
dominant theme within the first three months, less than half of the participating
graduates voiced their frustrations with the limited use of the policy and procedures by
the seventh month.

2.2.3 Communication and feedback

Graduate nurses discussed the need for clear communication to enable them to
develop as registered nurses. The new graduate registered nurses shared different views
relating to miscommunication, clear communication and limited communication. The
graduate who had approached the management team was pleased that effective

communication made a difference:

1 guess it’s just all about communication ...They actually put, the
clinical nurse manager please support [person’s name withheld] [the
graduate] in the roster... just so that they knew then that they needed
to be a clearer with information. (GN1-7)
One staff development nurse advised the graduates that she came to visit but they
were absent each time. This comment resulted in frustration through the lack of

communication. The new graduate registered nurses felt that if management had spoken
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to them and booked a time, it would have been a more effective supportive measure. In
direct contrast, another graduate was relieved when the graduate nurse coordinator
advocated for increased supernumerary time within a specialised area. The new

graduate felt in this instance communication was an effective supportive mechanism.

The new graduate registered nurses were asked if they had received any formal
feedback from the appropriate staff member. The majority of new graduates indicated
they had received feedback but little that was tangible, meaning there was no written
evidence. The other main concern was the preceptors who had completed the required
clinical forms at the beginning of the rotation were often not the same nurses who
completed the forms at the end of the rotation. One of the new graduate registered
nurses elected to wait until their preceptor had met with them during a shift change, but
were not able to go through the comments together:

Yeah, well the people who were my preceptors and buddies were
actually away so I couldn’t actually, I had to wait ‘til one of them got
back... So, | basically had to give it to her because | was on night
shifts and get her to do it because we weren’t on the same shifts.

(GN3-7)

Over half of the participating graduates indicated the nature of shift work and
rosters not aligning with preceptors all affected the feedback requirements within the
graduate program. The new graduate registered nurses all said that the way the feedback
was provided was in a different format to what they envisioned following their
orientation. Again, this indicates miscommunication was present within the graduate

program and fractured reality continued.

2.3  We are ready now (are we ready?)

Throughout the final set of interviews, the new graduate registered nurses’
conversations were full of confidence, knowledge and excitement. The graduates voiced
their insights with respect to their support and guidance needs and the majority
indicated their needs were being met. There was still a level of fractured reality in terms
of expectation and experience, however the new graduate registered nurses were
comfortable with working independently by the end of the graduate program. Overall,

the majority of graduates felt they were equipped with the knowledge and confidence to
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seek assistance when required. The three categories identified within this subtheme

were 2.3.1 Support; 2.3.2 Guidance; and 2.3.3 Communication, debrief and feedback.
2.3.1 Support

New graduate registered nurses did not feel the need for extra support at the end
of the program. Many of the graduates felt supported whilst working with or without a

preceptor during their final rotation:

They were quite happy with what | had done in that week to take me
off supernumerary... I would presume I would [have a preceptor], but
no, not really... I am just treated like another one of the staff
members’ now. (GN4-11)

Another graduate received one day only as supernumerary before being deemed
competent. The staff were like “you know what you are doing and then, they were like,
if you are need to know anything, just ask questions, and I am like, oh okay” (GN5-11).
This graduate was comfortable with this happening on her third and final rotation and
not the first two rotations. The expectation was to receive a lot more supernumerary
time to support the graduates as they transitioned into a new clinical area. A few of the
new graduates were drawn towards the staff members who were helpful and indicated
they were supported during the final rotation. The difference being, graduates were now
comfortable with choosing their own preceptor and were quick to identify and locate
knowledgeable staff. Some of the graduates suggested that it was moving to a more

cohesive ward environment that made all the difference:

People are happy and willing to help you out here. Like I remember in
[hospital name withheld] and stuff, and there was quite a number of
different personalities that did their own thing and would make
themselves scarce and you wouldn’t see them. Whereas here they're
all very happy to help and willing to help and stuff like that, so I think
that makes a huge difference. (GN1-11)

The nursing staff were portrayed as being supportive, and happy to help. The
clinical team worked well together. “They’re really happy to teach and they’re really
good at teaching and yeah they support you quite a lot which is a lovely change” (GN3-
11).
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2.3.2 Guidance

By the end of the graduate program, interviews with graduates no longer felt the
need to discuss issues with policy and procedures, but instead shared experiences
regarding guidance received from senior staff during their final rotation. One of the
graduates gave very positive feedback and stated “the clinical nurse on ED has an open
door policy...I have still got the uh...the coordinators of the program, um, I still use
them as well, all the staff... yes, they re all, all quite good” (GN4-11). Another graduate
suggested they felt supported “when | was having that really bad day with [name
withheld] and saying that she, all those horrible things, they [GNC] really backed me
up and | felt really supported” (GN5-11). The experience from one new graduate
registered nurse was not positive when she felt excluded due to being in the small rural
community and found it difficult when clinical staff failed to separate their personal life
from their work life. “I think because it’s a smaller community and she’s friends with
them as well. I¢’s the line of manager to staff is not, it’s quite blurred” (GN3-11). This
graduate’s reflection of their experience indicated there was a lack of leaderships skills

from the management team.
2.3.3 Communication, debrief and feedback

2.3.3.1 Debrief

In the final set of interviews graduates focused on their need to debrief after
critical incidents. New graduate registered nurses shared their experience with being
involved in a medical emergency team call, a death of a patient in palliative care and a
resuscitation on arrival in the emergency department. The first graduate called a medical
emergency team call after their patient had suffered a cerebral event and subsequently
died. The new graduate remembered the day as being hectic and struggled with the
workload, and expressed how helpful it would have been to have a supportive
discussion following the incident:

1 think after that I didn’t really want to go back... I actually seek to go
talk to my grad coordinator about it...But it would have been really
nice with, to kind of have someone that day to recognise that yeah it
was quite awful. (GN10-11)
Another graduate reflected on the support she received following the death of a

patient receiving palliative care treatment. The new graduate said they had “no idea
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what’s happening here, it was freaking me out” (GN5-11) and was unsure what to say
to family members when the patient died. The new graduate made staff aware that it
was the first time she had been involved with a death. The clinical nurse manager
(CNM) from the ward debriefed the new graduate the following day.

The third graduate shared their experience of a resuscitation in the emergency
department. They did not see the event as significant while at work and it was not until

she got home that she felt the impact of the incident:

Reality hit me, I was, yes, was very upset...So I rang the nurses the
next day, went in and had a debrief... with the clinical nurse manager
who was also part of that resus [sic]... Um, and also with the other, a
couple of the other staff there were all there, we just had a bit of a
chat about it as well, so...So that worked, and it was really, it was a
really good and, a good learning experience and they are a
supportive group of people... So, they are quite happy to talk through
and you know, give me plenty of feedback on how well I handled it
and that sort of stuff, so, that | was doing everything that | should
have been doing. (GN4-11)

Each of the graduates needed to talk to someone after the death of a patient and
each had to initiate the debrief themselves. All spoke with their graduate nurse
coordinator and discussed the incidence with their colleagues who were also involved.
The first graduate’s experience with the debrief session did not meet their expectations
as they expected to debrief with the staff involved on the day. The importance of

following up after major events was apparent especially for the new graduates.

2.3.3.2 Feedback

Feedback was part of the preceptorship role within the graduate program. Some
new graduate registered nurses were happy with the feedback they received. Others
noted that it was difficult to get formal feedback. One graduate did not feel comfortable
with their preceptor completing the formal feedback because they had been on holidays
for six weeks and had not really worked alongside them. This graduate chose to
approach their staff development nurse from the area who was happy to provide the
required feedback. Another graduate was frustrated with their experience when trying to

complete the formal feedback:
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ON, that was just ridiculous because you 're supposed to sit down and

talk to your preceptor and stuff about these things...I finished on night

shift, so I didn’t actually get to do that with her... I left my paperwork

there for her and she had a whole week to do it and then she didn’t

and then she went on holidays so then it took a bit longer for it to be

done so it’s not really representative I don’t think. (GN3-11)

The majority of new graduates were disappointed with the formal feedback

received at the end of each clinical rotation although many indicated they were happy

with the informal feedback received along the way.

Summary

Throughout the graduate program, the majority of participants discussed a gap
between their expectations and experiences. Many felt they were expected to work
independently earlier in the graduate program. Despite the fractured reality and
perceived poor management of their expectations, the new graduates progressed and by
the end of the graduate program were able to work autonomously as registered nurses.
The next theme describes the new graduates’ ability to cope when expectations were not

met.

Theme 3.0: A sense of belonging

The theme ‘A sense of belonging’ focuses on the graduates feeling like they
belong whether it was on the ward or within the community. The majority of new
graduate registered nurses felt a sense of belonging whilst working on the ward
however, a small number of graduates also experienced episodes of feeling like an
outsider. Four of the six participating new graduate registered nurses discussed a
positive relationship with community members whilst others relied on family or
partners for support. The conversations about belonging did not centre entirely on
family supports. Graduates discussed both peer and clinical supports that emerged for
personal emotional needs. The psychosocial belongingness theme ascertained new
graduate registered nurses found support from three primary sources: social, peer and
clinical support. There were three sub themes identified under a sense of belonging
theme: 3.1 Settling in a rural community; 3.2 No-man’s land; and 3.3 Feeling settled.
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3.1 Settling in a rural community

The majority of new graduate registered nurses needed time to settle in with the
community, their family and clinical areas. The information gathered from the new
graduate registered nurse’s interviews at three months indicated many senior staff
members were supportive. The graduates often felt a sense of belonging when
consideration was given for their personal wellbeing. The three categories aligned with

the primary sources of emotional support: 3.1.1 Social; 3.1.2 Peer; and 3.1.3 Clinical.
3.1.1 Social support

Family support was a key theme in the interviews conducted with the new
graduate registered nurses within the first three months. All new graduates described
times when they experienced emotional struggles as they settled into their new
environment, irrespective of whether family support was close or not. Half of the
participating new graduate registered nurses moved to rural hospitals to be with or close
to family. One of the graduates moved to be with their partner midway through their
degree and established a lifestyle in the rural area before graduating. This graduate
believed they were “lucky to be awarded a graduate program” (GN6-3), close to
family. Three new graduate registered nurses moved to be with family. Another
graduate indicated her parents were elderly, and it was great they were able to spend
time with their grandchildren. One new graduate registered nurse moved interstate with
her children and experienced some ‘teething’ problems not related to the graduate
program. “l have a had a few personal issues in the first three months nothing to do
with work my work itself, [family] but they [staff] were really good with that sort of
support” (GN4-3). This graduate discussed how the family adventures exploring the

new country helped her family transition to the rural area.

In direct contrast, four new graduate registered nurses left their families when they
moved to start their graduate programs. One graduate described feelings of isolation.
“Coming to a town on your own it's not the easiest thing...especially in the beginning
you are analysing everything you have done all day” (GN7-3). This graduate had
travelled extensively however had never lived in a rural area before. Another participant
from this group spoke of originally being from regional areas and described her

experience of social support:
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I lived here for over three and half years in the early 2000’s so I have
a few people, my old neighbour is still here so um yeah, so | know I
have support if | need it and a couple of other friends. (GN 3-3)

The new graduate registered nurses shared their experiences of finding support or
the long-term support with family as they began to settle into the rural area. Though the
majority of graduates had support from family and friends, they also sought local
support, thinking it might be helpful when trying to integrate as a member of the

community.
3.1.2 Peer support

Peer support was discussed in relation to making friends with staff and fellow
graduates in the first three months. A number of new graduate registered nurses spoke
about their experience of peer support while settling in and highlighted that fellow

graduates and newly qualified nurses provided reassurance:

1t’s probably having the other grads as well and the other young
nurses | find that they re really supportive... There’s a couple of other
nurses that are only one or two years out as well and you sort of
bounce off them and they can share their experiences with you... It's
like you will be alright...once you have done this a few times it'll be
easy, so that's always good as well. (GN8-3)

Another graduate also agreed that fellow graduates were a great source of
emotional support. Instead of seeking reassurance in the clinical area, the graduate
suggested that it was through debriefing sessions set up by the graduate nurse
coordinator that their peers could “speak away from the work environment” (GN6-3).
This provided a safe outlet for new graduate registered nurses who “don't feel
comfortable speaking to their mentors or clinical managers” (GN 6-3) to share similar

experiences from the clinical area.

The following two graduates had different experiences. One graduate felt
comforted by their fellow graduate and highlighted that she had made friends with a
staff nurse:

The other grad... she is a great support person... there is another
nurse [a peer] that I get on quite well with, so she has been a bit of a
social support for me as well outside of work. (GN1-3)
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The second graduate indicated that it was difficult to find peer support:

| just found the staff they are friendly at work but that's as far as it

goes for socialising so | mean that's fine you know everyone's got

their own little clique and life outside of work, but it doesn't really

worry me... I'm quite independent, yeah but on the other hand, it

would be nice to be a bit more befriended. (GN7-3)

Throughout the discussions, the new graduate registered nurses indicated they felt

less isolated when they bonded with fellow nursing graduates who shared similar
experiences and episodes of self-doubt. Organised debriefing sessions helped each

participant begin to settle into his or her new environment.
3.1.3 Clinical support from colleagues

Clinical support from senior nursing staff was the third type of support that
emerged from the interviews. Two main themes arose from this category. Clinical
support was provided directly when needed and indirectly via enabling flexible

rostering to meet graduates’ emotional needs.

Support was provided by senior nursing staff when conflict arose, or expectations
were not met. One of the graduates who had moved away from family received support

from senior staff that assisted with decreasing her stress:

After | had my little breakdown after [a] month in...I was taken aside
and yeah had a good talk to both my clinical nurse manager and my
grad coordinator. It relieved a lot of the stress. (GN7-3)

Another graduate dealt with conflict that arose with the clinical nurse manager
and did not feel the need to further discuss the incident with the graduate nurse
coordinator. “I was going to go and talk to her [GNC] about what happened with my
preceptor but because | spoke to my manager about it, | felt like | had already dealt
with it” (GN5-3). This new graduate registered nurse felt that the support she received

on the ward enabled her to resolve the conflict to settle into the graduate role.

The use of a flexible rostering system was also seen by graduates as a way in
which the nurse managers tried to provide emotional support. Nurse Managers were
seen to try to accommodate new graduate registered nurses’ psychosocial emotional

needs by approving the roster requests to allowing graduates to have extended time for
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trips home. This was more apparent for the new graduate registered nurses without
family close by. One of the graduates was eager to celebrate a milestone birthday with

her family and another graduate had several family commitments planned:

I went back probably once a month, I went back in March for my
graduation, and | went back in April for my partner’s mums
wedding... I am going to try and get back in June. I've just got to pop
over and that will be in my next rotation, so | have to go and see the
manager over there to see about getting time back over there but the
CNM has been pretty good. (GN3-3)

New graduate registered nurses were appreciative of this supportive measure and
felt treated as valued staff members, however not all roster requests met with approval,
especially when traditional holidays were requested. One of the new graduate registered
nurses put in leave for the Christmas period, which was “knocked back because ... other
people have already put in for it” (GN7-3). Approval for Christmas and New Year was
difficult for all staff not just the new graduate registered nurses. GN7-3 indicated they
understood the demands although remained disappointed by the rejection and felt

graduates’ holiday requests were not taken into consideration.

3.2 No-man’s land

To belong or not belong: That is the question

This subtheme indicates the new graduate registered nurses did not know what to
expect each day. Some days they talked about feeling part of the team and other days
they suggested they felt like outsiders. Graduates having to prove themselves worthy to
be part of the team was a common theme throughout the second rotation. A sense of
belonging was not always evident within the transcripts from the participating new
graduate registered nurses. This subtheme had the same three categories as the previous
section: 3.2.1 Social; 3.2.2 Peer; and 3.2.3 Clinical.

3.2.1 Social support

Social support in this context encompasses both community and family supportive
measures the graduates experienced. The majority of graduates discussed at least one of
these social supports and two new graduate registered nurses specified they received

support from both family and community members. One graduate had moved towns
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without family and shared her experience of being “pretty home sick the first month”
(GN3-7), however this graduate managed to leave town and catch up with family and

friends a few times within the first seven months:

I was here just missing my family and friends and stuff there...  was

down in Perth just on the weekend just gone.... So, | met my partner

there just because | was catching up with my cousin who is in a band

that was playing there. So, saw him play and caught up with some

other friends and then I was probably back in [name withheld]

[country - home] 2-3 weeks before that, | think. (GN3-7)

This new graduate registered nurse had not yet settled in and was in-between the

comforts of home and the new town with limited emotional support. In direct contrast,
another graduate had moved without family support and integrated themselves within

the community by having a base in the nursing quarters and house sitting:

I'm back in the quarters now and .... we 've got two new nurses who
are doing the travel programme and they're lovely and they live in the
quarters so, it’s been really good to move back in here and sort of live
with them. Oh, the footy’s been happening, we won both A and B
league grand finals on the weekend so that was really exciting. Yeah
no, it’s been really good, yeah there’s just so many nice people, yeah.

(GN8-7)

A few new graduate registered nurses moved with their family and shared their
experience of enjoying the sporting activities prominent within the rural townships. One
of the graduates “really liked [name of town withheld] in terms of like the lifestyle and
what you can do, you know like surfing and just being outside” (GN9-7). Social support
with family and/or community members increased the new graduates’ sense of
belonging within the rural environment. The majority of new graduate registered nurses
enjoyed their experiences with rural and remote social supports. This did not always

flow over into the workplace.
3.2.2 Peer support

The category ‘peers’ within this context refers to the general nursing staff, as
opposed to senior nursing staff, the new graduate registered nurses were working with
during their second rotation. During the second set of interviews, the majority of new
graduate registered nurses did not mention creating close bonds or forming friendships

with their peers. A graduate suggested this was because of the multiple rotations they
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had experienced in the three-month period. A common theme emerged during the
interviews that not all staff were supportive. Several new graduate registered nurses
shared their concerns about feeling like they had to constantly prove themselves within
the clinical setting. The graduates believed to gain the respect from their peers they had
to ‘prove their worth’. One of the new graduate registered nurses shared her experience
of feeling like an outsider when she was called into the manager’s office to discuss an
incident form that was conducted incorrectly a month previously. This new graduate
registered nurse indicated she did not realise they had done anything wrong until they

were called in:

...for my learning it would have been fine to put a datex [incident
form] in but come and tell me you re doing it so then I don’t make the
same mistake while I'm waiting to get feedback...I think it was
crap...Yeah probably very demoralising and whatnot because you,
veah you felt, it didn’t make you feel really good and it’s like it’s my
second rotation so I'm not a student. I’'m not, not that I'm awesome
you know like it’s just like, it was a lot of mistrust and it’s like yeah, |
have been on surgical ward, so | do know how to give medication. It
was just that yeah just...I found it a little bit narky, quite rude and not
productive and not supportive and yeah...it made me go well I've got
to watch my back here and that’s not a good team environment and
it’s fair enough you have to prove yourself, I can understand that but
you can still be nice to someone while they are showing you their
worth. (GN3-7)

A few new graduate registered nurses shared their experiences of being
challenged by their peers when they rotated from a slow-paced ward to a fast-paced
ward or specialised area. Some of the graduates felt ridiculed when they took longer

than expected to complete an advanced skill. One new graduate registered nurse

suggested that having a good shift depended on who was rostered on:

They just don’t help, and they just don’t notice that you re struggling.
Other ones are really aware of it and just really help and because you
don’t want to just be all the time ‘oh I'm not coping’, like ‘I'm really
struggling’ ...I don’t want to be like that ...Like it depends, actually
your shift really depends on who’s coordinating... Like some of them
Jjust aren’t supportive at all. (GN9-T)

In direct contrast, the following graduate felt emotionally supported and said she
was advised she was doing well. The staff were “like stop being so hard on yourself,

you know just keep doing what you're doing” (GN8-7). This graduate was still settling
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into the new environment and still unsure of herself. Another graduate said she felt very

lucky to have a supportive team who were happy to teach and support her learning.

During the second rotation, there were times the graduates did not feel part of the
clinical team and few were able to bond with their peers. The new graduate registered
nurses felt they had to prove themselves before the behaviours and comments from the
ward nurses indicated they were trusted to perform as a competent independent

registered nurse.
3.2.3 Clinical support from colleagues

The experiences of the new graduate registered nurses in regards to the clinical
support received from the senior nursing staff such as the clinical nurse manager and
graduate nurse coordinators was different to what they had experienced with their peers.
Although, one graduate, did say she was not welcomed onto the ward and “felt | was
like okay no acknowledgement [by the CNM] that’s fine” (GN9-7). This graduate also
indicated the staff development nurse was supportive at the beginning of the second
rotation. The mixed messages from the senior staff resulted in the graduate being unsure
if they were welcome on the ward. Several new graduate registered nurses shared

positive experiences:

...if I ever need anything I, when I had my bit of a burnout...she
(graduate coordinator) was fantastic...She let me just sit and chatted
to me and she’s helped me out a couple of times when it comes to just

things to do with my daughter. (GN4-7)
The majority of the participating graduates shared their experience of feeling ‘part
of the team’, Or a sense of belonging when the clinical coordinators were ‘just checking

in’, and ready to lend a hand or debrief if need be. Some of the graduates appreciated

the bond between the graduate nurse coordinator and themselves:

Yeah and it’s just been like and | actually, I actually went and had a
chat with the old grad supervisor because she’s just finished her
masters and I've been considering doing a graduate certificate next
year...My old grad support person [person’s name withheld] had
contacted the manager there to just ask you know what the best
certificate is. (GN3-7)
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This graduate felt accepted sufficiently by the senior nurse enough to ask for
advice and discuss future employment opportunities. While there were times when the
new graduate registered nurses did not feel a sense of belonging, the majority of
graduates indicated there was at least one senior staff member with whom they could

work through the emotional challenges that surfaced throughout the second rotation.

3.3  Feeling settled

During the final interviews, the conversations changed. The new graduate
registered nurses now spoke of their peers as part of their social circle. New graduate
registered nurses shared their experience of being accepted within the clinical team,
although they said that not all nurses were effective role models. Feeling more settled
within the environment, the graduates had developed sufficient awareness to know who
to approach when, or if, they required emotional support. This subtheme had the same
three categories: 3.3.1 Social; 3.3.2 Peer; and 3.3.3 Clinical.

3.3.1 Social support

During the last set of interviews, the new graduate registered nurses discussed
their relationship with family members both distant and close by, and spoke of
friendships that had developed with community members and colleagues from the
hospitals. One of the graduates shared their insights with making friends during the final
rotation and indicated that relationships had changed with peers as they become part of
their social circle outside of work. They indicated staff were friendly and often ““said oh
we re going here do you want to come and stuff like that, so that's really good” (GN1-
11). The challenges for this new graduate registered nurse was that she knew she would

not be staying at the hospital:

I guess one of the down sides is you just don’t really get involved that

much with the community unless you sort of really seek it out. | guess

if you're a little bit shy then generally you don’t seek it out and you

don’t really want to get involved in too much in the community

because you know that you're going to be moving on. (GN1-11)

Over half of the new graduate registered nurses were planning to stay on after

their graduate program had a different outlook when making friends. One of the
graduates had made many friends within the hospital and reconnected with community

people. “I just caught up with him, went there for dinner the other night so that was
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really great. It was just like old times so yeah” (GN3-11). Another graduate indicated
she had made many friends who were clinical which helped to debrief after a busy shift,

and another remained close with their fellow graduate nurses.

The friendships could not replace the comfort this graduate felt when speaking

with a family member:

Mum was there for a month, mum’s a nurse practitioner so she was

very supportive of some of the challenges | was having. She could

debrief with me ... so it was really good to have her, mum and dad

there and all that. So definitely found it easier because that way |

could go home and eat with them and not have to try and move like

away completely. (GN10-11)

Within both the community areas and hospital settings, the majority of new

graduate registered nurses felt comfortable and their social network increased over the
graduate year. Throughout the interviews there was a sense of belonging within the

social lives of all the new graduates.
3.3.2 Peer support

Peer support discussed during the final set of interviews was not focused on
friendships, instead it was all about feeling accepted. Some of the graduates felt a sense
of belonging when staff appraised their work favourably and other new graduate
registered nurses relied on their fellow graduates for support stating they believed their
peers were the only ones who “know exactly what you 're going through” (GN9-11).
This was similar to the experiences shared by some of the participants in the first three
months. Few new graduate registered nurses shared their experience of being accepted
by fellow nursing staff. One graduate said that the majority of nursing staff were
supportive and welcoming to both new graduates and nursing students.

Another graduate felt accepted within the team especially when one of her
colleagues encouraged her to apply for further studies so she could continue working in
the specialised area. “I would really recommend it [theatre course]. You know I loved
you in there and it would look really good on your resume...so yeah I'm very excited”
(GN8-11). Another new graduate registered nurse shared their experience of when they
started to feel like ‘one of the team’ and had progressed from being ‘just another

graduate’:
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Like on the ward | was a grad because | had a different uniform to

others but in ED | wear the same uniform and sometimes some

doctors might forget but people always say yeah you know let

[person’s name withheld] [me] jump in there, she’ll be right and it’s

amazing exposure and also amazing support. (GN10-11)

This new graduate believed they were accepted and valued as a new junior staff

member. The majority of new graduate registered nurses felt accepted by their peers.
There was no indication of any participants who did not feel accepted. All the new

graduate registered nurses appeared to be settled by the end of their graduate program.
3.3.3 Clinical support from colleagues

This category included new graduate registered nurses’ experience with the
support provided by prominent senior nursing staff and nursing management. A
common theme presented during the interviews focused on the new graduate registered
nurses finding the right person with the appropriate clinical knowledge to trust and learn

from:

| guess because you're sort of rotating so quickly you don’t know who
you can talk to and who you can't sort of talk to, and who talks to who
and who stays with who outside of work and stuff like that and in such
a close, small community. It's really hard to know where that is and
where it’s not. (GNI-11)

Another new graduate registered nurse suggested that “some of the nursing staff
were restrictive, they don’t know you and they don’t know how you work and things like
that” (GN4-11). The graduate often felt the staff did not trust them and would take over
patient care. A few other new graduate registered nurses did not trust the answers given
or found that staff were not approachable or willing to help. The majority of new
graduate registered nurses took time to work out who was helpful. “I’ve just figured out
people who I find are really helpful and that I can trust and are really supportive when |
need them” (GN9-11). Graduates settled into the role as registered nurses and were able

to decipher how to work best with the colleagues who shared the same roster.

The clinical support provided through direction from nurse managers often
impacted on the new graduate registered nurse’s sense of belonging within the clinical

setting:
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... [the coordinators] quite difficult...she’s nice as a person out of
work but as the coordinator she’s really...she just sits on her butt the
whole time and just doesn’t care...it’s really hard to have a good shift
when she’s coordinating. (GN9-11)
The attitudes of the senior staff affected the experience of the graduates. One of
the graduates spoke of her concerns over the effects on fellow graduates working on a
ward she felt had a ‘toxic’ culture, specifically the “cliquey [group], we call it the

purple circle” (GN3-11):

So in regards to the manager of whatever else she does really well,
which she’s very organised and that sort of stuff, in terms of staff

attitude management I think because it’s a smaller community and
she’s friends with them as well as the line of manager to staff, it’s

quite blurred... I know one of the other graduates who started her

rotation on there from the midyear intake was nearly ready to quit
because of the attitude there. (GN3-11)

Another new graduate registered nurse reflected how she felt by comparing her

actions to other nursing staff:

| feel like, um, I am appreciated by most of the team, um, because |
kind of put an effort in, help everybody else, rather than some of the
nurses we have got that just do their workload. (GN2-11)
Feeling settled did not mean the new graduates always felt they belonged
however, many did feel accepted and gravitated towards the staff who were
knowledgeable and approachable.

Summary

The new graduate registered nurses became more settled within the community
and with family life as the year progressed. Peer support changed from bonding within
the clinical workplace to becoming part of the social group. Not all peers became
friends and the graduates did not trust that all staff members’ knowledge base aligned
with best practice. The majority of new graduate registered nurses shared positive
experiences with the nurse managers and were appreciative of the support they received.
Perceptions altered to focus on clinical coordinators and feelings that a ‘good shift” was
reliant on staff the graduates were working with. A sense of belonging was vital for new

graduates to master the art of working effectively with fellow staff members.
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Theme 4.0: Transference of knowledge

The transference of knowledge is the fourth theme, which emerged from the data
collected throughout interviews with the graduate nurses’ during their transition year.
This theme reflects the value new graduate registered nurses put on the development of

their clinical and nursing knowledge during the graduate year.

Several formats were used for the transference of knowledge during the graduate
year. These included formal and informal study days, online modules, and assessments
and discussions with preceptors. Differences were found by the new graduate registered
nurses in what they needed in educational support during the transition year as they
developed confidence and experience in the role of a registered nurse. The new graduate
registered nurses felt that the first three months on the ward was a “huge learning
curve” (GN7-3) and many graduates wanted to just complete the basic education
requirements. It was seven months into the program when learning advanced skills
became the focus. By the end of the year, the new graduate registered nurses were
discussing their futures and looking into enrolling for postgraduate studies. The three
subthemes identified for this theme: 4.1 Tell me what we need to know to survive; 4.2 |
need to know more; and 4.3 Okay got it, now what?

4.1 Tell me what I need to know to survive

Transference of knowledge within the first three months was extensive as new
graduate registered nurses learned what was needed to work as a registered nurse. This
sub theme ‘tell me what I need to know to survive’ refers to the amount of learning that
new graduates were expected to undertake in the first couple of months to understand
the health service, policies and procedures and expectations of each ward. New graduate
registered nurses indicated they had a lot to learn within the first three months in
understanding their new role and due to being overloaded with this new learning, they
were not able to make use of additional education sessions. New graduates were
expected to undertake education support during this time in the form of structured study
days, online learning and/or ad hoc education sessions and undertake mandatory
competency sessions. The formal transference of knowledge was conducted in three
separate formats, resulting in three categories for each sub-theme: 4.1.1 Structured study

days; 4.1.2 E-learning; and 4.1.3 Ad hoc education.
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4.1.1 Structured study days

The word ‘structured’ means that there was an order to how the study days were
planned. This subtheme describes the new graduate registered nurse’s perceptions and
experiences with the education delivered during the structured study days. Structured
education was an essential component for all the graduate programs. Participating
graduates had mixed perceptions about the study days. One of the new graduate
registered nurses believed there was not “enough detail, and | think there is too much
general topics crammed into the one day. It's just like a glance over things” (GN2-3). In
contrast, another graduate enjoyed the variety of topics presented by a number of guest
speakers. Graduates also shared their experiences, indicating that the delivery of
knowledge was interactive. Some of the new graduate registered nurses talked about
short presentations they had to do and guest speakers who were invited to share
knowledge. The same group of graduates said they really liked the interaction in these
sessions and found it more favourable than didactic learning. Travel to a metropolitan

area was necessary for a different group of new graduate registered nurses:

[it was] really interesting. Actually it was quite broad but the topics

like they had AF [Atrial Fibrillation], COPD [chronic obstructive

pulmonary disease] Asthma, CCF [congestive cardiac failure] and all

the sort of comorbidities that our patients have here so it was really

good to learn it was really relevant. (GN8-3)

A graduate from a regional facility identified her structured study days had some

flexible content and the graduates were able to indicate what education would be
relevant for their ward and the Learning and Development team would include the topic

in planned study days:

I mean there is stuff that they want to do in it but there is also, say if
we wanted um them to give us more information on ECG'’s, which is
one of the ones we recently did. They would get a package together
and present that as well. There is things that they have to do
throughout their graduate study days but there is always room to have
your extra | have found. (GN4-3)

The structured study days were delivered at different times throughout the year.
The new graduate registered nurses appeared to prefer having input into the content

delivered in the structured education sessions.
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4.1.2 E-Learning

E-learning refers to education that is supported by electronic resources and
technologies. The Western Australia Country Health Service has multiple online self-
directed learning packages. The new graduate registered nurses had mixed experiences
with the E-learning component and expectations within the first three months. The E-
learning packages dominated the orientation period, consisted of mandatory training for
example, basic life support, manual handling, cultural awareness, fire and safety, and
infection control principles. The online training was required of all registered nurses
commencing in the hospital, some packages were new, and others built on acquired
theory. All mandatory skills were considered important for a graduate to fulfil the Work
Health Safety requirements, once they started their clinical practice. One new graduate
registered nurse shared her thoughts, “so the first week we didn't really even go on the
ward it was all computer based learning and essential skills” (GN8-3). Another

graduate outlined that there was one full day dedicated to the packages:

Had a day off just in L and D [Learning and Development] going

through a lot of the online programs that we have to do

competencies... We spent a whole day in L and D doing them, and by

the end, eyes were hanging out of heads. ...So, we did all the ones we

needed to get through. (GN3-3)

Following the original orientation packages, new graduate registered nurses were

also expected to undertake further E-learning packages while undertaking rotations. E-
learning opportunities were only available on the Western Australia Country Health
Service computers, and if the ward was busy, the graduates were unable to find the time
to access the Western Australia Country Health Service e-learning resources database.
The majority of new graduate registered nurses discussed the difficulty with finding

time to complete the online self-directed learning packages:

We are connected to what is called capabilities.... We kind of have to
have some of them done but a lot of that is done in our own time.
Because there's just there is really not a great deal of opportunities on
the ward. Sometimes on the weekends you might get half an hour but
that's not, you can't really get into anything substantial. (GN1-3)
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The new graduate registered nurses suggested that it would have been better if
they were able to access the E-learning packages at home so they could keep up with the

mandatory requirements.

Differences were identified in the number of learning packages that graduates
were expected to complete. One of the graduates said that they were given a list of the
mandatory learning packages that were pertinent to the hospital. The graduate was also
given a few extra learning packages that were ward specific and would help the
graduate gain confidence in the clinical area. In contrast, other new graduate registered
nurses were not encouraged to complete non-mandatory learning packages within the
first three months and were instead advised “to get yourself sorted first” (GN7-3). There
was a strong sense of belief that new graduate registered nurses needed to take time to
orientate to their clinical environment before completing non-mandatory education

packages.

There was an abundance of educational opportunities on the wards and many new
graduate registered nurses were “not looking for a great deal of more education” (GN1-
3). Learning how to manage on the ward as a registered nurse seemed to be the focus
and many completed only the mandatory education packages. One new graduate
registered nurse indicated they “haven 't done a lot” or “haven’t actually looked” (GNS5-
3) for any extra education. Another graduate suggested she was still coming to terms
with working as a registered nurse and had not completed many self-directed learning
packages. In contrast, a small number of graduates did complete non-mandatory self-
directed online courses within the first three months of the graduate program. Generally,
the new graduate registered nurses worked through the online learning opportunities at

their own pace.
4.1.3 Ad hoc education

Ad hoc education within this context is education that is normally unplanned as
part of the graduate program. This included ward in-services developed for all nursing
staff and informal education provided by educators or other staff as the opportunity
arose. The ad hoc education usually focused on mandatory requirements or learning
opportunities specific to the clinical area. A small number of new graduate registered

nurses discussed the ad hoc education sessions that occurred within their hospital
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environment. One of the graduates indicated that the staff development nurse conducted

an ad hoc session for safe blood transfusion:

Staff development nurse, she came with all of them to do a blood safe
interactive in-service on the floor where they had a fake scenario of
how you give bloods and what the process is... That was a good
learning package actually because | had never given bloods before
and it was the next week that | had a patient that required bloods.
(GN7-3)

Another graduate was not so fortunate and taught himself how to complete the
skills using the policy and procedural manual. “If I'm not sure | have to pretty much
self-direct myself and look it up so the first time” (GN6-3). A few new graduate
registered nurses discussed the use of video conference in place of face-to-face ad hoc

education. One of the graduates would have liked more in-service or ad hoc education:

It would be good to have more study days like or just little even just
little in-service. We have had a couple of in-services on the ward but |
think yeah you are not always there for them and you don't have a lot
of time so when you do go to them your always in the back of your
mind that I've got to get back to my patients sort of thing. (GN3-3)
Many of the new graduate registered nurses discussed the limited ad hoc
education delivered in the rural and remote areas compared to more frequent ad hoc

education received as an undergraduate.

4.2 | need to know more

This sub theme reflects that the graduates at seven months wanted to learn more,
now that they felt familiar with the role of a registered nurse. The new graduate
registered nurses were becoming more vocal about the content and delivery methods of
the graduate study days. There was a renewed desire for knowledge, as at seven months
the new graduate registered nurses were ready to engage in the non-mandatory self-
directed learning packages. The same three categories were identified at the seven-
month interviews as in the three-month interviews; however the focus of the discussion
had changed. The categories were: 4.2.1 Structured study days; 4.2.2 E-learning; and
4.2.3 Ad hoc education.
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4.2.1 Structured study days

This category refers to the importance of structured study days meeting the needs
of the graduates. By the seventh month interviews, new graduate registered nurses were
at a stage in their development where they were able to use the study days to their full
advantage, incorporating the information they learnt into their daily practice. The
structured study days delivered at various intervals continued to include a variety of
delivery methods. All the participating new graduate registered nurses discussed the
content and usefulness of the education sessions provided. A number of graduates
suggested that some of the structured education was not relevant or was not well
retained. Many, who were keen to learn more, gravitated towards staff happy to share

knowledge.

Delivery of structured study days seemed to differ between each health service.
One of the new graduate registered nurses revealed the information provided in the

structured study days was crammed, and all delivered in the first half of the year:

1 think our study days finished in June, so I haven’t had any since
then... I can't remember [what was included] to be honest... There
are so many things that they cram into the study days. (GN2-7)
The majority of participants talked about structured study days continuing past
June. Another graduate also believed there was a lot of information and had mixed

feelings about the content:

They give you a big headache like by the end of the day you 're just
like ‘oh my gosh’... Yeah like, we just get exhausted like all this
information. I feel like some of its really useful and some of it’s just

not... (GN 9-7)

Content of the study days also appeared to vary between health services. Although
the new graduate registered nurses were ready to engage in more education, the
structured study days appeared to contain a little bit of everything and did not give the
graduate time to assimilate the combined knowledge. Some of the graduates indicated
that the information shared during the study days was not relevant at the time of
delivery and would have been beneficial later in the year. One new graduate registered
nurse suggested that a whole section within the study day was not applicable to them, as

it did not align with their allocated rotations. Within this region, the paediatric study day
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included a five-minute presentation delivered by each graduate. This graduate was able
to benefit regardless of not being given a paediatric rotation and reflected by “saying
that, | picked something that | would see in ED too, so mine [presentation] was
dehydration” (GN4-7). The new graduate registered nurses spoke about the study days
being beneficial when experts in the field delivered the sessions and involved relevant

topics to their current wards, such as palliative care and cardiac care.

The majority of new graduate registered nurses discussed the relevance of their
structured graduate assessments that needed to be completed as part of the graduate
program. A graduate indicated they had just completed their presentation during the last
study day and was thankful it was finished. Another new graduate registered nurse

believed that the assessments were not effective in advancing their knowledge or skills:

The assignments that we re set to do, one of them I can't see the point
of, they don’t even actually follow up to see whether you have done it
and they don’t give you a mark. So, to me that is completely pointless.
(GN2-7)
Although the graduates were ready to learn more, transference of knowledge
through structured assessments was not considered helpful for the majority of new

graduate registered nurses at the seven months interviews.
4.2.2 E-learning

By seven months, new graduate registered nurses were keen to learn more but
were frustrated by the lack of time for study. Some of the graduates continued to talk
about the difficulties with E-learning and despite wanting to learn, completing the
packages often depended on complexities of the ward:

...And we’re supposed to be doing it [online packages] like in ward
time which on rehab | managed to find the time because you have
quiet moments but on surgical like there’s no frigging way you can do

any of it like. (GN9-7)

Many of the new graduate registered nurses were now concentrating on achieving
the advanced skills. This often required a senior nurse to validate practice once the
online component had been completed. One graduate shared their experience of gaining
skills with the support of the staff development nurse:
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They were always on the ward and always willing to help you and
stuff like that if you had any questions and stuff.... I did, I did my IV
package while I was there.... S0, cannulation and taking bloods.
(GN1-7)

Another new graduate registered nurse shared her delight when the clinical nurse
manager organised a day in theatre so she could gain validation and complete their
cannulation competency in one day. One of the graduates from a regional facility was
given an orientation book to learn about specialised machines for example dialysis and
watched You-tube videos “on how to cannulate” (GN4-7) before the direct supervision
or the validation process began. An additional new graduate registered nurse working in
a district hospital suggested there were limited senior nurses who could validate skills.
If the skill was a mandatory requirement, and current staff needed validation often the
staff in the emergency department would be prioritised over graduates. Despite the
obstacles, the majority of the participating new graduate registered nurses discussed the
need or desire to obtained advanced clinical skills in preparation for their final rotation.

4.2.3 Ad hoc education

Ad hoc education continued to be seen as important for the development of new
graduate registered nurses. The majority of graduates indicated they had attended at
least one ad hoc education session within the last four months. The new graduate
registered nurses’ desire to know more had been reflected in the increased number of ad
hoc education sessions discussed. The ad hoc education sessions appeared to be ward
dependent. The following graduate shared her experience once she rotated to the
surgical ward and received education from the staff development nurse who was

allocated to support the new graduates:

They 're (SDN’s) pretty good to be, like this week they 've been
awesome, like they 've been on the ward like pretty much every day
apart from Friday and they just kind of come and see us [grads], like
because they 've changed it [the format] so they re specific to like
surgical. So, like surgical has like a staff development nurse to look
after us [grads]. (GN9-7)

Other new graduate registered nurses spoke of ad hoc education being conducted

by senior nurses on wards and in the emergency department. A graduate spoke about
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one of the senior nurses being very passionate about education and eager to share

knowledge with the new graduate registered nurses:

it’s not so much on a regular, ...But because she knows that I'm in
there as a grad and learning and stuff she’ll quite often pull me aside
and talk about the patient that we 've had and you know go through

some of the ECG’’s or lab results and so that’s really good. (GNS-T)

New graduate registered nurses continued to make use of the video conferences
that were available if there was a topic relevant to their rotation, “I did go and watch a
VC [videoconference] on the effects of ICE [methamphetamines] and on management of
ice... Being that I'm going into ED next” (GN4-7). Another new graduate registered
nurse attended a short education session on her rostered day off, “there was ...a talk
given by a palliative care doctor on pain management and that sort of stuff, which was
really interesting” (GN3-7). This graduate had indicated that it was impossible to attend
an education session while on duty because there was no staff to handover patient care
to while they attended unplanned education sessions. The new graduate registered
nurses appeared frustrated with the inability to attend education sessions and increase

their knowledge.

4.3  Okay got it, now what?

The sub theme ‘ok got it, now what?’ refers to how the graduates by 11 months
had gained the required knowledge to work successfully as junior registered nurses and
now needed to secure future employment. The education experiences discussed during
the final interviews were directed towards further job prospects. All of the participating
new graduate registered nurses agreed they had learnt so much since the start of the
program but not all graduates appreciated the way knowledge was transferred. There
were the same three categories identified as in the previous time periods, but again, a
different focus was seen for each category. The categories were: 4.3.1 Structured study

days; 4.3.2 E-learning; and 4.3.3 Ad hoc education.
4.3.1 Structured study days

The structured study days for the final part of the graduate year had mixed
reviews and included more than just the graduate study days. Some of the regions had

delivered all the structured days within the first half of the year, the regions which

132



continued to deliver the study days toward the end of the graduate program focused on
future employment. One of the new graduate registered nurses had not attended any
study days in the last four months. Another graduate indicated that the study days were
tailored to help gain future employment. “We just had one that was all about like CVs,
[curriculum vitae] and actually like, which was probably the most useful one that year”
(GN 9-11). The following new graduate registered nurse enjoyed the flexibility of the
study days:

Yeah, they were amazing. So, our grad coordinator actually asked us
what we would want them [study days] to be on... At the time... there
was a lot of sepsis, so we got drilled with sepsis which was great...
We had a palliative nurse come through and talk about drugs and
looking after palliative [patients] because that was something that all
we grads struggled with, looking after palliative patients and
obviously not much resources being around. (GN10-11)
A few graduates discussed the benefit of a full day workshop being organised and

delivered by medical staff:

The paediatric doctors have put on a couple of workshops, a neonatal
one and a paediatric one... I got 10 go down and see a couple of the
scenarios during the double staffing time. But then | got to do the
paediatric workshop which went all day which, so they go over just
assessing a paediatric patient and then they run scenarios and stuff in
the afternoon which is good and put you all in groups. So yeah, the
paediatric medical team’s really good. They re really good with
training and answering questions. (GN3-11)

Participating new graduate registered nurses did discuss a few challenges that
related to the structured learning. One graduate suggested that “trying to work out how
much more sort of formal learning you actually need to do as a grad and like not
overloading graduates” (GN1-11) was challenging. The new graduate registered nurses
were focused on employment prospects and wanted to learn enough to practice
independently but not spend time learning skills that would not be beneficial in other

areas.

Several graduates discussed their disappointment with assessments, which were
allocated throughout the year. “There’s all this stuff [assessments] that’s supposed to be
technically done, but um, there’s been no follow up on any sort of stuff like that” (GN5-

11). The graduates indicated the assessments for example, written case studies, similar
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to university assessments, were not beneficial to their learning because often no
feedback was received. The graduates believed due to the lack of follow up or feedback,

the written assessments were completely irrelevant to the program (GN2-11).
4.3.2 E-learning

This category is reflective of the new graduate registered nurses being able to time
manage efficiently now which enabled them to have more time to focus on self-paced
learning opportunities. The graduates indicated they were encouraged to complete the
packages at their own pace and were aware that although confident in their current
clinical area, extending their professional development would increase their chance for
ongoing employment. One graduate wanting to work in the emergency department
completed “a lot more self-based learning packages, so | started the triage, | have
looked on ECG... the IV cannulation and the um, catheterisation” (GN2-11). Few
graduates discussed completing a number of online packages, “I do them all the time,
yes, especially on night shift” (GN5-11). This graduate spoke of a list containing
relevant online learning packages for the ward, which was a helpful guide. One of the
new graduate registered nurses had completed many relevant packages, including the

preceptorship package.

Other new graduate registered nurses shared their enthusiasm and excitement
about enrolling into both short courses and postgraduate studies offered online, showing
they felt ready to gain further knowledge and skills to further their career:

I did clinical upskilling in the bush [remote area] which was 12
modules and included ECG interpretation, ABG results, non-invasive
ventilation, arrhythmias ... So that’s just, that was just for a bit of
extra because | think | was getting a bit bored and burnt out, so |
thought I'd do a bit of extra study while | was up there. And then I've
just enrolled in my paediatric emergency course. (GN10-11)

And

I'm just enrolled, just last week actually in graduate certificate in
child and family health which will get me to work in community health
and yeah, my placements will be in the population health centre here.
And then the lady there, there’s actually a job going there at the
moment. I just don’t feel I've got enough experience yet to do that
role. But not only do 7 have limited nursing experience, I don’t, and
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paediatric experience I don’t have any community health experience

although I’ve been told they are really helpful and they train you and

all that sort of stuff I don'’t, I tend to like a little bit of background and

foundation and because I'm enjoying paediatrics so much as well and

I've had my contract extended there. 1'd actually really like to get

more clinical experience in that area anyway just for my own future

endeavours and stuff. If | move somewhere else, | can then still pick

up clinical stuff in the hospital. (GN3-11)

This graduate indicated a clear vision of where her nursing journey headed and

realised her current limitations with the experience gained throughout the graduate

program.
4.3.3 Ad hoc education

Throughout the twelve-month graduate program, the majority of the new graduate
registered nurses believed there should have been more ad hoc education, even though
they felt confident with their clinical skills. The graduates discussed that the ad hoc
education sessions were lacking in the graduate program in comparison to the session
they attended as student nurses. Some of the new graduate registered nurses indicated a
lack of resources limited the ability for this format of education in the rural and remote

areas:

I¢’s just having access and the opportunity and the space to, to learn
and explore and ask questions and practice skills and that’s, that’s the
main thing I guess, particularly like I said, we don’t have those areas
where we have validators and you can’t practice things because
there’s no equipment or there’s just no resourcing for it. (GN2-11)

The new graduate registered nurses shared how they valued their experience with
knowledge being shared from senior nursing staff who provided ad hoc education. One
graduate shared her excitement of a new experience when she helped with the delivery

of a baby and both the midwife and staff development nurse:

We had the midwife, the SDN who works nights and myself and so we
actually, 1 said 100k 7 hadn'’t, there was this woman in labour and
stuff, and I said I haven’t actually done any births or anything like
that. So we actually went up and looked at the neonatal resuss and the
cot ... and looked at everything that needed to be done there and yeah
what we needed to do and stuff like that, and then yeah as the time got
closer than the midwife called just before this lady birthed and then
we went from there, and yeah it was really good. (GN1-11)
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Another graduate had rotated to a smaller remote area and learnt about pathology

skills, which were skills not required from nurses in larger facilities:

You got to centrifuge your own blood and then you put them in freezer
box and security picks it up and take it to Perth, and they do X-rays
there and in the ED department some people do the X-rays. Just

things that you don’t think about when you 're in a smaller site you
just learn. (GN8-11)

Summary

The new graduate registered nurses were overwhelmed with the amount of new
knowledge they faced within the first few months of their graduate program. Once
settled with the routine of being a registered nurse, all new graduate registered nurses
expressed a desire to learn more. An increase in education was delivered through
multiple on-line self-directed learning packages and being able to direct the structured
study days. The new graduate registered nurses were confident in their knowledge and
practice by the end of the graduate year and felt they had a good knowledge base. Many
had started investigating postgraduate studies or increased learning packages to prepare
for future employment. Knowledge was transferred in a variety of formats to suit the

graduates’ needs.

Summary of chapter

This chapter discussed four themes that evolved from the interviews with the
newly graduated registered nurses: professional beginnings, fractured reality, a sense of
belonging and transference of knowledge. The themes highlighted the facilitators and
barriers graduates experienced within their 12-month transition. The importance of clear
guidance, feeling welcome and continuous education opportunities were evident
throughout the findings. The next chapter will present the qualitative data analysis from

the senior nurse’s interviews.
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CHAPTER 6: Experiences of Senior Nurses
Supporting New Graduate Nurses in Rural and
Remote Western Australia: Qualitative Findings

Introduction

The previous chapter provided a detailed account of the themes identified in new
graduate registered nurses’ interviews. This chapter will present the themes that evolved
from the senior nurses’ interviews. The findings for the senior nurses will be presented
as one timeframe as interview responses were similar across the different timeframes as

the senior nurses supported the graduates throughout the 12-month period.

Participants

Senior registered nurses

Fifteen senior nurses participated in the qualitative phase of the study: nine were
graduate nurse coordinators, three held the position of nurse unit manager or clinical
nurse manager, two participants were staff development nurse (also known as nurse
educators) and one was a clinical nurse (a senior registered nurse). These senior nurses
were from both district and regional facilities, aged between 20 and 60 years of age. The
participants were of both genders, 13 female (86%) and two males (14%). Participants
were from all seven regions. Six senior nurses participated in the first stage of
interviews. Nine senior nurses participated in both the second and third stages of
interviews. Three of the graduate nurse coordinators were interviewed at all three
intervals, three senior nurses participated twice, and nine senior nurses were interviewed
once, resulting in 24 in-depth interviews. The interviews for the senior nurses were
undertaken at the same time intervals as the new graduate registered nurses, allowing
for triangulation of data and to ascertain any correlation between the information
gathered at the same intervals.

Findings

Four themes were identified from the thematic analysis of senior nurse interview
transcripts. These were: ‘Professional challenges’, Leadership and management’, ‘A
sense of belonging” and Transference of knowledge’. The theme ‘Professional

challenges’ examines the challenges senior nurses experienced as the graduates’
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transition from student to clinician in the ward environment. The ‘Leadership and
management’ theme emphasised the need for senior nurses to exhibit good
communication with graduates, limitations due to fiscal matters and finding the right
person for the job. The third theme, ‘A sense of belonging’, highlighted how important
it was for new graduate registered nurses to be able to feel like a valued team member.
‘Transference of knowledge’ referred to how fluid the design and structure of the
graduate programs were throughout the regions. Table 6.1 outlines the themes and their
relating sub-themes. Each theme will be explained separately.

Table 6:1 Senior nurses supporting graduates

Themes Professional Leadership and A Sense of Transference
Challenges Management Belonging of Knowledge
A team appr_oach . The Art of There is more
to supportive Setting the Scene .
Settling In than one way
measures
The Three R’s .

Sub- Staff supportive (Recruitment . Making the

Themes needs Retention and Right Time Matters | most of what
) you have
person for the job)

Recognition of Communication is the Work-life The minimum

supportive staff key balance requirement

Theme 1.0: Professional challenges

The first theme refers to the challenges and barriers senior nurses experienced
when providing support for new graduates. In this theme, senior nurses identified the
challenges encountered as they implemented supportive measures for new graduate
registered nurses throughout the graduate program. Three sub-themes emerged from the
data: 1.1 A team approach to supportive measures; 1.2 Staff supportive needs; and 1.3

Recognition of supportive staff.

1.1 Ateam approach to supportive measures

Senior nurses felt strongly that support for rural graduate nurses required a team
approach to providing both preceptorship and supernumerary time. This was evidenced
in comments such as, “I’ve finally got the team that I want and I've got them in the
spots that | need them to be for the grads” (SN8), and “It tends to be more a team

approach than just a one-on-one” (SN12). Senior nurses who were unable to provide
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the team approach to providing graduate support, felt it limited their ability to
successfully fulfil the role. This was expressed by one senior nurse as, “given the
mobility of the workforce, given the flexibility of the workforce [swapping shifts] and
the unpredictability of the workforce, it’s not a great system to have someone who is
your go to person all the time” (SN12). Another senior nurse said, “support wise on the
ward with the graduates, it’s very limited at the moment because of the staffing in this

department” (SN2).

Senior nurses reported a variety of supportive mechanisms provided for rural
graduates. Supernumerary time at the commencement of a rotation varied depending on
the type of clinical area “1-2 weeks supernumerary” (SN2) or “two days
supernumerary” (SN6). Preceptorship was also provided “The whole grad program they
have a preceptor that they can go to” (SN3) and spend time with nurse educators on
new graduate registered nurses regular study days. “There’s a lot of lesson to take in but
it’s nice to spend the week getting to know me and [name withheld] and the staff
development team and managers ” (SN4). The senior nurses believed it was a
professional challenge to provide this type of focused support.

Professional challenges identified in coordinating focused support were often due
to limited resources and staff. “I just feel that they 're not supported at the moment but
it’s more due to other factors. It’s more due to them not being supported because of
recruitment issues, HR issues” (SN1). Senior nurses found it difficult to provide support
to new graduate registered nurses due to the small numbers of senior staff available.
Differences were found in the number of senior staff available to support new graduate

registered nurses and the size of the health service:

Being a small site you know there’s a midwife on every shift and then
there’s an RN and then there’s an ED person... We have such a mixed
cohort of patients and we only have a staff development nurse who'’s
got a portfolio and she has two days a fortnight. (SN14)

The size of the hospital had a direct impact on support available to new graduate
registered nurses. The regional centres had graduate nurse coordinators on site, nurse
unit managers, and staff development nurses, “ln a big hospital there’s lots of people
that have staff development fulltime and they follow them up” (SN14). Larger hospitals

also had senior ward nurses who take on the role of preceptor. The smaller district areas
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have less access to graduate nurse coordinators and staff development nurses and fewer
senior nurses employed in the health services, limiting the availability of senior staff
members to support new graduate registered nurses, “They [new graduate registered
nurses/ may not feel supported like there’s not a staff development nurse to run to every
time they need something, but they 've got their senior nurses [clinical nurses]” (SN3).
The district areas had fewer graduates, although the support requirements are the same.
Due to the decreased availability of senior staff, the responsibility of supporting new
graduate registered nurses often becomes part of the role of all senior nurses, such as the

nurse unit managers and senior nurses, in the smaller district hospitals.

One of the key points throughout the conversations with the senior nurses
included the ability to roster each graduate with a preceptor. Rostering senior registered
nurses to preceptor new graduate registered nurses was a professional challenge because
of limited senior nurses available to undertake preceptorship and staff were often
employed part-time. Allocating one preceptor to a fulltime new graduate was
challenging and often not possible. The senior nurses who were interviewed discussed
the need to implement a teamwork approach to address this challenge. The use of a
precepting team, with several allocated preceptors, enabled the new graduate registered

nurses to be supported by a team and not rely on the availability of a single preceptor:

Part of the program is that they 're allocated with a preceptor or
preceptor team. Some are obviously, some of the locations they’ll run
a team of preceptors because they have a really part-time workforce

and it’s easier to have, like, maybe two or three preceptors and a
lead. (SN6)

And

We’ve got an abundance of part-time workers and so we have a lot of

people who work two or three shifts. A lot of people work one or two

shifts, we’ve got a lot of people that have very set shifts that they will

do. So it’s really, really hard to get the consistency of a preceptor

working alongside them. So what they’ll do is really share it between

a few. (SN8)

In the scenario of team precepting, the team leader of the group supporting a

graduate was often the ward coordinator of each shift. With this hierarchical approach,
the ward coordinator was responsible for aligning the supportive needs of the new

graduate registered nurses with the available supportive measures. The program’s

140



success relied on the senior nurses stepping into the role of preceptor and support the
new graduate registered nurses as required. Ward coordination changed with each shift

rotation.

Even with this team approach, nurse managers identified the difficulties with
coordinating the rosters and providing appropriate skill mix to support new graduates
and the changing acuity of patient care. Roster allocation influenced the support

available for new graduate registered nurses:

Country health is changing and the acuity’s changing. We are
managing a lot more acuity. Means that we should be having more
experienced nurses, but our casual staff tends to be a lot of junior
staff. So you re putting graduate nurses who 've got, you 've just got to

manage that. (SN12).
And

| guess in terms of acuity, like you want them to have acuity but |
would never give high acuity unless we had senior staff support that
could support them through that patient. (SN13)

Patient acuity and staffing numbers influenced the support available for new
graduate registered nurses with each shift. Teamwork was viewed as an effective tool to
support new graduate registered nurses where skill mix was limited, and patient acuity
was high. One senior nurse indicated the “importance of allocating a lighter load for the
graduate” (SN8) when the graduate nurse was new to the clinical area. This was
believed to allow the new graduate registered nurses time to adjust and become
competent within the new environment. The difficulty with allocating a lighter load in
smaller sites related to staff numbers, “the other sites [smaller], they [graduates] tend
to get more patients because honestly, there’s less staff on” (SN6). One of the senior
nurses further suggested that an allocation of stable patients for new graduate registered
nurses was thought to be supportive however “often they [stable patients] have the
quickest turnaround time” (SN4), which resulted work consisting heavily of paperwork
as opposed to becoming familiar with clinical skills. Alternatively, some senior nurses
suggested coordinators should provide the new graduate registered nurses with a full
patient load and allow time, with a preceptor, to support the graduate in providing for
patients. “I believe that they work as a full FTE when they start. I don’t agree with

anyone who says that they don’t. They are registered nurses and they can function, they
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just have a few more questions and you have to be patient with them” (SN4). Despite
trying to provide supportive measures and implementing a number of different methods,

due to smaller staffing numbers focused support remained challenging.

The senior nurses who coordinated the graduate programs at the district centres
had little influence in rostering preceptors with the graduates however they were aware
of rostering issues, “I 've had feedback where you know they 're on with an enrolled

nurse. You know — not acceptable sort of practice” (SN5).

Many of the senior nurses discussed heightened levels of frustrations when

preceptor support was not reflected in the rostering system from a management level:

I don’t think they 've been allocated a preceptor...that kind of
attitude... they know about preceptorship. It is just people are time
poor. They roster them quickly and without thought that they needed
to have that preceptor. (SN5)

Despite the allocation of preceptors, at times this did not occur. “The grads were
really unlikely to work with their preceptor” (SN4). One of the senior nurses tried to
address this by allocating more than one preceptor for each new graduate registered
nurse however, this had minimal success in solving the problems because of the limited

availability of suitably qualified and experienced nurses for rostering:

I've found it very difficult to get the manager to roster — It is difficult
here — [ understand it can’t be every shift, but I probably would have
preferred or would have really liked would be a little bit more support
from their specific preceptors. (SN1)

Rostering graduates on night duty provided an additional challenge for rural and
remote areas. This was due to appropriate skill mix, staffing numbers, and adequate
support delivered through preceptorship was difficult on night duty, in rural and remote
Western Australia. The challenge of providing support on night rotations depended on
staff numbers which altered between regional and district hospitals. Graduates were
believed to be “overwhelmed anyway with it [work] and [with] limited resources on
night duty” (SN5) which would often increase transition shock. The senior nurses felt
that due to the lack of support available, new graduate registered nurses should not be
allocated on night rosters. A senior nurse from one district hospital did intervene with a

manager’s roster when “there was one [a grad] that was rostered to night duty on one

142



of the wards. She was taken [off] night duty” (SN3), and another stated, “don’t put them
[new grads] on night shift” (SN12).

It is important for teamwork to be reflected at all levels within nursing to be able
to conduct successful supportive measures for the new graduate registered nurses. A
small number of senior nurses indicated they allocated night duty for new graduate
registered nurses during the first clinical rotation, but only when the new graduates had
accomplished a number of online training resources, and if they felt the new graduate
registered nurse would manage with the decreased support available. Another senior
nurse from the regional facility discussed their frustration with one of the nurse
managers who appeared to disregard the supportive needs of new graduate registered
nurses early in their transition year. “We still have one manager ...who will put them on
night duty two weeks after they start... why does she do that? It doesn’t make any
sense” (SN8). Many senior nurses voiced their frustrations with the lack of support
provided for the new graduate registered nurses in the clinical wards. Support provided

for the new graduate registered nurses was believed to be ward dependent.

The conversations throughout the interviews portrayed a number of different
opinions about which support measures new graduate registered nurses required which
included rostering, appropriate skill mix and preceptorship. All were universally
identified as professional challenges as was the importance of working as a team when
providing support throughout the graduate program in rural and remote sectors.

1.2  Staff supportive needs (educational needs)

The subtheme ‘staff supportive needs’ refers to how senior nurses believed that
nursing staff who provide support to new graduate registered nurses also need to be
supported in their role. Senior nurses felt it was important for any nurse who would be
working with new graduate registered nurses to be educated about the needs and

supportive measures available for new graduate registered nurses in their area:

We send out an email and basically try and you know, offer the
preceptors support if they require it as well. Given them some
information about, you know, preceptoring in that role. (SN2)

As new senior nurses were appointed, it was unclear, if they had previously

acquired preceptor training or worked as preceptors in their previous roles. “Not all of
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the preceptors have done ... formal training” (SN2). Support measures for
preceptorship therefore varied throughout the regions. “We are going to look at
preceptorships ... and how they [SNs] become you know the leaders for the next grad”
(SN8). It was believed that staff members new to managerial roles or new to the rural
areas would benefit from education about specific rural new graduate registered nurses
support needs. “We [ran supervision training] at the end of last year’s supervision
course and that was really good” ... “People [who] attended gravitate toward the
education portfolio” (SN1). This was not a compulsory measure, currently “the training

[isn’t] a requirement” (SN6) within the senior staff inductions.

Education of preceptors was to provide them with an understanding of the role
and graduates expectations. The senior nurses understood some of the ward staff
expected the new graduate registered nurses to ‘hit the floor running.’(SN8) One senior
nurse believed this to be an unrealistic expectation and provided education in short

segments to all clinical staff:

They [clinical staff] expect them [new graduate registered nurses] to

be fully formed as they come out of Uni and so what I've [GNC] had

to do is do a lot of education on the wards ...I have presented a bit of

research on graduates and talk about the lived experiences and what

they are likely to need in terms of support. (SN8)

The conversations with senior nurses around this educational need, indicated the

potential for it to become a cyclic process in rural areas due to the high staff turnover.
“It is difficult up here because they have such a high turnover of life agency and

transient staff” (SN2).

The challenge consisted of providing support for the preceptors new to the role
and gain the skills required to preceptor new graduate registered nurses. Other senior
nurses suggested appropriate education for the role of preceptorship may help increase
the level of support available. One senior nurse spoke of an online education package,
which could help with preceptorship and clinical supervision, however this was a

lengthy process and not considered compulsory:

Online programs, as well through our LMS system, that nursing staff
can do. In saying that, they are quite time consuming and they, I think
if you do the whole lot, it's about ten hours, so really the uptake of
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that you know, a lot of staff, nursing staff may start it, but I don’t
imagine many would finish the whole program. (SN1)

Senior nurses were presumed to have the attributes to supervise graduates
regardless of their education background. “Really it’s just an expectation that they’ll do
those roles. It says in the clinical nurses’ job description that they will educate, support
and preceptor” (SN4). It is assumed the supportive role was part of the senior nurses’
role despite the level of previous experience. “I don’t know if all of them have had
previous experience, but they’re the senior nurses from the department” (SN15).
Preceptorship was considered part of the job description without any structured

education process:

In Melbourne you’d actually do a full day of, like being a preceptor
and what it entails and learning stuff and how to work with people
and what your role is, versus up here like, are you happy to take a
student [or grad], great here you go. Which I guess you know is fine
and you get on and do it, but it is just getting the right things in play,
being as prepared as you can be and knowing that all the supports are
in place. (SN13)

The need for specific education was also made evident as another of the senior
nurses suggested “more preceptoring type training” (SN8-11) was required for the
team, issues with appropriate feedback had been identified, they were looking to include
“how to do proper feedback” (SN8-11) in the training module. There was no clear job
description or structure identified for educational support within the preceptorship

model.

Several senior nurses shared their experience with long-term senior staff who
would not accept the role of a preceptor. One of the suggested barriers for being
reluctant to take on the position was the senior nurses who had worked for an extended
period in the same environment was these nurses “don ’t feel confident and that sort of
thing [preceptorship]” (SN14). There were conversations about the coordinating staff
being too busy to take on the preceptor role. This was seen to be a conundrum “because
clinical nurses ... are specialised and they re experienced and so forth” (SN5). The
senior nurses interviewed suggest, not all senior nurses assume preceptorship is the
responsibility of all senior nurses within the hospital and there was an opportunity for

stronger clarification, preceptor education and role recognition.
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However, one senior nurse provided a suggestion to help combat the challenges

faced with effective preceptors within the rural and remote areas:

Preceptoring should be part of the clinical skills [competency],
because we get a lot of students here and we get, | mean we've got
grads programme so maybe, really as a nurse’s role, preceptoring

should be part of it. (SN14)

Many of the senior nurses suggested new graduate registered nurses required
emotional support within the first six months of the graduate program and this needed to
be part of the preceptorship skill set. The senior nurses spoke about several new
graduate registered nurses who were involved in emotional dilemmas due to the social

impact of living rurally:

Mainly around um like more around debriefing, support. So um
several issues and tears. Weve had several of the grads come in have
had or encountered some stressful new events.... It’s that reality that
they do know of people in the community [who they might nurse] and
it’s quite a close link in there too. (SN2)

The senior nurses provided emotional support and were able to show empathy
when the graduates were not coping with having to nurse people known to them from
the community. Some of the senior nurses communicated they had an open-door policy
for all staff needs, including a ‘shoulder to cry on’. “Obviously if there is any issues or
things they come to us or we go to them and organise things that way” (SN2). The
open-door policy with senior nurses appeared to work well for the new graduate
registered nurses in the latter part of the transition program. However, the senior nurses
indicated new graduate registered nurses were often too shy to approach senior nurses
within the first few months. “They were really reluctant to call me” (SN1). Psychosocial
and emotional elements were identified by all senior nurses as important factors within

the preceptor role.

1.3 Recognition of supportive staff

The sub-theme of recognition for supportive staff refers to how the role of a
preceptor was often taken for granted and staff were not rewarded or recognised for the
additional workload involved in supporting new graduate registered nurses. The
conversations about recognition of supportive staff were similar in all regions. Some

senior nurses from regional facilities indicated preceptorship was the responsibility of
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senior nurses, referred to in Western Australia as clinical nurses (CN), “which I think is
difficult for the CN’s because they get tired and overwhelmed” (SN4). Another senior
nurse stated registered nurses who expected to one day become senior nurses should
learn the preceptor role, incentivising them for future promotion. The team approach to
preceptorship, helped combat rostering issues and often included registered nurses, and

one or more senior nurses, but with no acknowledgement or remuneration.

There was no recognition for the senior nurses other than reiterating that it was
part of their job description. “There’s definitely no monetary [value] I think it’s
something that you could probably add to your CV”” (SN13). The lack of recognition
was reiterated by a senior nurse from a district hospital, “there's nothing, like no
professional recognition to say that they 've done X amount of hours with graduates or
students” (SN9). The lack of incentive plus the increase in workload was a professional
challenge identified by all senior nurses interviewed. One suggestion was to obtain
photos and place them on the hospital notice board so all staff would know who the
preceptors were “and getting pins for them to wear and a few other ideas as well just to
get them a bit more out there and more recognised” (SN1). Without formal recognition
and the professional challenges of staff retention, effective preceptorship was often

limited.

Summary

The professional challenges experienced by the senior nurses within the rural and
remote regions of Western Australia were not isolated to support measures alone. The
following theme of leadership and management will discuss limited resources in the
rural and remote setting and importance of finding the right people for the job. This
theme will also provide a description of the graduate nurse coordinator role throughout
rural and remote Western Australia.

Theme 2.0: Leadership and management

Leadership and management skills were identified as essential attributes for all
senior nurses involved in supporting a new graduate’s transition. This theme refers to
challenges identified by senior nurses in managing the support provided by senior
nurses to new graduate registered nurses throughout the graduate program. The

leadership and management support noted throughout the interviews consisted of
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communication, clear directives, financial stewardship, recruitment and retention of
nursing staff and team work. There were three sub-themes identified: 2.1 Setting the
scene; 2.2 the three R’s (Recruitment, Retention and the Right person for the job); and
2.3 Communication is the key.

2.1  Setting the scene

Setting the scene represents understanding the role of all staff who were involved
in the graduate program. Specifically, it is important here to understand the role of the
graduate nurse coordinator. This sub-theme identified the multiple roles the
coordinators had and the gap between managing and influencing the clinical support
available at the ward level. Senior nurses felt it was important to understand the
diversity of the graduate nurse coordinator role in order to appreciate the challenges
involved in facilitating support measures for new graduate registered nurses in rural and
remote settings. When the senior nurses were asked to describe their role, the
conversations consisted of phrases including time constraints, multiple roles,

communication gap, financial constraints, lack of resources and staff.

Frustrations with being time poor were common complaints among those
interviewed, “because I've got other requirements as well, so demand on my time. [
can’t, you know, hold their hands so to speak” (SN5). The limited number of senior
staff in small district hospitals results in senior nurses holding more than one portfolio.
One senior nurse’s involvement with graduate nurses consisted of “33 and a third
[percent] .... I no longer have a real clinical focus on the wards” (SN3). This limited

the amount of time available to support graduates.

Multiplicity of roles of the graduate nurse coordinator was another factor limiting
the amount of support available to graduates. The role of supporting new graduates was
only one component of the senior nurses’ role within the rural and remote areas. The
multiplicity in their coordination role extended to supporting undergraduate student
placements. “Most graduate support nurses within WACHS allocate student places as
well” (SN4). Another senior nurse, new to the role, identified the multiplicity of roles
made the job stressful, “I love the grads, but the other roles around it stresses me out
quite a lot and sometimes you feel like if | was just in grad support, it would be much,

much easier” (SN10). This senior nurse suggested the role entailed more than just
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looking after both graduates and student nurses. The additional components of the

senior nurse roles were not implicit in the job description:

It’s got a managerial aspect to it and it’s a bit of a dog’s breakfast,
but we haven'’t had a staff development nurse — I’ve been it. I'm it.
I've been staff development nurse and student program organiser and
program person and learning and development. (SN3)

The constraints with multiple roles was further reiterated when a senior nurse
stated she did not see the graduates often as “my role is generally a regional role and
coordinating role..., I am not on the floor with them” (SN1). The senior nurses
discussed their capacity to support new graduate registered nurses were restricted by

competing components of the role.

Despite the constraints or limitations, few senior nurses discussed ways to provide

support for new graduates:

So support is a big question and from my point of view | am giving
them support as a coordinator. Not specifically clinical support, so
yeah, there is a few ways of looking at it. So from my point of view
and my job, well how I facilitate coordinating the program, I think
there is a lot of sort of what’s the word paperwork type. ...So | try and
get the grads to get to know the coordinators ‘cos they have to, and
then find one that you gel [get along] with that you can go to with
problems. (SN7)

Senior nurses suggested the support measures varied from ward to ward and the
allocation of preceptorship was left to the senior nurses or managers from each ward.
One of the methods used by a facility to help combat the lack of funding for specific
graduate support nurses and provide the expected support new graduate registered
nurses need, was for the staff development nurses to front load their time to provide
extra support at the beginning of the graduate program and decrease the support towards
the end of the program. “They re [SDNs] 0.5 FTE but they try to stack their shifts up
when the graduate is first starting” (SN6). This was a creative way to limit the financial
shortfall associated with some regional and remote positions, finding ways to make

limited funding work demonstrates both leadership and managerial characteristics.
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The management of clinical skills attainment for new graduates was considered
difficult in some regions because the clinical support was facilitated by the ward nurses

and not under the management of the senior nurse education teams in the regional areas:

A lot of stuff clinically on the floor is taken out of the education

team’s hands, so the preceptors that they get, who are they rostered

with, um, the level of skill with the staff they are working with in the

departments and in the /region’s name withheld] we have such a

Jjunior work force. I do feel that sometimes the grads aren’t supported

clinically. We can offer as much, you know, as we can, but we do rely

heavily on the staff on the floor obviously, to you know... assist with

the education and support. And I just feel that that doesn’t happen.

(SN1)

Staffing was problematic in at least three of the seven regions within rural and

remote Western Australia. “It’s reasonably difficult here at the moment because a lot of
the most senior staff aren’t that senior, particularly in the general ward” (SN2). This was

often due to the transient workforce.

Limited staff and financial constraints were noted barriers to managing the new
graduate registered nurses’ transition year. One of the main problems with the sporadic
support appeared to be financial:

I would love to see that they actually have support, but look, it’s, you
know, | think that the idea of a staff development nurse or an actual
clinical supervisor is beyond.... don’t have the money for that. And,
because staff development nurses are always traditionally just pulled
back into the roster....so it’s just a myth, really, staff development

nurses. (SN3)

This barrier was reiterated by a senior nurse in a district area suggesting that
graduate programs were important but integral to the success of such programs was
adequate funding, “they need to be supported and they need to be, like financially
supported... I think we have a responsibility and I think that it's essential that we do it
and continue to do it” (SN14). Limited funds were further suggested by another senior

nurse who saved money by not replacing educators when they took annual leave:

We found that we needed to ramp up that kind of support so in this

kind of resource challenged environment, we don’t cover our leave.
We use that extra money that we would usually use to backfill [our]
leave (SN8).

150



Although this may have been beneficial when everyone was on board it would
result in limited supportive staff (staff development nurses) during times of annual and
sick leave. Therefore, managing the appropriate times for leave would be considered

important.

2.2 The three R’s

The second sub-theme ‘The three R’s: recruitment, retention and the right person
for the job, describes the importance of being able to recruit and retain the right people
in the role to provide the support for the new graduate registered nurses. Recruitment of
senior nurses and retention opportunities for new graduates appeared particularly
difficult in the rural areas. The senior nurses indicated that staff had resigned due to the
fluctuation in Western Australia’s mining industry. This resulted in junior nursing staff
dominating the wards. The complexity of rostering, lack of experienced staff and skill
mix and the current job freeze were a constant concern highlighted throughout the

interviews.

One of the senior nurses shared her experience with recruitment and suggested the
lack of successful applicants ultimately affected the support available for new

graduates:

We couldn’t — recruit — people weren’t applying, staff weren't
applying and HR issues as well. ...I've advertised that position three
times and there’s been one applicant.... It is frustrating and
disappointing ... It’s more due to them not being supported because of
recruitment issues, HR issues... but that’s difficult, we’re in an
isolated area. (SN1)

Further discussions included the issues with the amount of paperwork involved
with human resources affecting timely recruitment. “It takes so long to get all the
documents through HR. By the time you — yeah, there’s just a lot of — and then people
pull out” (SN1). One senior nurse spoke of having two applicants apply for a staff
development role, however “deemed that they were not suitable” (SN3). The senior
nurse was concerned with finding a person for the position who had both management
and leadership qualities. In some regions, senior nursing role positions were left

unfilled, and little effort was made to fill the gap:
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No-one’s been sitting in jobs and you know, —when you don 't sit in it

a lot of people don’t take responsibility for it and ...And staff that are

here aren’t really engaged in the organisation. S0, they come, they do

their work, they go. They 're not really interested in kind of going that

extra step ...I think putting the right staff into the right roles is

somewhere to start. (SN1)

This ‘gap’ was alleviated in some regions, with nurses ‘acting up’ which means

filling in until the role was filled, however senior nurses suggested this often failed to

improve staff morale, because the nurses did not take ownership of the role.

There were conversations of senior nurses finding the right person for the job. A
lot of time and effort was put into recruiting senior staff who “would make great
preceptors but again that’s been an issue, so to find fulltime staff to act as specific
preceptors is just really hard” (SN7). Some of the senior nurses were disheartened to
witness new vibrant staff being employed with great ideas and watching their “bubbles

burst a little bit because staff just don’t care. And so, they don’t care” (SN1).

Finding the right person for the job was central to both recruitment and retention
in rural and remote areas. The senior nurses shared their frustrations of working with
nurses who had lost their passion for nursing and failed to support the junior staff.
These reflections involved long-term senior staff employed in the workforce. Long-term
senior nurses were often given positions that had not been filled despite recruitment
drives, resulting in staff lacking one or both leadership and managerial qualities. Staff
were failing to take responsibility for the senior roles they had been allocated. Some
staff “take the [senior role] title and don’t really do much with it” (SN9-11). One of the
senior nurses shared her reflection of the challenges she encountered when working

with senior nurses who lacked motivation:

What I'm thinking is you have got to get the right people for in the
job, it’s not that she’s underperforming but she’s just not motivated
enough to do the job the way we want to see it done and even though I
have given her the research it’s very unlikely she would have read it.
So when we have day meetings, it’s like very passive/aggressive type
of behaviour. (SN8)

This created barriers when trying to implement supportive measures such as

preceptorship and educational opportunities. Recruitment and finding the right person
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for the senior nurse role was therefore, problematic, which had a cascade effect on the

supportive measures available for the new graduates:

You know, we do actually make an importance when we do actually
talk about all the different roles and the transient nature of the
[regions name withheld] — you re telling one person and they leave
and then it can break down like that. (SN5)

The transient clinical workforce made it difficult to provide consistent
coordination throughout the graduate program. One of the senior nurses addressed this
complication when she assigned the education portfolio holder to more than one staff
member, “Just because of the transience” (SN2). This alleviated the pressure of one
senior nurse being solely responsible for all the education support for both graduates

and clinical staff in the area.

In contrast to the recruitment concerns, towards the end of the graduate program,
senior nurses were increasingly concerned with the lack of opportunities available for

new graduate registered nurses following the graduate program:

They finish their grad year and they haven’t had much experience in
ED, you know — Same for say, theatre or dialysis, or wherever they’d
like to work. There’s nothing available when they finish. They re out
in the big wide world and theyve got to apply for jobs with
competition from registered nurses that could be 1.9 [a nurse with 9
or more years’ experience]. So what do they do? So they leave. (SN1)

The issues with retention rates surfaced in all interviews with senior nurses
because the government had announced a recruitment freeze during the period of this
research. The senior nurses were worried for the new graduate registered nurses’ future

employment prospects. One of the senior nurses worked tirelessly to ensure the

graduates were offered extensions on their current contracts:

The graduates that are out there um suddenly had the carpet taken out
from underneath them. And we spend um a whole study day in
November um preparing them for their interview for the next phase of
their career then suddenly there’s no jobs in the whole of WA. So
what we 've ended um managing to do it to extend their 6 term
contracts for another 6 months which is effectively giving them 18
month graduate program. (SN8)
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Other senior nurses were disheartened. “We know we need staff but once again...
keep going on about it but budget constraints, none of them have been able to get any
form of employment from the grad program which is really disappointing” (SN15).
Senior nurses indicated the graduates were not offered any fulltime or permanent
contracts, yet were encouraged to apply for casual or short-term contracts whilst the

recruitment freeze was active.

The issues of recruitment and retention are considered managerial, however
finding the right person for the job appears to be centred on finding senior nurses with a
passion for nursing. The senior nurses believed that assigning the responsibility for
supporting the new graduate registered nurses to one senior registered nurse may not
benefit either party if a lack of time or a lack of passion was evident. Finding the right
person for the role was difficult when there was low morale or nurses lacking leadership
skills were the only applicants during the recruitment drives. Finding the right person
for the job and recruiting staff to fill the roles to help support new graduates was

considered an important step to be able to retain new graduate nurses.

2.3 Communication is the key

The third sub-theme ‘Communication is the key’ refers to the importance of
effective communication skills required within the clinical environment. It is important
that graduates are provided with the information on what to expect from the graduate
program and what support is available. It is vital that a clear understanding of
responsibility in undertaking the senior nurse role is reflected. The senior nurses all
stated clear and concise communication would help reduce limitations or barriers when
supporting a new graduate’s transition. The interviews indicated periods of frustration
when clear direction was not forthcoming for the supportive roles. The challenge of
effective communication was evident throughout the Western Australia Country Health
Service hierarchy top down approach to new graduates, and not solely the actions of the

graduate nurse coordinators.

Episodes of clear communication were shared. When planning study days, the
senior nurses understood that “constant communication” (SN5) between the graduate
nurse coordinators, senior nurses, and graduates was an effective method to manage and

plan flexible study days, with a focus on the graduates clinical needs “as opposed to
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[education not being significance in] their clinical practice” (SN5). This experience
however, differed throughout each region. During orientation, in a smaller hospital, one
of the senior nurses explained the support that would be available during the orientation

days, and offered suggestions for other support options:

| always let the grads know that we do not have a staff development
nurse. There is a lot of support on the wards and a lot of
supernumerary time ...You can go out and get study days and that
makes up for the lack of staff development by having your preceptors
that you follow. (SN3)
This senior nurse had a very clear and concise idea about communicating
expectations for both senior nurses and new graduate registered nurses with regards to

supportive measures.

Senior nurses suggested they were often frustrated with not being provided with
expected progression of the new graduate registered nurses by the area coordinators.
Providing information such as “by week six this is what you [new graduate registered
nurse/ should be able to do” (SN14) would have been helpful. Clear instructions from
the program leaders (graduate nurse coordinators) to clinical workforce nurses was
identified as being needed to assist all senior nurses to help new graduate registered
nurses progress toward expected goals and skills acquisition. This clarity in
expectations included being aware of the instructions about the assessment pieces. “I
got an email saying that he [the grad] hadn’t done a couple of assignments and 1
thought oh I didn’t know” (SN14). The flow of necessary communication appeared to
be missing from a top down approach. The senior nurses also identified a set of clear
guidelines outlining the programs goals and current expectations for each graduate,

would have been beneficial before allocating appropriate preceptors:

Where the grads are going to be rotating and what they 're aiming to
achieve and then obviously personalise it when you actually meet
your grad and what they specifically want to go through...I do think it
would be good, even if it was just in email format, ....maybe an email
saying look these are our grads that are going through, this is what's
expected of them, this is when they're going to be doing their reviews,
you 've been allocated you know at this time of year this grad and
maybe just a basic outline of the programme. | mean you sort of work
out the programme, piecing it together from what you see, rather than
what you 've been pre-told. (SN13)
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Communication was considered an important skill, especially with the casual
employment and transient nature of the rural and remote nursing workforce. Senior
nurses from one region revealed that communicating the expected goals for new

graduates was often a cyclical process:

It can be difficult. As I said, a lot of it’s the transient nature.
[Hospitals name withheld] and [hospitals name withheld] have lost
their — both their staff development nurses [SNs] that we liaise with.
So it becomes that process again ...So communication can be quite
difficult. (SN5)
These limitations or barriers with effective communication, resulted in some of
the senior nurses responsible for graduate nurses in smaller sites having limited

knowledge about the structure of the graduate program.

This was further supported by a senior nurse who suggested that future education
about preceptorship should involve the importance of handing over information on the
graduate’s individual needs. “Staff handing over ...where the grad needs support and
encouragement” (SN2). Efficient management of new graduates requires
communication between all staff involved in support of new graduate registered nurses

at all times not just when graduates are rotating wards/hospitals.

Senior nurses from the regional hospitals discussed a variety of effective
communication methods used between them and the new graduate registered nurse. One
senior nurse suggested that the best way to keep in contact with the new graduate
registered nurses was via their personal emails due to limited opportunity on the wards
to access work emails and work emails not being accessible at home. This senior nurse
believed using personal emails helped her feel “like | can be more approachable for
them” (SN7) always keeping the communication channels open. Another senior nurse
indicated she did not use direct contact with the new graduate registered nurse but relied
on other staff, “the managers always feedback to me” if there is no feedback, “then I
know that everything is okay” (SN3). Other senior nurses used a combination of direct
contact with new graduate registered nurses and eliciting feedback from ward managers

depending on the need of the new graduate registered nurse:

Somebody’s there but it depends on which ward they are working in. [
don’t know, there’s different cultures from ward to ward. Yeah and
some grad RNs they adjust well in those wards but some find it
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difficult. So it’s a matter of just, I don’t know, try and try just to be

there ...My presence [helps]. I just have to be there all the time, the

majority of the time, speak to the managers as well if it's any issues

that we can resolve ....So yeah it's just a matter of communication,

communication, communication, but sometimes it doesn't change.

(SN10)

The senior nurse suggested that graduates’ support structures varied depending on

the ward, however constant communication was the only effective measure to help keep

support consistent between each ward.

Summary

Senior staff within the rural and remote hospitals often held more than one
portfolio, increasing their workload and limiting the time they had available to provide
support to new graduate registered nurses. Both limited staff and financial stewardship
were considered barriers to managing the new graduate registered nurses’ transition
year. Leadership skills were thought to be beneficial to providing clinical support to
new graduate registered nurses, however, employing a person who is lacking in both
leadership and clinical skills for a senior supportive role seemed to have a negative
effect on a graduate’s transition. Managing the graduate nurse program requires
constant clear and concise communication between all parties involved in the process.
Both leadership and management skills are essential for all senior nurses when

supporting the new graduate registered nurses’ transition to practice in rural areas.

Theme 3.0: A sense of belonging

The theme ‘sense of belonging’, describes the senior nurses’ thoughts and beliefs
of what support new graduate registered nurses required to feel like as an effective team
member within the rural and remote environment. The senior nurses spoke of the
importance of adequate emotional support and being welcomed into the rural
environment. This theme includes three sub-themes: 3.1 The art of settling in; 3.2 Time

matters; and 3.3 Work-life balance.

3.1 The art of settling in

The art of settling in or feeling settled refers to the process by which the new
graduate registered nurses were accepted as part of the clinical team. All the senior

nurses interviewed, discussed the importance of the new graduate registered nurse
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feeling a sense of belonging to the clinical environment and expressed how the
transition year involved providing both clinical and emotional support to nursing
graduates to enable them to develop a sense of belonging. “I don 't feel safe here ...no
one’s supporting me, no one’s helping me. If you’re not here, I can’t call anyone, what
do I do” (SN1). The graduate was concerned and needed both clinical and emotional
support. However, from a slightly different perspective one senior nurse believed that

any efforts would reap rewards at the end of the program:

The grads go through loops to get on a program and you know they
have to travel, they have to do this, they have to do that, so you want
to give them the support, they deserve that and then they are going to
become ...a really competent staff member in the future. (SN7)
Different ways were used by senior nurses to facilitate this belonging. At the
beginning of the graduate program, two of the senior nurses facilitated informal

meetings:

We have afternoon tea with all the grads... and what we do is we
welcome them and we talk about the program ... you know, and we say
how is it going? But we also have other grads from other years come
and they do a reflection. (SN6)

The senior nurse discussed the importance of conducting an informal meeting
within the first four weeks of the graduate program to find out how the new graduate
registered nurse was progressing and help alleviate the initial stress many of the new
graduate registered nurses experience. This welcoming gesture was thought to improve

the graduate’s sense of belonging within the new environment.

Referral to counselling services was another way in which senior nurses supported
new graduate registered nurses. This may be required at any time during the graduate
year. One of the senior nurses discussed how she was required to provide emotional
support due to new graduate registered nurses feeling under pressure midway through

the graduate program:

So the person in question was not coping through different various
reasons, personal and professional... I've had another one for
personal reasons needed to have leave because she felt she wasn’t
doing her job correctly through [personal] circumstances ...\Ne
directed both those grads to the, our [VIAC] program, so that’s the
counselling service that we offer. (SN5)
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Some of the emotional turmoil new graduate registered nurses experienced was
thought, by the senior nurses, to be caused by the need for new graduate registered
nurses to move away from family and friends, adding pressure to the busy year of
learning new skills and frequent clinical rotations. For some graduates, this move was
seen as being “too much for them” (SN11), as they no longer had the same access to
personal emotional support from family. The emotional maturity of new graduate
registered nurses was seen as influencing whether or not they were able to manage the
move to live in a new community and settle into each clinical environment. For
example, “we have one graduate down there who clinically is safe but interpersonally

has not been able to develop any meaningful relationships with her colleagues” (SN4).

The graduate’s contact person was often the graduate nurse coordinator, however
for many, the graduate nurse coordinator was not working at the same facility. One
senior nurse proposed that the graduates should be provided with a senior nurse working
in the same facility, to assist with the emotional wellbeing of the graduates, in addition
to their preceptors, whilst working in the rural areas. Someone who could “touch base
with the graduates, 7 still think it’s still quite daunting, they re living away from home,
it's a whole new experience” (SN13). One of the senior nurses indicated that enjoying
being in the community and becoming social, was an important indicator of feeling a
sense of belonging. They felt retention of graduates was linked to their ability to
integrate with the community, if the graduates or nurses new to the area did not enjoy
the lifestyle and had difficulty when trying to “sort of settle here then people move”
(SN2).

Senior nurses from regional facilities indicated that there was a difference
between supporting metropolitan graduates than those who had originated from rural
areas or had completed education in rural-based universities. The senior nurse indicated
that the new graduate registered nurses originating from urban areas required a lot more

support:

A lot of them haven’t had that experience at all and even some of them
living away from home their metro girls come down and they need
completely different but quite separate emotional and social supports,
because they 're most of the time they have no idea what it’s like living
in a small, rural setting. It is a real shock and particularly for ones
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that have a very close family, about that week they start to get quite
teary. So it is something that we go all okay. (SN8)

The variety of patients that would be under the care of a nursing graduate in rural
hospitals was also seen to cause increased stress for students who were not familiar with
nursing in rural areas. Senior nurses said that graduates from metropolitan universities
needed to adjust to living in rural areas as well as adapt to the variety of clinical events
that presented in the rural and remote hospitals. The senior nurses indicated if the new
graduates had attended a rural placement as an undergraduate, it was advantageous
because the graduate knew what to expect:

We know we 've seen these people and they ve actually wanted to
come out. We know that if they re asking for a rural placement, then
they have an interest in it, so they’'d probably be more likely to survive
psychologically. (SN3)

If the graduate had progressed and enjoyed the rural lifestyle, chances are they

had the emotional maturity to settle in despite the move:

With the metro girls we are getting down here, we are having to put
significant amount of hours into them to get them into working across
all of the different, for example in surgical ward, it’s just not one kind
of surgery it’s 20 different kinds of surgery. So there is a fair bit of
support for the metros whereas the local ones that have come through
[University name withheld] have already done their placements in
those areas and they get it so they are nowhere near as difficult to
orientate. (SN8)

And

We recognise that there are real issues coming to a country programs
and not having that close shoulder to shoulder staff development and
support, and that the... the grad needs to be a certain kind of person
to be able to cope. (SN3)

Over time, new graduate registered nurses were seen to develop rapport with ward
nurses and become one of the team. The use of first names was perceived to indicate a
sense of belonging by the ward staff for the graduate. When a new graduate registered
nurse was accepted as part of the team by ward nurses, they were referred to by their

name, rather than as ‘the grad’:

The girl on medical ward, she functions as a member of the team.
She’s not identified as a graduate. You know, often grads are
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identified as ‘the grad’ or ‘a grad’, she’s referred to by her name. She
functions as a member of the team, she is given more acute patients
because they feel that she has the capacity to manage them. The grad
on surgical ward has worked in between surgical and day ward, she
has been moved to both areas and she does also function at the same
level as the staff in the surgical ward. (SN4)

The new graduate registered nurses’ sense of belonging was seen by senior nurses
to be reflected in their enthusiasm to advance their clinical skills. Whilst most new
graduate registered nurses were keen to develop their skills, a couple of graduates were
missing study days and not seeking out new experiences. This was thought by senior
nurses to be because the graduates did not feel they belonged within their current
environment. “I would have thought very carefully about offering her a position. Um
because of the skill and their attitude” (SN8). Some of the senior nurses ascertained a
graduate’s sense of belonging was reflected in a graduate’s level of clinical skills.
However, one senior nurse believed that regardless of the high level of support,
sometimes graduates lacked the initiative to progress their clinical skills. “Different
motivation levels and desire to advance their skills and stuff so, some | would say have
had to require a little bit of prompting” (SN15). Another senior nurse indicated a
graduate in her region did not have the same sense of belonging as the rest of their
colleagues and “has actually [had] quite [an] extended sick leave” (SN2). This graduate
did not appear to be motivated to stay working within the current environment.

Alternatively, one of the senior nurses talked about the graduates in their final
rotation, needing less support, and noticed that they appeared to have settled into the
ward routine “quite quickly” (SN13). The graduates had learnt how to manage and felt
like they belonged in the team and were comfortable in their clinical role. The new
graduate registered nurses were more familiar with dispensing medications and had
mastered the art of time management and admissions by “six months [they] really
started getting [their] head around that” (SN14). For many senior nurses, a sense of
belonging was linked to the progression of a graduate being able to perform a set of
clinical skills at a junior level. Other senior nurses suggested some of the new graduate
registered nurses were working at as an independent registered nurse (level 1.2) midway
through the graduate program and “a couple that are, that are working above that level”
(SN8). Despite the different rates of advancement, the senior nurses accepted that the

graduates were able to practice independently as a newly qualified nurse by the end of
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the graduate program with the projection they could effectively work in a rural and

remote setting.

3.2 Time matters

This sub-theme refers to the length of clinical rotations and how long it takes for
new graduate registered nurses to develop relationships and feel like they belong on a
ward. The length of clinical rotations was seen by senior nurses to influence a
graduate’s sense of belonging. Senior nurses believed that the length of the clinical
rotation influenced the new graduate registered nurse’s ability to feel like a valid
member in the clinical team. At the time of the interview, most new graduate registered
nurse’s clinical rotations lasted 12 weeks. However, several senior nurses believed that
the new graduate registered nurses required more than 12 weeks per rotation to feel a
sense of belonging on the clinical wards and consolidate their clinical skills. The change
to a six-month rotation will “sort of just gives them a bit more time to cut their teeth in
one spot without just getting settled and then getting displaced again” (SN9). The
common concerns raised due to short placements was that when the new graduate
registered nurses progressed to a level where they could function within the clinical
environment with limited support, it was time for the new graduate registered nurses to
rotate to another speciality. “We had some feedback from the grads that they felt like
they were just getting settled and then they had to move on. So, we tried the six month
program and they really, really enjoyed that” (SN6). Rotations required the new
graduate registered nurse to move to a different ward or hospital and start the process of
developing relationships and building trust again. Staying in one place for a longer
duration was thought to increase the opportunity for the graduates to feel like they
belonged. One senior nurse believed the new graduate registered nurses missed out on
learning in-depth about the clinical area with shorter rotations, decreasing their chance
of feeling like a valued team member. “It makes such a difference being in this place for
six months. | finally feel comfortable, the last three months have been really good and |
feel much more part of the team” (SN7). Another senior nurse shared her view on how
short rotations affected the graduate’s ability to ‘fit in’:

When I took over the role I had them rotating every 12 weeks and |
just went ‘oh my God that is going to destroy them’ and it was, it was
horrible. They were just totally, like their social network, and because
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it is so conservative down here, you have to win the trust of the staff.
So that really short rotation thing could never, ever, ever work. (SN8)

Another senior nurse shared her experience of a graduate remaining in the same
clinical area for two rotations and stated the graduate “was really quite grateful because
she felt like she was just starting to settle in” (SN12). However, increasing time in one
clinical area did not appear successful in providing a sense of belonging for all
graduates. The senior nurses discussed (the same graduate) “one grad who has
struggled” (SN2) “we didn’t have them rotate” (SN1), with the hope to improve the new
graduate registered nurses’ clinical capabilities and sense of belonging:

She stayed on the general ward and she has actually, certainly
improved with, her clinical practice and her knowledge base and her
time management things, so | think we definitely made the right
decision. (SN1)
However, the graduate did not want to stay on and one senior nurse suggested that

“she needs to try and find someone to give her references for ongoing jobs” (SN2).

One of the senior nurses suggested that she had asked the graduates within their
region for feedback about the lengths of rotations and most graduates preferred longer
rotations, “[l asked] do you think two six-month rotations would be good, and they said
yes” (SN1).

Another senior nurse indicated that they thought the graduates would like to have
six-month rotations, “they kind of run the risk of, I guess, not getting the specialty”
(SN1), however accepted that graduate programs with three rotations allowed for the
experience in specialised areas. One of the senior nurses involved in supporting
graduates rotating to different hospitals as opposed to rotating to different wards, spoke
of the feedback she received from both new graduate registered nurses and the nurse
managers from the district hospitals. This senior nurse indicated the rotations were hard

for both senior staff and new graduates:

Every rotation is so unique, it’s a real big life change for them and to
be changing every three months, it’s just too much. And mainly it
came from nurse managers saying their just feeling comfortable.

They 're becoming a really valuable staff member and then they re
moving and the next one we get is green and we have to give them this
time and so they 're not getting, not use out of them. (SN7)
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There were plans to change the rotations to 12 months and/or two six-month
rotations, and not rotating graduates to different hospitals. “The biggest battle was to
accept the six months and my next big battle will get them to keep them for a year and
not rotate them at all” (SN8). This would help facilities when they ‘get those grads that
specifically cannot leave [hospitals name withheld], you know mature aged grads with
kids (SN7). The senior nurses thought the proposed changes would benefit both

graduates and clinical staff and increase the likelihood of retention of graduates:

We are trialling this 12-month program this year .... hopefully we can
provide a local with a job because they re all saying your grads come
through [hospitals name withheld] but they never stay, so we 're
hoping that might give them what they need, what they want, you
know that’s what I am trying to keep everyone happy. (SN7)

3.3  Work-life balance

This sub theme reflects the differing opinions about the fulltime equivalent (FTE)
contracted time allocated for individual graduates throughout the seven regions and how
it affected the work-life balance of new graduate registered nurses.

Senior nurses reported that most new graduate registered nurses were working on
a fulltime basis and believed this was the only way to achieve a successful graduate
year. “There is one thing that | would never do again though. [Name withheld] is doing
a part-time graduate program, | will never offer that again” (SN3). Many new graduate
registered nurses were thought to not want to work fulltime anymore as it affected their

life work balance:

I have noticed in the last two years is that people don’t want to work a
full FTE, they want to work at least a 0.6 to 0.8 as a grad and we have
never had the luxury of being able to offer that. So I have managed to
wrangle a deal out of the ward manager that next year they will work
0.9 so that’s some compromise, because they get very tired. (SNS)

The senior nurses changed the fulltime equivalent in a number of regions to
accommodate an increased number of graduates in rural Western Australia. The new
graduate registered nurses’ contracts for the graduate program varied from 0.6 fulltime
equivalent to 1.0 fulltime equivalent. A senior nurse from another region indicated that
they had always had a 0.7 fulltime equivalent as a minimum entry for new graduate

registered nurses especially for nurses with children and, “they have to make a choice if
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they can’t meet those hours then, they usually leave” (SN6). The senior nurse further
discussed times when all the graduates were fulltime and halfway through the program
would drop their hours. “So we’d have a vacancy of like two FTE, which is really not
good... because we can'’t fill them” (SN6). One of the senior nurses was concerned with
a new graduate registered nurse in their region who wanted to be 0.6 fulltime equivalent
throughout the graduate year because she could not commit to fulltime hours. The
senior nurse indicated that part-time employment as a graduate was available, “but my
feeling is that you need a fulltime program to actually, you know, consolidate
everything” (SN3). There were also suggestions the new graduate registered nurses who
were offered 0.8 fulltime equivalent always had the option to work more hours if they

wanted:

But a lot of them say it’s great, because you know — they 've got so
much in their head that, that 0.8’s really good. Then they can see the
region as well, you know a lot of them want to you know travel and
camp and explore the [regions name withheld] region. (SN5)

Some rural regions continued to require 1.0 fulltime equivalent employment for
new graduate registered nurses. The importance of work-life balance was noted by
senior nurses to becoming part of the standard within the rural sector increasing the
percentage of part-time and casual employment for both junior and senior nurses to help

with retention.

Summary

The senior nurses discussed the importance of welcoming the new graduate
registered nurses onto the ward and being able to provide emotional support throughout
the graduate year, to help each graduate feel a sense of belonging. Each graduate
progressed within the clinical environment however, senior nurses believed that the
graduates who failed to show any clinical progression did not gain a sense of belonging.
Shorter rotations also appeared to affect a new graduate registered nurses’ ability to

obtain a sense of belonging within a clinical area.

Theme 4.0: Transference of knowledge

Transference of knowledge is the fourth theme to emerge from the senior nurses’
interviews. According to the senior nurses, understanding how knowledge was shared

transferred and assimilated was important. The senior nurses discussed the availability
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and structure of the education sessions which varied throughout the regions and
between regional and districts hospitals. The graduate nurse coordinators were tasked
with organising the 5-6 structured study days, and many discussed the need for
graduates to travel to regional facilities to complete this training. Completion of the
graduate program education assessments were considered a strong indication of how
well a new graduate registered nurse had progressed. The district hospitals and one
regional hospital did not have dedicated staff development nurses so many discussed the
role of the education portfolio holder. A senior nurse with the education portfolio was
responsible for the ongoing professional development in their smaller district areas. The
education opportunities discussed within these areas varied and often depended on the
proactive nature of the nursing staff. The three sub-themes identified for this theme: 4.1
There is more than one way; 4.2 Making the best of what you have; and 4.3 Minimum

education requirements.

4.1  There is more than one way

The sub-theme ‘there is more than one way’ relates to senior nurses understanding
the benefits to graduates, if different learning methods were applied to the transference
of the knowledge needed to practice as a registered nurse. The graduate nurse program
was delivered through structured study days with the support of ad hoc education and
self-directed on-line learning opportunities. Formats for the study days varied and
generally involved a didactic style of presentation. Simulation equipment was also
utilised when available and guest speakers were invited to conduct workshops. The
senior nurses indicated the new graduate registered nurses really enjoyed the education
session if the information shared was relevant to their current clinical practice or a case
study, “they were personally involved in, so it was a really great learning opportunity
for them to actually reflect back” (SN2). The variety of teaching methods, with a
mixture of simulation, workshops and didactic presentations, appeared to be well
received. One of the senior nurses said, “we try to get as much as we can in when we 've
got them in person” (SN6). This comment suggests face-to-face education remained
highly valued despite the increased discussions of E-learning expectations in the rural

and remote areas.

Education opportunities were scheduled at different times throughout the regions.

There was no strict routine or uniform structure. Each senior nurse chose the style and
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time they thought best suited the environment. The way structured study days were

delivered differed between the graduate programs. Several programs completed all their
study days in the first six months so the new graduate registered nurses “could ... apply
the [newly learnt] principles” (SN3) throughout the year. This concept was repeated on

more than one occasion:

We [used to] spread them across the years, but a couple of years ago
we did a big study on that and decided that we will run them in the
first three months. Because whoever got the last study day, people are
saying oh well we’d really, really have liked to have known that

earlier. (SN6)

Other senior nurses stated they spread the study days over the full 12 months to
align with the times the new graduate registered nurses rotated to a new ward or new
hospital. The reason for this was to create less disruption on the ward and provide every
opportunity for the graduates to attend the allocated study days. “There’s two days,
three days at the start, and then we have four days over the year so they 're set study
days that we run” (SN1).

A senior nurse who coordinated the study days to align with the shift in rotations,
would organise guest speakers, debrief with the graduates, and would “also ask them
what topics they [the graduates] would like in the study day” (SN7). Several senior
nurses said they were happy to tailor the educational content to the topics that the
graduates perceived as useful. The majority of senior nurses were happy to keep the
study days flexible to accommodate both graduate needs and target topics current within
the clinical environment. One of the senior nurses was approached towards the end of
the graduate year and asked by some new graduate registered nurses to provide master

classes:

| have gone yeah okay because ...I get that if you are asking | will do
it. So they asked me for a night duty survival lecture and shift
coordination so | actually get them on some supernumerary shift
coordinating at 10-12 months. And the reason | do that is because,
not to learn how to shift coordinate because down here they [the
grads] would never be allowed to do that. Because they [managers]
are very conservative about that, but because they need to know the
timing and the way to speak to the shift coordinator... we haven’t
done it before, so that’s a little bit of a trial to see how we go. (SNS8)
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The senior nurses believed the new graduate registered nurses felt empowered

when they were able to have a say in future education topics.

The method used to deliver the education was considered important. One of the
senior nurses talked about a simulation exercise, which mimicked a clinical scenario a
small group of graduates had experienced. The lesson was early recognition of a
deteriorating patient, “we run it as a simulation first to see how they would respond”
(SN2). Documentation was a part of the exercise following a debrief session. The
graduates would then conduct the scenario again and “they nail it” (SN2). The majority
of senior nurses spoke of simulation as a great method to transfer the required

knowledge:

So, we use as much simulation equipment as | possibly can with our
current resources. They’ll increase when we get our new department
building. And it’s based on knowledge I don’t spend half a day
covering what they do at Uni — [we] recognised prior learning. (SN4)

The senior nurses were vocal about inviting guest speakers who specialised in
their field and were happy to impart knowledge. One of the senior nurses shared her
experience of workshops being conducted as part of the structured study day, which
included wound care. “They do a theoretical component and then they have a break and
then they will get pictures of wounds and they are required to write out like a wound
care plan” (SN4). In one of the regional facilities, “there's no shortage of people that

want to come and give information to the graduates” (SN9).

Feedback about education content was also discussed by the staff development
nurses. A senior nurse who had recently taken over the graduate program shared her
view about one of the study days being pitched at too simple a level for graduate

registered nurses:

Some of the topics — it ’s a bit undergrad, and I think they 're looking
for a little bit more and we should easily be able to offer that. ...S0,
they 're actually ok — it’s more the content of the last two days, I've

found, they haven't really enjoyed. Yeah, which I’'m not happy about.
(SN1)

If the feedback was critical, and content was not relevant for the graduates or
poorly received, the nurses giving the education “changed [the content and method]

based on the feedback that they provided” (SN4). The senior nurses responded to the
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feedback and changed the way they delivered the education session to suit the
graduates’ needs. This resulted in positive feedback the next time the education was
delivered to the new graduate registered nurses. It was when the educators delivered
content in a didactic format “the feedback is that they prefer the hands-on stuff, as
opposed to the lectures” (SN2) or the majority of content was online, less positive

feedback was noted.

Despite the positive feedback with using different styles of education, several
senior nurses discussed the attendance at various planned education sessions had been
dropping off towards the end of the year. The debriefing session conducted every
fortnight in one region was poorly attended throughout the 12-month graduate program.
The senior nurses suggested the main reason for this was rostering difficulties, “they re
struggling a bit with um in services education [via videoconference due to remoteness]
because of their staffing issues” (SN9) with not enough staff to cover patient care so a
graduate could leave the ward to attend. The senior nurses indicated when education
sessions were not compulsory then “people used to not sort of come — for whatever
reason” (SN6). Graduates within each region consisted of small numbers, and it was
often hard to plan an education session for the group as it was difficult to gather them
all together at the same time. One suggestion was to try and align the rosters with the

education and debriefing times:

1t’s been really difficult to capture them, so that’s certainly something
we re currently developing a programme for next year and improving
the study days, and we re working on that at the moment. So that’ll be
something that we’ll set up from the outset of the programme, those
catch up fortnightly session, and have it as a programme at the start,
so they know so they can actually roster them such to ensure they
attend. Whereas at the moment it’s very difficult to capture them.

(SN1)

The nursing staff including new graduate registered nurses often did not make it
to the planned education sessions because they believed their patients were a priority as
opposed to making “educational opportunities a priority” (SN4). The graduates were
often encouraged to attend educational sessions outside of the study days. Attendance
and the importance of transferring knowledge was problematic regardless of whether

the course was compulsory or not.
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4.2  Making the best of what you have

This subtheme is about making the best of the resources available for assisting
with the education of new graduate registered nurses. The senior nurses throughout the
regions discussed the lack of educational resources, which involved both staff and
equipment. However, many discussions focused on support and guidance provided as

education or information was transferred despite the lack of resources.

Senior nurses employed by the health services also assisted with new graduate
registered nurse education, although it was not their specific role. The staff development
nurses in these areas were busy with their other educational requirements but assisted

new graduate registered nurses when they were able:

So now | do 0.6 of staff development and 0.4 on the ward as
paediatrics CN [SN].... So, | always said that | could not do anything
with students and grads and what have you because officially | was
the staff development nurse for the whole of the [regions name
withheld]. So, 7 had still said I don’t, even though I have increased my
hours in staff development I don’t have time to spend doing stuff with
grad nurses. I'm happy to help them when they need it if I'm on the
ward or going to see them, but I don’t specifically do stuff with them
per se for the grad programme. ....but if I'm doing education or they
need to know something or they want to do a self-directed learning
pack then so then I'm obviously able to help them to do those sort of
things and | sit down with them and go through things with them. But
really, I'm not actually spending official time with them. (SN11)

One of the senior nurses indicated that the staff development nurse in her facility
was only employed for 0.2 fulltime equivalent and although very passionate about
education, this small amount of time did not allow much time for supporting the new
graduate registered nurses. “She loves passing on her knowledge and she comes up with
amazing power points so I try and use her as much as | can but 0.2 is pretty hard to find
her” (SN7). This staff development nurse did manage to conduct an education session

when rostering and time permitted.

New graduate registered nurses who travelled to attend structured study days were
often in contact with the staff development nurse from the regional centres, however the
education received was not always relevant in the district areas they travelled from. A
senior nurse from a district facility did not think there was “enough education specific

for this site” (SN15). A method utilised by some senior nurses to combat this
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conundrum was to organise and conduct regular ad hoc education sessions specific to
the smaller, district hospitals. One staff development nurse proudly spoke about the
simulation workshops she offered twice a week. The senior nurses always encouraged
the new graduate registered nurses to attend any workshop or in-service run by the ward

staff and staff development nurses from their clinical area.

Experienced staff on the wards also relied on the senior nurse to assist new

graduate registered nurses gain clinical skills and confidence:

Some people are more approachable than others and I think we re
lucky at the moment that there's quite a few people that would be good
to work with and are willing to like take the time to and share skills.
But I do also think that that’s also, I mean like everybody’s got their
strengths, 1 do think some people are probably better taking it slower
and going through things and teaching things than others. (SN13)

A senior nurse from a regional facility reiterated that not all staff were
approachable and spoke of the need to change people from working “in their own silo”
(SN1). The senior nurses believed all registered nurses and health professionals needed
to be encouraged to provide education and work closely to support the new graduate
registered nurses. For example, “Our paediatricians will educate on the entire morning
ward round. So there’s no issues with grads in paediatrics but in ED as I said to you
lately there’s been a lot of support required [with education needs]” (SN4). The staff
who offered the most education opportunities and who gravitated towards junior nurses
to offer support were often approached to become education portfolio holders. “The
grads end up gravitating towards the staff that provide the most support and are the

most approachable.” (SN7)

Experienced registered nurses who embraced the role of educator were
sometimes, especially in the district areas, articulated as having an education portfolio.
The use of education portfolio holders was a different method to help provide education
for all staff on a ward and limit the effects of the lack of resources, such as staff
development nurses, in the rural areas. The education portfolio holder registered nurses

would sometimes try and focus on site-specific education for all clinical staff:

They 're [education portfolio holders] encouraged to actually provide
evidence to their ward about what they have been able to provide, not
individually but what they have organised for their wards to have
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access to, so just recently [for example] we’ve had general ward have
organised the diabetic educators to come and do a couple of sessions
around insulin. (SN2)
The discussions about an education portfolio holder role consisted of helping to
ensure all staff were up to date with mandatory requirements. The education portfolio
holder was also often the support person for the new graduate registered nurses within

the district areas, helping assist graduates attain appropriate clinical skills.

Other educational methods consisted of video conference (VC) and telehealth
opportunities. This relatively new technology had started to roll out into the rural and
remote areas in 2015. The senior nurses who supported graduates in district and
regional facilities would run “two weekly tutorials in the afternoon where they [the
graduates] can all VC in” (SN9). This was utilised for study days to save time
previously spent travelling from one hospital to another. Telehealth was also used for
education of new graduate registered nurses and ward staff. The telehealth facility was
used to record or link up in real time to a planned education or in-services held in
metropolitan hospitals and telecasted all around the state, “they get recorded if possible
and put onto health tube” (SN11). There were several television monitors being placed
on all clinical wards. The extra monitors were thought to help reduce the problem of
losing nursing staff halfway through a shift to attend or link into an education session,

they could remain on the wards in close proximity to patients in case of emergencies:

[Education is] mainly it’s in the form of video conferencing, so we 've
just managed to get a video conference unit put into the staff room on
the general ward, cos that often was a big issue. We 've also got one
put in into the handover room on the paediatric ward through Scopia
and we're doing the same with maternity and the same for theatre.
And that’s so staff can access like VC'’s and education like in their
own ward areas, the problem is trying to get big numbers off the ward
at the one time. So at least even though ideally you don’t want them to
be interrupted if something happens on the ward the staff are still
there, so they can be pulled out if they need to be (SN2).

The education portfolio holders would alert staff to the educational opportunities
especially if the information was relevant to the current clinical events within the
hospital. Despite the highlighted limitations in rural areas, there were a number of ways

to provide education for all nursing staff.
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4.3  Minimum education requirements

This sub theme ‘is there a minimum education requirement’, incorporates the
educational pathway for new graduate registered nurses to transition to independent
registered nurses. The senior nurses spoke about the core competencies that need
completing annually by all nursing staff including the graduates, and other skills, which
may require validating before graduate nurses being deemed competent to practice

independently.

The senior nurses discussed a list of educational achievements expected of all
nursing staff. Within the first few months of starting a graduate program, the senior
nurses would provide new graduate registered nurses with a list of core competencies
and relevant learning packages they were expected to complete. One of the senior

nurses shared her experience with using the assessment documents from the toolbox:

S0, it’s the toolbox that’s online and you can utilise the documents
from that. I don’t think we require enough of the grads at the moment.
So, at the present they need to do one physical assessment, which
actually isn’t that in-depth. It’s like a couple of tick boxes. It doesn’t
actually demonstrate their knowledge or awareness or ability to do a
head-to-toe assessment. (SN1)

During orientation, the majority of senior nurses spoke of the need to ensure core
competencies required by the health service were undertaken. One senior nurse
suggested we “go through all the online training, LMS, infection control, all HR stuff,
emails and how to do SIMs reports and audits” (SN1). In addition to the mandatory
competency assessments, several senior nurses highlighted the additional assessments
and expectations incorporated in the new graduate registered nurses’ education
program. When describing the assessments, the senior nurses discussed a previous

program which required the completion of a graduate certificate in clinical nursing:

WACHS used to participate in the grad’s certificate in clinical
nursing through [WA University’s name withheld] in a partnership.
We have not done that for the last two years... We still maintain that
level of program. (SN6)
The graduate certificate consisted of a number of assignments, both written and
observed including written reflections, presentations and a list of core competencies the

graduates were expected to attain. Following termination of the graduate certificate
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course, the curriculum was kept and incorporated in the Western Australia Country
Health Service toolbox, which is an electronic file system accessible to all rural and
remote health services. Differences were found in the assessments used by the different
health regions as senior nurses could incorporate different parts of the assessments in
their graduate programs, “you can use whatever you like. | think if you looked at it we

probably used a little bit more than most” (SN4).

Senior nurses had different views about how to achieve the assessments provided
from the toolbox. More than half of the senior nurses expected the new graduate
registered nurses to prepare and complete an oral presentation. The requirements for the
presentations varied, one of the senior nurses instructed their group of graduates to
complete a five-minute anatomy and physiology presentation in front of fellow

graduates. In contrast, other senior nurses expected a little more:

We ask them at that time to present a safety and quality audit and we
sort of support them to do that and they present that to a fairly senior
meeting which is usually to the collective DONs and nurse managers
from the regional sites, they re the people that would be looking for
employees next year. We don 't make it easy ...it is just about giving
them an opportunity to do a very quick and finite project on their own.
So that’s about looking at the need to be independent and to do
something ... It’s at that point where they really want to be
independent and do something and complete something and be
recognised for something ... So that’s like the little pat on the back
they get, or the warm fuzzies from it. The managers will look at those
projects and ... they will often ask them to present them at ward
meetings and they will put them up on the notice board so they will
get a bit of really positive feedback from it. (SN8)

One of the senior nurses who utilised the presentations and physical assessments
said that both assessment pieces were lacking in detail, “They're assessed, and they're
graded but it's more just a tick that they 've done it” (SN1). Therefore, the benefits of
completing the assessments depended on the senior nurse who coordinated the graduate
program. The one requirement all senior nurses agreed with, was the essential skills, or
mandatory competencies, otherwise the expectations of how many skills or assessments

varied within each region.

The current educational program for the graduates appeared to be in a state of
change. Whilst the graduate certificate was a structured process, the funding was no
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longer available. The senior nurses who were familiar with and approved the
assessments continued to follow the guidelines set within the graduate certificate. The
senior nurses who were not familiar with the postgraduate qualification did not see any
benefit for the graduates:

It’s not a robust system if there’s not a grad certificate [post graduate
qualification] offered to the graduates. So we ask them to complete
different and various things as part of WACHS health essential
training. We sometimes get them to get, to do that graduate diagnostic
testing online [part of the grad cert assessment] ...is under review at
the moment so I'm not going to get them to do it. So I guess their
clinical assessment tool is one of the assessment, they have to do, a
summative, a formative and a summative CAT [Continuous
assessment tool] assessment. (SN5)

Graduates were expected to undertake the mandatory training but had additional
requirements. Most of these core requirement sessions were undertaken as online
competency packages which could only be undertaken while at the health services. This
caused difficulties between senior nurses and new graduate registered nurses when
working in busy clinical wards as time was not allocated for online training. As one
senior nurse stated, “I would have preferred her to be in theatre doing scrubs/scout kind
of stuff than sitting down and doing online training. It’s important [online training], but
she only gets 10 weeks in theatre” (SN1). The graduates were not able to complete the
online learning activities at home in their own time because the Western Australia
Country Health Service toolbox was only available through the workplace-based

computers.

The senior nurses discussed a range of clinical skills and competencies they
encouraged the new graduate registered nurses to complete within the 12-month

graduate program:

They 're obviously encouraged to work, you know concentrate
consolidating their clinical skills in their first year, but it is [more or]
less up to them ... So, yes, they re encouraged to do those things but
not honestly not pressured either. We just want them to obviously get
their grounding around the basic nursing care first. (SN2)
Clinical skill requirements differed between the different programs and sites
depending on the need and complexity of each ward requirements. There were few

discussions about the clinical skills expected to be completed which included:
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medication competency, advanced life support, IV cannulations, and venepuncture.
There were a number of different learning packages that the senior nurses said which
were related to the appropriate clinical area. A senior nurse would “give them [the
graduates] links to be able to do it or if they 're in a paediatric rotation, | give them a
paediatric education package” (SN5).

Midway through the graduate year, the senior nurses discussed the
implementation of a new clinical competency framework, which will be implemented to
standardise graduate programs across the Western Australia Country Health Service. It
is expected that this framework will replace the current assessment structure and
provide a uniform structure to the education delivered across graduate programs in rural

and remote Western Australia:

The idea behind this [clinical competency framework] is its specific
for each clinical area, let me find it. Okay it’s the clinical competency
framework. ... It’s a document that links policy and education or
resources um that are specific to an area and there’s three documents
for area. We expect them [graduates] to only complete the first one
because that is like the beginning level document. Then their
knowledge of that area is based on a level, so we use Benner’s novice
to expert. WACHS uses Benners’ levels to determine where the
graduates sit. ... From my perspective it’s kind of like balancing,
having them balance their requirements of the program their learning
needs. ... | think the framework minimises stress associated with
identification learning needs because they kind of being, we are kind
of hitting every bump along the way already with this new document.
(SN4)

The framework is divided into three documents outlining the different levels of
development. The first document is mandatory for all nursing staff and records the
frequency of clinical competencies achieved and attendance of structured education
sessions (SN2). The new graduate is expected to complete all of the required number of
competencies indicated in the first document (the beginner’s stage) by the end of the
transition year. The second and third documents comprise advanced skills and are often

ward specific and may assist with future employment or future promotion:

So it will provide evidence of learning in a certain clinical area, so if
they, if one of them you know, they 're on a speciality rotation or
they 're in medical surgical and that’s where they want to go, it will
help them kind of identify what they have done cause its structured
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formalised all titles are the same everywhere across WACHS and if
the more of these frameworks are complete in the area um, the higher
you know, the managers would see that they would be highly sought
after employees. (SN4)
The new document clearly states what the minimum requirements are for all
graduate nurses would be completing the first clinical competency requirements, no

matter which region they attended the graduate program.

Summary

Transference of knowledge is a vital part of the graduate program. Educators were
flexible and used a variety of approaches for teaching to cater for health service
requirements and graduate learning needs. The new clinical framework was viewed as a
positive guideline that would assist in providing consistency across the different clinical
sites.

Summary of chapter

This chapter provided the results for the finding from the interviews conducted
with senior nurses. The four themes discussed included professional challenges,
leadership and management, a sense of belonging and transference of knowledge. The
next two chapters, 7 and 8, present the quantitative findings from the new graduate

registered nurses and senior nurses’ surveys.
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CHAPTER 7: New Graduate Registered Nurses View
of Graduate Programs in Rural and Remote Western
Australia: Quantitative Results

Phase one — New graduate registered nurses

Introduction

Chapter 5 and 6 outlined the qualitative findings from interviews with both the
new graduate registered nurses and senior nurses. Chapters 7 and 8 present the
quantitative findings of the study. This chapter reports the findings from the new
graduate registered nurses’ survey and is divided into three parts. Part A outlines the
new graduate registered nurses’ demographics, supportive mechanisms, education,
performance management and satisfaction with the graduate program. Part B presents
findings related to the new graduate registered nurses’ level of self-esteem. Finally, Part
C consists of the results of the three opened ended questions from the survey. The
following chapter, chapter 8, then presents the quantitative findings from the senior

nurses’ survey.

Survey completion

Sixty-eight surveys were completed by new graduate registered nurses, 21 surveys
at three months, 28 surveys at seven months and 19 surveys at 11 months (Table 7:1).
Of the 56 new graduate registered nurses employed at the beginning of 2015 within the
rural and remote regions of Western Australia, 34 (60%) completed at least one round
of the survey. Of these, 19 (56%) completed the survey at one time point, nine (26%)
new graduate registered nurses completed the survey at two time periods and six (18%)
new graduate registered nurses completed the survey at all three time periods. Nine new
graduate registered nurses were employed in the midyear intake of which six graduates
completed the survey at one time point. The six new graduate registered nurses (66%)

were incorporated within the first cohort data set.

The initial data collection resulted in a 32% response rate, 19 graduates from the
possible 56 cohort. The highest response rate, 43%, was collected at seven months and
the lowest number of participants, 29%, completed in the final data collection.
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PART A

Demographics

There were a total number of 40 participants: four males (10%) and 36 females
(90%) (Table 7:1). The participants were from all the seven regions of Western
Australia as described in chapter 1 and had graduated from the four universities in
Western Australia offering Nursing bachelor’s degrees and universities outside of the
state. To ensure confidentiality, the source regions and universities attended by
individual nurses have been de-identified with the universities are labelled A-E and

regions are listed 1-7.

The majority of respondents came from region 6 (27%), followed by region 1
(17%) and region 4 (17%). In the first three months survey, 28% of new graduate
registered nurse participants were from region 4. There were no participants from two of
the seven regions during this first data collection period. The majority of participants
were from region 6 for the subsequent timeframes. Forty eight percent of the nurses
were aged between 20 — 29 years with the minority (2%) being aged between 50 — 59
years of age. The highest number of participants attended university A.

Table 7:1 Demographic characteristics of the participants

Tlmigre]glggtesgrvey 3 months 7 months | 11 months C:ﬂ\%?gﬂ;:e
Total number n=21* n=28* n=19* n=40**
Gender
Male 2 (9%) 2 (7%) 1 (6%) 4 (10%)
Female 19 (91%) 26 (93%) 18 (94%) 36 (90%)
Region
1 5 (24%) 4 (14%) 2 (10%) 7 (17%)
2 4 (19%) 4 (14%) 3 (16%) 5 (12%)
3 0 2 (7%) 1 (5%) 2 (5%)
4 6 (28%) 3 (10%) 3 (16%) 7 (17%)
5 2 (17%) 4 (14%) 2 (10%) 5 (12%)
6 4 (19%) 7 (25%) 4 (21%) 11 (27%)
7 0 3 (10%) 2 (10%) 3 (7%)
Age Range (years)
Age group 20 — 29 9 (42%) 13 (46%) 11 (57%) 19 (48%)
Age group 30 — 39 7 (33%) 9 (32%) 5 (26%) 12 (30%)
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Time period survey

Completed the

conducted 3 months 7 months | 11 months survey once
Age group 40 — 49 4 (19%) 6 (21%) 3 (15%) 8 (20%)
Age group 50 — 59 1 (5%) 0 0 1 (2%)
University
A 9 (43%) 12 (46%) 7 (39%) 17 (43%)
B 3 (14%) 2 (4%) 4 (22%) 7 (17%)
C 2 (9%) 6 (23%) 3 (17%) 6 (15%)
D 1 (5%) 1 (4%) 1 (6%) 1 (2%)
E 6 (28%) 7 (23%) 4 (17%) 9 (23%)

* Percentages are as a proportion of the respondents who completed the survey at that time

period

** Percentages are as a proportion of the total number of participants

Choice of hospital

New graduates were asked to indicate why they had chosen the particular hospital
for the graduate year from a selection of options listed. New graduates selected multiple

reasons why they chose the hospital at which they were completing their graduate

program. At three months, the majority of nurses selected their hospital because of the

types of rotations offered (86%), for personal reasons (81%), and the hospitals

reputation (76%) (Table 7:2). The indicated reason for the choice of hospital was similar

at both seven and eleven months.
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Table 7:2

Reasons for hospital choice

Choice of program

3 months (n=21)

7 months (n=28)

11 months (n=19)

program

Agree Neutral Disagree Agree Neutral Disagree Agree Neutral Disagree

The hOfepF',ﬁL?.iZa 900d | 16 7606 | 4 19%| 1 5% | 15 54% | 10 36%| 3 10%| 11 58% | 8 42%| O O

The ro\f\f‘;gr‘lsv‘j;etgzd Were | 18 86% | 3 14%| 0 0 |21 75%| 7 25%| 0 o0 | 13 68% | 6 32%| 0O O
. ffi‘r’g’g’gtg‘;‘; de?:Lr‘]ffses 13 62% | 8 38%| 0 0 | 12 43%| 9 32%| 7 25%| 12 63% | 3 16%| 4 21%
Large regional hospital 11 52% 24%| 5 24%| 20 72% 21% % | 12 63% 21%| 2 10%

Personal reasons 17 81% 14% 1 5% 23 83% 7% 10% | 17 94% 6% 0 0

Availability of graduate | 1) 700 | 1 596 | 6 28%| 21 75% | 3 10%| 4 15%| 11 55% | 8 45%| 0 O
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Clinical rotations

The new graduates rated the value and satisfaction of different rotations provided
during their programs. Table 7:3 presents data related to both the perceived value of the
different rotations offered and the overall satisfaction of the new graduate registered
nurses with the rotations allocated throughout the 12-month program. Not all new
graduates undertook every rotation so the number of respondents for each rotation
varied. For the first three months, the general medical/surgical ward, emergency
department, and paediatric ward were rated as the most valuable rotations. The
following Table 7:3, indicates how the value placed on a clinical rotation compared with
the satisfaction new graduate registered nurses had with the rotation. The majority of
placements were seen as valuable and new graduate registered nurses indicated they
were satisfied with the clinical placements regardless of where they occurred throughout
the graduate year. The highest rated placement was the medical/surgical ward and the
lowest rated placement was other. Other clinical placements areas included mental

health, dialysis or maternity clinical rotations.
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Table 7:3

Graduates level of satisfaction and perception of the value for all rotations

EMERGENCY
Level of satisfaction Not valuable Neutral Valuable Total
Months 3 7 11 3 7 11 3 7 11 3 7 11
L 1 1
Not Satisfied 0 0 0 0 0 0 0 1 1 0 (7%) (9%)
2 3 2
Neutral 0 0 0 0 1 0 2 2 2 (17%) (22%) (18%)
L 10 10 8
Satisfied 1 0 1 0 2 0 9 8 7 (83%) (71%) (73%)
1 1 3 11 11 10 12 14 11
TOTAL (8%) 0 (9%) O 22m) O | (920%) (78%) (91%) | (100%) 100%)  (100%)
PAEDIATRICS
Level of satisfaction Not valuable Neutral Valuable Total
Months 3 7 11 7 11 3 7 11 3 7 11
L 0 0 0 2 0 0 0 0 1 2 0
Not Satisfied (8%) (15%)
Neutral 0 1 0 0 1 1 2 2 1 2 4 2
(17%) (30%) (18%)
Satisfied 0 0 0 3 2 0 6 7 9 9 7 9
(75%) (53%) (82%)
TOTAL 1 1 0 3 3 1 8 9 10 12 13 11
(8%0) (8%) (25%)  (23%) (9%) (67%) (69%) (91%) | (100%) (100%) (100%)
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GENERAL MED/SURGICAL

Level of satisfaction Not valuable Neutral Valuable Total
Months 3 7 11 3 7 11 3 7 11 7 11
L 2 2
Not Satisfied 0 1 1 0 0 0 1 1 1 (5%) (8%) (11%)
6 2
Neutral 0 0 0 0 0 2 5 2 (11%) (23%) (11%)
L 18 14
Satisfied 0 0 0 0 0 16 18 14 (84%) (69%) (78%)
1 1 19 24 17 26 18
TOTAL 0 4%)  (6%) 0 (4%) O | (100%) (92%) (94%) | (100%) (100%) (100%)
THEATRE
Level of
satisfaction Not valuable Somewhat valuable Neutral Valuable Total
Months 3 7 11 3 7 11 3 7 11 3 7 11 3 7 11
. 2
Not Satisfied 0 0 0 0 0 0 0 2 0 0 0 0 0 (20%) 0
2 2 2
Neutral 2 0 0 0 1 0 0 0 1 0 1 1 (25%) (20%) (29%)
g 6 6 5
Satisfied 0 1 1 0 0 2 1 1 0 5 4 2 (75%)  (60%)  (71%)
TOTAL 2 1 1 0 1 2 1 3 1 5 5 3 8 10 7
(25%) (10%) (14%) (10%) (28%) | (12%) (30%) (14%) | (63%) (50%) (44%) | (100%) (100%) (100%)
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COMMUNITY

L_evel qf Not valuable Somewhat valuable Neutral Valuable Total
satisfaction
Months 3 7 11 3 7 11 3 7 11 3 7 11 3 7 11
L 2
Not Satisfied 0 0 0 0 1 0 0 1 0 0 0 0 0 (20%) 0
2 3 2
Neutral 1 0 0 0 1 0 0 2 2 1 0 0 (25%) (30%) (29%)
L 6 5 5
Satisfied 1 1 1 0 0 1 2 1 2 3 3 1 (75%) (50%)  (71%)
TOTAL 2 1 1 0 2 1 2 4 4 4 3 1 8 10 7
(25%) (10%) (14%) (20%) (149%0) | (25%) (40%) (58%) | (50%) (30%) (14%) | (100%) (100%) (100%)
GERIATRICS
L_evel Qf Not valuable Somewhat valuable Neutral Valuable Total
satisfaction
Months 3 7 11 3 7 11 3 7 11 3 7 11 3 7 11
L 2
Not Satisfied 0 0 0 0 1 0 0 1 0 0 0 0 0 (15%) 0
2 4 2
Neutral 0 0 0 1 0 0 0 2 1 1 2 1 (26%) (30%) (29%)
L 5 7 5
Satisfied 1 2 1 0 0 1 1 2 3 3 3 0 (74%) (55%) (71%)
TOTAL 1 2 1 1 1 1 1 5 4 4 5 1 7 13 7
(13%) (16%) (14%) | (13%) (8%) (14%) | (14%) (38%) (58%) | (60%) (38%) (14%) | (100%) (100%) (100%0)
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OTHER

Level of

satisfaction Not valuable Somewhat valuable Neutral Valuable Total

Months 3 7 11 3 7 11 3 7 11 3 7 11 3 7 11
L 1 2 1

Not Satisfied 0 1 0 0 0 0 0 1 0 1 0 1 (13%) (18%) (12%)
2 4 2

Neutral 0 1 0 0 0 0 2 3 1 0 0 1 (25%) (36%)  (25%)
L 5 5 5

Satisfied 1 1 1 0 0 2 2 1 0 2 3 2 (62%) (46%)  (63%)
TOTAL 1 3 1 0 0 2 4 5 1 3 3 4 8 11 8

(13%) (27%) (12%) (25%) | (50%) (46%) (12%) | (37%) (27%) (50%0) | (100%) (100%) (100%)
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Value placed on each clinical rotation and new graduate registered
nurses’ level of satisfaction

Cartesian graphs were developed to demonstrate the relationship between new
graduate registered nurses’ satisfaction with a clinical rotation and how valuable they
felt the placement was for them as developing nurses in their graduate year. As Figure
7:1 demonstrates, at three months, the majority of participating new graduate registered
nurses were satisfied with their clinical rotations and found them valuable or very
valuable. At each of the three time frames the majority of graduates rated the general/
medical ward as valuable and were satisfied with the rotation. At three and 11 months
the emergency department was considered valuable, however the focus was less
significant for this department at seven months. At 11 months the paediatrics rotation

was considered valuable.
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Supportive mechanisms

Participants were asked about the supportive mechanisms that were in place to
assist with their transition to working as a registered nurse. These supportive
mechanisms included regular study days, supernumerary time, time with nurse
educators, and time with preceptors. Each element was measured by the new graduate
registered nurses for level of satisfaction.

Supernumerary time

The majority of participants received four or more supernumerary shifts for their
first clinical placement Table 7:4. The greater number of supernumerary shifts provided,
the greater the satisfaction rating. In contrast, one graduate who was not offered
supernumerary time also indicated their overall satisfaction with the supernumerary
time. Due to the low numbers, statistical analysis of the relationship between the
number of supernumerary shifts and new graduate registered nurse satisfaction was

unable to be undertaken.
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Table 7:4 New graduate registered nurses’ level of satisfaction with supernumerary time
Time 3 months (n=21) 7 months (n=28) 11 months (n=19)
Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
0 shifts 1 5% 0 0 0 0 0 0 1 4% 0 0 0 0 0 0 0 0
1 shift 2 10%| O 0 1 5% 0 0 0 0 2 8% 1 5% 0 0 1 5%
2 shifts 5 24% | 1 5% 0 0 10 36% | 1 4% 1 4% 5 28% | O 0 1 5%
3 shifts 0 0 1 5% 0 0 1 4% 1 4% 1 4% 1 5% 1 5% 0 0
4 or more shifts 7 33% | 2 10% | 1 5% 6 21%| 3 11%| O 0 3 16% | 2 10% | O 0
TOTAL 15 71% | 4 19% | 2 10%| 17 61% | 6 23%| 4 16% | 10 54% | 3 15% | 2 10%
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Graduates experience of preceptorship

Preceptorship is a supportive measure involving one-on-one support. New
graduate registered nurses who received preceptorship ranged in satisfaction from very
unsatisfied to very satisfied, with the majority of participates appearing satisfied (Table
7.5). However, not all new graduate registered nurses received preceptorship as part of
their graduate program. Similarly, those new graduate registered nurses who did not
receive preceptorship ranged from being very dissatisfied to very satisfied, indicating

that support for the new graduate registered nurse may have been available from other

methods.
Table 7:5 New graduate registered nurses availability of preceptorship and level
of satisfaction
Graduates satisfaction level of preceptorship and number of graduates
who received preceptorship
Preceptorship | VerY | Dissatisfied | Neutral | Satisfied | oY
3 months
yes 1 (5%) 3 (15%) 2 (10%) 6 (30%) 5 (25%)
no 1 0 2 0 0
7 months
yes 0 5 (18%) 3 (10%) 4 (14%) 2 (7%)
no 1 5 6 1 1
11 months
yes 0 2 (10.5%) 3(16%) | 6 (31.5%) 1 (5%)
no 1 3 3 0 0

Preceptorship ranged from one week to over eight weeks depending on the

placement (Table 7:6). Surprisingly, graduates who received eight weeks of

preceptorship appeared less satisfied with the placement than graduates who received

shorter preceptorship periods.

The number of shifts per week offered to new graduates for preceptorship

appeared to influence the new graduate registered nurses’ level of satisfaction (Table

7:7). New graduates offered low numbers of shifts to work with preceptors expressed
more dissatisfaction with preceptorship than students with higher numbers of shifts to
work with preceptors, with more dissatisfaction expressed by students at the 7 and 11-

month data collection periods.
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Table 7:6 Level of satisfaction with number of weeks’ new graduate registered nurses were offered preceptorship

Time 3 months (n=17) 7 months (n=17) 11 months (n=15)
Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied
<1-2 weeks 7 41% 2 12% 2 12% 3 18% | 3 18% | 4 24% | 3 21% 2 13% | 4 26%
> 2-4 weeks 1 6% 0 0 0 0 3 18% | O 0 0 0 0 0 2 13% 0 0
> 4-6 weeks 2 12% 0 0 0 0 0 0 0 0 0 0 1 7% 0 0 0 0
>6-8 weeks 0 0 0 0 0 0 2 12% | O 0 0 00 1 7% 0 0 0 0
>8 weeks 1 6% 0 0 2 12% 0 0 0 0 2 12% 2 13% 0 0 0 0
TOTAL 11 64% | 2 12% | 4 24% )| 8 47% | 3 18% | 6 35% | 7 48% | 4 26% | 4 26%

Table 7:7 Level of satisfaction with number of shifts new graduate registered nurses were offered preceptorship

Time 3 months (n=18) 7 months (n=19) 11 months (n=15)
Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied
<1-2 shifts 2 11% 1 6% 1 6% 0 0 2 10% 7 3% | 0 0 1 7% 2 13%
>2-4 shift 1 6% 0 0 1 6% 1 5% 1 5% 0 0 1 7% 2 13% 2 13%
>4-6 shifts 3 15% 1 6% 0 0 4 20% | O 0 1 5% 4 27% 1 7% 0 0
>6-8 shifts 2 11% 1 6% 1 6% 1 5% 0 0 0 0 0 0 0 0 0 0
> 8 shifts 3 15% 0 0 1 6% 2 10% | O 0 0 0 2 13% 0 0 0 0
TOTAL 11 58% | 3 18% | 4 24% | 8 42% | 3 16% | 8 42% | 7 47% | 4 27% | 3 26%
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A graduate’s involvement with the graduate nurse program
coordinator

The number of hours new graduates were able to spend with the graduate nurse
coordinator also appears to influence satisfaction. New graduate registered nurses who
spent less time with the graduate nurse coordinator rated their satisfaction lower than
new graduates who were able to spend more time with the graduate nurse coordinator.
Dissatisfaction with the smaller number of hours the graduate nurse coordinator was
able to spend with new graduate registered nurses appeared to increase with the seven
and 11 survey periods (Table 7:8).
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Table 7:8 The level of satisfaction with time spent with the graduate nurse coordinator
Time 3 months (n=18) 7 months (n=27) 11 months (n=18)

Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
> 0-1 hour/week 5 28%| 3 1% | 3 17%| 5 18% | 5 18% | 10 37% | 5 21% | 1 6% 8  44%
> 1-2 hours/week 6 33% 0 0 0 0 3 11% 1 4% 2 8% 2 11% 0 0 1 6%

> 3-4 hours/week 1 5% 0 0 0 0 0 0 0 0 0 0 0 0 1 6% 0 0

> 5-6 hours/week 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

> 7 hours/week 2 10% 0 0 0 0 1 4% 0 0 0 0 0 0 0 0 0 0
TOTAL 14 66% 3 17% 3 17% 9 33% 6 22% | 12 45% 7 38% 2 12% 9 50%
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Support — Range of emotions

New graduates displayed a range of emotions at the three month survey, but
regardless of whether the emotion was positive (valued, helped, encouraged, and
befriended) or negative (angry, frustrated, stressed, and inadequate) 72% of new
graduate registered nurses felt satisfied with the support received during the program
(Figure 7:4).
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Figure 7:4  How often emotions were felt by the new graduate registered nurses in
relation to overall satisfaction with the support received within the
graduate program at three months

At seven months the mood of new graduate registered nurse participants appeared
to shift with (n=46%) graduates neither satisfied nor dissatisfied with the support
received and indicated a mix of both negative and positive emotions. Graduates who
were satisfied with the support received (n=39%) displayed positive emotions a lot
more often than negative emotions such as anger and feeling inadequate. Graduate
nurses who were dissatisfied (n=15%) with the support indicated negative emotions

more often than positive (Figure 7:5).
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Figure 7:5  How often feelings was felt by the new graduate registered nurses in
relation to overall satisfaction with the support received within the
graduate program at seven months

At 11 months the graduates again indicated a greater level of satisfaction with the
support provided. Anger was an emotion rarely experienced and the greater the positive
emotions, the greater the satisfaction with the support received. There was a moderate
amount (68%) of frustration felt by the new graduates despite them being satisfied with

the support received (Figure 7:6).
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Figure 7:6  How often feelings were felt by the new graduate registered nurses in
relation to overall satisfaction with the support received within the new
graduate registered nurse program at 11 months

Overall, throughout the 12-month graduate program the majority of graduates did
experience a range of positive emotions. Whilst emotions initially were mainly positive,
there were less positive emotions during the second data collection period. New
graduate registered nurses reported experiencing mostly positive emotions at the end of
the graduate year. The new graduate registered nurses were more likely to be frustrated
and less likely to be angry throughout the 12-month program.

Approachability of staff

In association with the support received the graduates were asked how often they
felt nursing staff were approachable. The approachability of staff appeared to decrease
slightly during the year and new graduate registered nurses reported less satisfaction
with the support received at 7 and 11 months (Table 7:9).
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Table 7:9 How often new graduate registered nurses felt that staff were approachable in relation to the level of satisfaction with the
support received

3 months (n=21) 7 months (n=27) 11 months (n=19)

Frequency Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
Not at all 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Very little 0 0 0 0 0 0 0 0 0 0 2 7% 0 0 0 0 0 0

Neutral 0 0 0 0 0 0 0 0 3 11% | 1 4% 0 0 3 11% | 2 11%
Moderate amount 10 48% | 2 9% 1 5% 5 18% | 7 26% | 1 4% 6 33% | 3 17% | O 0

A great deal 5 24% | 2 9% 1 5% 6 22% | 2 7% 0 0 4 2% | O 0 1 6%

TOTAL 15 71% | 4 19% | 2 10% | 11 42% | 10 37%| 4 15% | 10 55% | 5 28% | 3 17%
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Length of time taken to be part of the team

New graduate registered nurses were asked to indicate, given a choice of
timeframes, how long it took for them to feel as if they were part of the team, indicating
they felt comfortable and/or useful within their environment. At three months the
majority of graduates suggested that it took 4-6 weeks for them to feel part of the team.
This timeframe decreased at seven months with new graduate registered nurses
reporting that it took to 2-4 weeks to feel like they belonged in the team. Surprisingly, at
11 months the majority of new graduate registered nurses indicated it took longer than
previously, between 6-8 weeks to feel part of the team. The graduate’s satisfaction level
with the support received to feel part of the team decreased over time, with greater

dissatisfaction expressed at 11 months (Table 7:10).

Satisfaction with theoretical modules within the graduate program

The new graduate registered nurses were asked how much theory they were
provided with during the program, and if they were satisfied with the time allocated to
the theory component within the graduate program. The time allocated for delivery of
theoretical content remained consistent at each of the three intervals. However, the
theory may be in service and ad hoc sessions as opposed to being focused on structured
study days within the program. Satisfaction with the theory component was relatively
similar at both three and seven months, although the level of satisfaction decreased at 11
months (Table 7:11).
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Table 7:10  Graduates satisfaction level of support received in relation to the time taken to feel part of the team

Time 3 months (n=21) 7 months (n=27) 11 months (n=19)
Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
<1-2 weeks 3 14% | O 0 0 0 4 15% | 2 7% 1 4% 1 5% 0 0 0 0
> 2-4 weeks 5 24% | 2 9% 0 0 3 11% | 5 19% | 0 0 3 15% | 0 0 0 0
> 4-6 weeks 4 19% 1 5% 1 5% 3 11% | 0 0 1 4% 1 5% 3 15% 1 5%
>6-8 weeks 2 9% 1 5% 0 0 2 7% 0 0 0 0 5 25% | O 0 2 10%
>8 weeks 1 5% 0 0 1 5% 3 11% | 2 7% 1 4% 0 0 2 10% 1 5%
TOTAL 15 71% | 4 19% | 2 10%| 15 55% | 9 33%| 3 12% | 10 55% | 5 25% | 4 20%
Table 7:11  Graduates satisfaction level in relation to the amount of time theory was provided
Time 3 months (n=18) 7 months (n=28) 11 months (n=16)
Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied
< 8 hours 1 5% 1 5% 0 0 1 4% 1 4% 2 7% 0 0 0 0 2 7%
> 8-24 hours 3 17% | 2 11% | O 0 2 7% 2 7% 0 0 3 18% 1 7% 0 0
> 24-40 hours 5 28% 1 5% 1 5% 8 28% | 2 7% 0 0 3 18% | 2 14% | 2 14%
> 40-60 hours 3 17% | O 0 1 5% 6 21% 1 4% 0 0 2 14% | 0 0 1 7%
More than 60 hours 0 0 0 0 0 0 3 11% 0 0 0 0 0 0 0 0 0 0
TOTAL 12 67% | 4 22% | 2 11%| 20 71% | 6 22% | 2 7% 8 50%| 3 21%| 5 28%
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Experience with performance management processes

The graduates were asked when they had received performance management
throughout the 12 months and how satisfied were, they with the process. The
satisfaction level with the performance management appeared to decrease during the
year (Table 7:12).

Overall satisfaction with the graduate program

The new graduates’ overall satisfaction with the graduate program was reviewed
in conjunction with both the regions and universities the graduates attended. Both tables
(7:13 and 7:14) reflect that the level of satisfaction was the highest at three months and
lowest at seven months regardless of which university or region the new graduate
registered nurses were from, indicating the transition experience was similar for all the
new graduates. Students from universities outside of Western Australia expressed
higher dissatisfaction at three months, with satisfaction decreasing over the graduate

year higher for new graduates from one university.
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Table 7:12

New graduate registered nurses’ satisfaction with the performance management received

3 months (n=19)

7 months (n=27)

11 months (n=19)

Time Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
1-3 months 7 3% | 1 5% 0 0 9 33% | 7 26%| O 0 5 26% | 1 5% 1 5%
4-6 months 7 37% 3 16% 1 5% 7 26% 0 0 2 7% 4 21% 3 16% 1 5%
7-9 months 0 0 0 0 0 0 1 4% 0 0 0 0 0 0 1 5% 1 5%
9-12 months 0 0 0 0 0 0 0 0 0 0 1 4% 1 5% 0 0 1 5%

TOTAL 14  74% 4 21% 1 5% 17 63% 7 26% 3 11% | 10 52% 5 26% 4 20%
Table 7:13  Graduate level of satisfaction with the graduate program in each region
Region 3 months (n=20) 7 months (n=28) 11 months (n=19)
Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral Dissatisfied
One 4 20% 0 0 1 5% 0 0 3 11% 1 3% 2 11% 0 0 0 0

Two 4 20% | O 0 0 0 4 14% | O 0 0 0 2 1% | 0 0 1 5%

Three 0 0 0 0 0 0 1 3% 1 3% 0 0 1 5% 0 0 0 0

Four 5 25% | 1 5% 0 0 3 1% | 1 3% 0 0 4 2% | 1 5% 0 0

Five 2 10% 0 0 0 0 2 7% 1 3% 1 3% 1 5% 0 0 1 5%

Six 2 10% 1 5% 0 0 4 14% 1 3% 2 % 1 5% 2 11% 1 5%

Seven 0 0 0 0 0 0 1 3% 2 7% 0 0 1 5% 1 5% 0 0

TOTAL 17 85% 2 10% 1 5% 15 53% 9 32% 4 14% | 12 63% 4 21% 3 15%
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Table 7:14  Graduate level of satisfaction with the graduate program from each university
. . 3 months (n=20) 7 months (n=28) 11 months (n=19)
University o o o o e o

Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied | Satisfied Neutral Dissatisfied
A 6 30% 1 5% 0 0 8 29% 2 7% 2 7% 2 11% 3 15% 2 11%

B 3 15% 1 5% 0 0 1 4% 1 4% 0 0 3 15% 1 6% 0 0

C 2 10%| O 0 0 0 3 10%| 3 10%| O 0 3 15% | O 0 0 0

D 1 5% 0 0 0 0 1 4% 0 0 0 0 1 6% 0 0 0 0
E 5 25% | O 0 1 5% 2 7% 3 10% | 2 7% 3 15% | O 0 1 6%
TOTAL 17  85% 2 10% 1 5% 15 54% 9 31% 4 14% | 12 62% 4 21% 3 17%
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PART B - Self-esteem and overall level of satisfaction with
graduate program

The self-esteem scale was reviewed in relation to the new graduate registered
nurse’s overall satisfaction level of the graduate program. The level of self-esteem was
compared to the satisfaction level of new graduate registered nurses. In the three-month
survey, 10 (55%) participating graduates indicating they had high self-esteem and were
satisfied with the graduate program (Figure 7:7).
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Figure 7:7  New graduate registered nurses’ satisfaction level of the graduate
program in relation to their level of self-esteem: Three months

The remaining 24 graduates at seven months, self-esteem and level of satisfaction
with the graduate program was plotted in (Figure 7:8). The number of graduates with
high self-esteem had dropped at the seven-month period to 10 (41%) graduates and, six
of these 10 were satisfied with the graduate program. The number of graduates reporting
low self-esteem remained the same. The number of graduates reported moderate self-
esteem increased by 8.3% (n=12). The level of satisfaction with the program of all

graduates overall had decreased.
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Figure 7:8  New graduate registered nurses’ satisfaction level of the graduate
program in relation to their level of self-esteem: Seven months

The self-esteem of all new graduates appeared to have increased by 11 months,
with 11 (57.8%) new graduate registered nurses rating themselves with a high self-
esteem. Level of self-esteem did not appear to reflect upon the satisfaction with the
graduate program, with seven (36.8%) new graduates with high self-esteem satisfied
with the graduate program, two (10.5%) graduates with high self-esteem dissatisfied
and two (10.5%) graduates were neither satisfied nor dissatisfied with the graduate
program. The new graduate registered nurses’ level of self-esteem appeared to have

improve by the 11-month period with no new graduate reporting low self-esteem.
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PART C - Content analysis of open-ended questions

The quantitative survey included two open-ended questions which were analysed

for this research:

Question 1 — If you were given an opportunity to change anything about your
graduate nurse program to improve it for future nurses, how would you like to see it
change? and Question 2 — Where do you see yourself professionally in the next five

years?

The responses to these questions provided information to further explore the
responses from the survey. One of the questions was included to explore retention

expectations of graduate registered nurses in the rural and remote sectors.

Findings

The first open-ended question was completed by 18 participants at the first three-
month period (85.71%), 22 participants (84.61%) at seven months and 17 (94.44%)
participants at the 11-month period. Following data analysis, codes were generated from

the comments. Twenty-eight codes were generated for the first three months data, 54
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codes for the second data collection and 37 at the 11-month data collection (Table 7:15).
Due to the similarity in content for the question across all three time periods, the data
was reported as a whole. One theme, ‘Supportive Measures’ was identified from the
data.

Table 7:15 Q1 - If you were given an opportunity to change anything about your
graduate nurse program to improve it for future nurses, how would you
like to see it change?

, Codes 3| Codes7| Codes 11|
Ranking | Category months Yo months Yo months %) Theme
1 Support 13 46.42% 25 46.29% 16 43.24%
Supportive
0, 0 0,
2 Structure 8 28.57% 16 | 29.62% 12 32.43% Measures
3 Education 7 25% 13 24.07% 9 24.32%

The theme ‘Supportive Measures’, related to the new graduate registered nurses’
need for emotional, intellectual, and sociocultural support from nurse educators,
preceptors, nurse managers and graduate nurse coordinators during their transition to the
work environment. This theme was found throughout the graduate program at all survey
periods (3, 7 & 11 months). The theme included three categories of: support, education
and structure. The categories identified for each collection period were the same, with

the same ranking order.

The category ‘Support’ included both focused and informal support such as one-
on-one preceptorship, supernumerary time and being welcomed by other staff. Support
for graduates included all elements of the graduate program where focused and ad hoc
support was provided. Graduates’ specified support could be improved in formal areas
of allocation of one-on-one preceptorship, and informal ways such as being made to feel
welcome during their supernumerary time. The majority of graduates indicated both
sociocultural and emotional supportive measures provided through focused support
because ‘it can take time to settle into the workplace’ therefore ‘more support’ could
improve within the graduate programs offered throughout rural Western Australia.

The category of ‘Education’ referred to the graduates need for enhancing their
clinical knowledge. This may involve structured and ad hoc education. Study days, ad
hoc sessions and comments regarding the benefit of staff development nurses were

highlighted as educational supportive measures. Graduates suggested providing

207



increased time to complete education learning packages and more focused support from
senior nurses in preceptoring sessions would have proved beneficial throughout the
program. Assessments were viewed poorly by graduates because there was ‘no real

accountability’ as grading and formal feedback was rarely provided.

The category of ‘Structure’ incorporated the support provided by managers and
coordinators involved in the program from an operational level. Clinical rotations,
length of placements, and expectations were considered as structural supportive
measures. Graduates commented on the need for longer rotations to consolidate skills
and confidence and the importance for clear and concise direction throughout the

graduate program.

In the second question, graduates were asked where they expected they would be
in five years. This question was completed by 19 participants (90.47%) in the first three
months, 23 participants (88.46%) at seven months and 16 participants (88.88%) at 11
months data collection periods. Thirty-five codes were generated during data analysis,
15 in the first three months, 12 codes for the second data collection and nine at 11

months (Table 7:16). Data analysis generated one theme, ‘Future Aspirations’.

Table 7:16 Q2 — Where do you see yourself professionally in the next five years?

, Codes3| Codes7| ,, |[Codesll|
Ranking | Category months Yo months Yo months %) Theme
1 Staying 8 |5333%| 6 |50% | 5 |5555%
rural Future
Aspirations
2 Further 7 |ase6% | 6 |50% | 4 |asaaw | TP
studies

The theme ‘Future Aspirations’ referred to the plans graduates had for progressing
their future careers in nursing. This theme was divided into two categories which were

the same over the different data collection periods: staying rural and further studies.

The category ‘Staying rural’ related to the graduates’ desire to remain working as
a nurse in the rural and remote areas. Graduates expressed a desire to work in a
specialty area of ‘a general rural and/or regional hospital’. Fifty percent of the
graduates indicated they wanted to remain working rurally. The other 50% did not
specify if they wished to stay or move to a metropolitan setting. One graduate was

uncertain about her future in nursing and another indicated they would not continue in
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nursing as their career, however there was no explanation as to why in the written

survey.

‘Further studies’ related to the recognition by graduates that they required
increased skill and knowledge to progress in their nursing career. Nearly half (44%) of
respondents indicated they were interested in future education. This group of graduates
indicated a number of different directions they wanted to work towards, for example,

management, education and specialties within nursing.

Summary of chapter

This chapter presented the quantitative results from the new graduate registered
nurses survey. The survey provided the graduates level of satisfaction and insight to
choice of hospital, clinical rotations undertaken, supportive measures provided, which
included preceptorship and education support. The survey also provided the satisfaction
level with the overall graduate program. These findings reflected the change in level of
self-esteem over the 12 months and how it was influenced by the different supportive
measures available. It also provided an indication of graduate’s intention to remain in
rural and remote nursing practice. The following chapter will present the findings from

the senior nurses’ survey.
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CHAPTER 8: Senior Nurses View of Graduate
Programs in Rural and Remote Western Australia:
Quantitative Results

Phase two — Senior registered nurses

Introduction

The previous chapter presented the new graduate registered nurses survey data
results. This chapter will consist of the senior nurses’ survey data results. The findings
from the senior nurses survey is divided into two parts. Part A has five different
segments and focuses on the senior nurses’ demographics, supportive mechanisms,
education, performance management and satisfaction with the graduate program. Part B
presents the results from the two opened ended questions.

Survey completion

In total 40 surveys were completed throughout 18 months to align with the
timeframe of both new graduate registered nurses cohorts. In consultation with the nurse
managers and human resources manager in the department of the Western Australia
Country Health Service, it was estimated that approximately 200 nurses throughout the
seven regions were involved with supporting new graduate registered nurses transition

to practice.

PART A

Demographic characteristics of the participants

There was a total of 40 participants, four males (10%) and 36 females (90%)
(Table 8:1) who completed the survey. The participants were from all seven regions and
most had graduated from universities (n=28) 70% or were hospital trained (n=9) 23%.
Several participants (n=3) 7% did not respond to this demographic question. The

demographic data is provided in table and the regions are listed from 1-7.

The largest number of respondents came from both region 1 and region 6 (28%),
followed by region 2 (17%). Thirty percent of the nurses were aged between 30 — 39
years with 5% (n=2) being aged between 60 — 69 years of age. The highest number of

participants attended university E.
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Table 8:1 Demographic characteristics of the participants

Demographic Nur_nber Percentage
n=40
Gender
Male 4 10%
Female 36 90%
Region
1 11 28%
2 17%
3 5%
4 10%
5 3 7%
6 11 28%
7 2 5%
Age Range (years)
Age group 20 - 29 5 13%
Age group 30 - 39 12 30%
Age group 40 - 49 7 17%
Age group 50 - 59 11 28%
Age group 60 - 69 2 5%
Age unknown 3 7%
University
University trained 28 70%
Hospital trained 9 23%
Unknown 3 7%

Thirty (75%) participants completed the demographic question about post
graduate studies. Thirty percent (n=12) of senior nurses held a graduate certificate
followed by 25% (n=10) with a master’s degree. The majority of participating senior
nurses (n=19, 58%) had practice as graduate coordinators for less than three years with
only five senior nurses working as graduate coordinators for greater than seven years
(Table 8.2). The number of hours in which senior nurses worked as graduate
coordinators varied from 0-1 hour per week (n=10, 33%) to more than seven hours per
week (n=11, 37%). The amount of time allocated for coordinating the graduate program
changed over the 12-month period of the study for (n=15, 35.7%) of graduate nurse
coordinators. Six senior nurses reported the coordinating hours were not applicable to

their role in supporting new graduate registered nurses.
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Table 8:2 Demographic characteristics of the GNP and senior nurses’
qualifications

Demographic Nijmber Percsntage
n=30-35 n=40
Senior nurses’ qualifications
Graduate Certificate 12 30%
Graduate Diploma 8 20%
Masters 10 25%
Length of time coordinating graduate program
0-1 Years 10 25%
>1-3 years 9 22.5%
>3-5 years 5 12.5%
>5-7 years 3 7.5%
More than 7 years 5 12.5%
Hours employed to oversee the graduate program
0-1 hrs/week 10 25%
> 1-2 hrs/week 5 12.5%
>3-4 hrs/week 4 10%
>5-6 hrs/week 0 0
More than 7 hours per week 11 27.5%
Does the amount of coordinating hours change over the year?
Yes 15 37.5%
No 14 35%
N/A* 6 15%

*N/A — not applicable

Clinical rotations

The majority of programs consisted of two or three clinical rotations throughout
the 12-month graduate program. The majority of senior nurses (n=27, 69%) were
satisfied with the number of clinical rotations offered (Table 8.3).
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Table 8:3 Number of rotations offered and level of satisfaction

No of Rotations Satisfied Neutral Dissatisfied
n= % n= % n= %
1 1 2.56% 0 0 0 0
2 10 25.64% 4 10.25% 2 5.12%
3 12 30.76% 2 5.12% 1 2.56%
4 4 10.25% 1 2.56% 0 0
5 0 0 0 0 2 5.12%
TOTAL 27 69.23% 7 17.94% 5 12.82%

The following table (Table 8:4) presents data related to both the perceived value
of the rotations and overall satisfaction with the rotations offered throughout the 12
month program by the senior nurses. The emergency and general medical/surgical
rotations were considered valuable with high satisfaction from all senior nurses who
rated the clinical rotations. There were varied responses for the value and satisfaction of
the remaining clinical rotations, with other (mental health, dialysis or maternity) having

the lowest value and satisfaction.

Table 8:4 Value and the satisfaction of the clinical rotations offered

EMERGENCY (n=35)
l._aet\i/sefla?;ion Va:\ll.l(;}ﬂe S\(/)z;rl1 uegall\llorllgl : Neutral Valuable Total
Not Satisfied 0 1(2.8%) 0 4 (11.4%) 5 (14.28%)
Neutral 2 (5.7%) 0 0 4 (11.4%) 6 (17.14%)
Satisfied 0 0 1 (2.8%) 22 (62.85%) 29 (82.85%)
Total 2 (5.7%) 1(2.8) 1(2.8%) 30 (85.71%) 35 (100%)

THEATRE (n=25)

L_aet\i/:flacc):ft:ion va::ljc;i)le S\(/);TI] j;\g;g : Neutral Valuable Total
Not Satisfied 0 0 1 (4%) 3 (12%) 4 (16%)
Neutral 1 (4%) 1 (4%) 2 (8%) 1 (4%) 5 (20%)
Satisfied 0 1 (4%) 2 (8%) 13 (52%) 16 (64%)
Total 1 (4%) 2 (8%) 5 (20%) 17 (68%) 25 (100%)
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GENERAL MED/SURGICAL (n=39)

atisfaction_ valuable  valuable  Neutel  Vauable  Towl
Not Satisfied 0 0 0 5 5 (12.8%)
Neutral 0 0 0 6 6 (15.38%)
Satisfied 0 0 0 28 28 (71.79%)
Total 0 0 0 39 (100%) 39 (100%)
COMMUNITY (n=17)
atisaction valuable  valuaple  Nevtrel  Valuable  Tota
Not Satisfied 0 0 1 (5.88%) 2 (11.76%) 3 (17.64%)
Neutral 1 (5.88%) 0 1 (5.88%) 3 (17.64%) 5 (29.41%)
Satisfied 2 (11.76%) 0 3(17.64%) 4 (23.52%) 9 (52.94%)
Total 3 (17.64%) 0 5(29.41%) 9 (52.94%) 17 (100%)
PAEDIATRICS (n=22)
Is_zft\i/;!a(t):f';ion vam(;tble S\(l);?j;\l/)f:g\t Neutral Valuable Total
Not Satisfied 0 0 1 (4.54%) 3 (13.63%) 4 (18.18%)
Neutral 0 0 1(4.54%)  4(18.18%) 5 (22.72%)
Satisfied 0 0 0 13 (59.09%) 13 (59.09%)
Total 0 0 2 (9.09%) 20 (90.9%) 22 (100%)
GERIATRICS (n=15)
Is_aet\i/::a(():f‘;ion valltll(;tble S\(/);Tl]lf;\llor;:t Neutral Valuable Total
Not Satisfied 0 0 0 3 (20%) 3 (20%)
Neutral 0 0 1(6.66%) 4 (26.66%) 5 (33.33%)
Satisfied 0 1(6.66%)  4(26.66%) 2 (13.33%) 7 (46.66%)
Total 0 1 (6.66%) 5 (55.55%) 9 (60%) 15 (100%)
OTHER (n=14)
atsfaction valuable  valuaple  Nevtrel  Valuable  Tota
Not Satisfied 0 0 0 1 (7.14%) 1 (7.14%)
Neutral 1 (7.14%) 0 2 (14.28%) 1 (7.14%) 4 (28.57%)
Satisfied 0 0 3(21.42%) 6 (42.85%) 9 (64.28%)
Total 1 (7.14%) 0 5(35.71%) 8 (53.33%) 14 (100%)
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The following Cartesian graph (Figure 8:1) illustrates how the majority of
participating senior nurses were satisfied with the rotations offered and indicated the

general surgical rotation to be the most valued learning environment for new graduates.
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Figure 8:1  Value and the satisfaction of the clinical rotations offered

Supportive mechanisms

Supportive mechanisms implemented to assist new graduate registered nurses
transition to practice included regular study days, supernumerary time, time with nurse
educators, and time with preceptors. The senior nurses indicated whether they were

satisfied or dissatisfied for each element offered within their clinical facility.

Supernumerary time

Supernumerary time was usually allocated by the nurse manager at the beginning
of each rotation for the graduates. At three months, the majority of senior nurses
indicated the graduates received four or more supernumerary shifts (Table 8:5) and most
senior nurses (70%) were satisfied with the number of supernumerary shifts offered to
graduates. For the subsequent timeframes the majority of senior nurses were satisfied
with two supernumerary shifts. Interesting to note, the senior nurses expressed greater
dissatisfaction with their supernumerary time when longer supernumerary time was

provided, although this may have been related to the type of placement. Dissatisfaction
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also appeared to increase toward the end of the graduate year, with senior nurses
expressing a high level of dissatisfaction at 11-months at which time the number of
supernumerary shifts offered to new graduate registered nurses appears to have
decreased.

Experience with preceptorship

The majority of senior nurses indicated the graduates were offered preceptorship,
although 30.5% reported there was no preceptorship available in their ward. This
resulted in a mixed level of satisfaction with the preceptorship offered captured within
in the survey (Table 8:6).
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Table 8:5

Senior nurses’ level of satisfaction with supernumerary time

. 3 months (n=37) 7 months (n=38) 11 months (n=29)
Time Satisfied Neutral |Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral | Dissatisfied
0 shifts 0 0 0 0 0 0 1 263% | 0 0 1 263% | 5 17.24% | O 0 2 6.89%
1 shift 0 0 0 0 0 0 2 526% |0 0 0 0 0 0 0 0 1 3.44%
2 shifts 6 16.21% | O 0 2 540% | 11 2894% | 1 2.63% 3 7.89% | 7 24.13% | 1 3.44% |3 10.34%
3 shifts 4 1081% | O 0 3 8.10% 15.78% | O 0 5 13.15%| 4 13.79% | O 0 2 6.89%
>4 shifts 16 43.24% | 2 540% |4 10.81% 1578% | 1  2.63% 1 263% | 2 6.89% | 1 344% |1 3.44%
TOTAL 26 70.27% | 2 540% |9 24.32%]| 26 68.42% | 2 5.26% 10 26.31%| 18 62.06% | 2 6.89% |9 31.03%
Table 8:6 Senior nurses offer of preceptorship and level of satisfaction
Preceptorship offered | Very dissatisfied % Dissatisfied % Neutral % Satisfied % | Very Satisfied | %
Yes (n=) 0 0 7 18% 4 10.5% 16 41% 0 0
No (n=) 2 5% 3 7.5% 5 13% 2 5% 0 0
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Senior nurses indicated they were more satisfied with the graduates receiving
preceptorship for longer periods of time (Table 8:7). It appeared that preceptorship was
not expected to be provided to graduates for the fulltime of the clinical rotations which
averaged 16-24 weeks. Regardless of the allocated time, over half of the senior nurses

were satisfied or neutral regarding the preceptorship offered.

Table 8:7 Senior Nurses’ satisfaction with preceptorship offered (N0 weeks)

Time Satisfied Neutral Dissatisfied
0-1 weeks 4 10.00% 3 7.50% 4 10.00%
>2-3 weeks 4 10.00% 3 7.50% 4 10.00%
>3-5 weeks 1 2.50% 0 0 1 2.50%
>5-7 weeks 2 5.00% 1 2.50% 0 0
More than 7 weeks 8 20.00% 2 5.00% 3 7.50%
TOTAL 19 47.50% 9 22.50% 12 30.00%

Involvement of the graduate nurse coordinator

The number of hours graduate nurse coordinators spent with graduates decreased
over the 12 months (Table 8:8). The rate of satisfaction of senior nurses did not change
between the three timeframes and the majority of senior nurses were satisfied with the

time graduate nurse coordinators allocated for graduates.
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Table 8:8

The senior nurses’ level of satisfaction of the time graduate nurse coordinators spent with new graduate registered nurses

3 months (n=30)

7 months (n=29)

11 months (n=29)

Time Satisfied Neutral |Dissatisfied Satisfied Neutral Dissatisfied Satisfied Neutral |Dissatisfied
>0-1hour/week | 1 333% |1 333% |3 1000% |5 17.24% | 2 6.89% 3 1034%| 9 3103% (4 13.79% |6 20.68%
>1-2 hours/week | 5 16.66% | 4 13.33% |5 16.66% |7 24.13% | 4 13.79% 4 1379% | 6 20.68% |2 6.89% |1 3.44%
>3-4 hours/week | 4 1333% |1 333% |0 0 2 6.89% | 0 0 0 0 0 0 0 0 0 0
> 5-6 hours/week | 2 6.66% | 0 0 0 0 1 344% | 0 0 0 0 1 344% |0 0 0 0
> 7 hours/week | 4 13.33% | O 0 0 0 1 344% | O 0 0 0 0 0 0 0 0 0

TOTAL 16 53.33% | 6 20.00% | 8 26.66% [16 55.17% | 6 20.68% 7 2413% |16 55.17% |6 20.68% |7 24.13%
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Support — Range of emotions

The Cartesian graph below demonstrates the range of emotions which the senior
nurses felt the new graduate registered nurses expressed during their graduate year. The
majority of senior nurses indicated the graduates were valued, encouraged and
befriended (Figure 8:2). The senior nurses believed the graduates were stressed and

frustrated regardless of their level of satisfaction with the supportive measures.
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Figure 8:2  Senior nurses’ satisfaction level with the support graduates received in
relation to a perceived range of emotions

Approachability of staff

The majority of senior nurses reported they perceived staff to be approachable and
were satisfied with the support they provided to graduates (
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Table 8:9).
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Table 8:9 How often senior nurses believed staff were approachable and senior
nurses level of satisfaction with support provided
Approachability (n=34)
Frequency e .
Satisfied Neutral Dissatisfied
Not at all 0 0 0 0 0 0
Very little 0 0 0 0 1 2.94%
Neutral 3 8.82% 0 0 4 11.76%
Moderate amount 14 41.17% 3 8.82% 2 5.88%
A great deal 3 8.82% 1 2.94% 3 8.82%
TOTAL 20 58.82% 4 11.76% 10 29.41%

The perceived length of time it took for graduates to feel part of the

team

Many senior nurses indicated that it took between 2-6 weeks for new graduates to

look like they were part of the team. Regardless of the perceived time taken for

graduates to feel part of the team the majority of senior nurses were satisfied with the

graduate program offered (Table 8:10).

Table 8:10  Perceived time taken to feel part of the team and senior nurses’ level
satisfaction with the graduate program
Time Satisfied Neutral Dissatisfied

<1-2 weeks 2 5.71% 1 2.85% 1 2.85%

>2-4 weeks 5 14.58% 2 5.71% 3 8.57%

>4-6 weeks 8 22.85% 0 0 3 8.57%

>6-8 weeks 3 8.57% 0 0 2 5.71%

More than 8 weeks 3 8.57% 1 2.85% 1 2.85%
TOTAL 21 60% 4 11.44% 10 28.57%

Satisfaction with theoretical module throughout the graduate program

The senior nurses indicated their satisfaction with the time allocated for the theory

component offered throughout the graduate program. Over half of the senior nurses

were satisfied with the level of theory provided within the graduate program. The

majority of senior nurses (51%) suggested between 40-60 hours was allocated

throughout the 12-month program for theoretical content to be delivered to graduates.

The less time allocated to theory was directly related to the satisfaction level of the

senior nurses with the theory provided.
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Table 8:11  Level of satisfaction with the allotted time for theory

Time Satisfied Neutral Dissatisfied
< 8 hours 0 0 2 6.45% 1 3.22%
> 8-24 hours 0 0 1 3.22% 2 6.45%
>24-40 hours 6 19.35% 1 3.22% 0 0
>40-60 hours 10 32.25% 0 0 2 6.45%
More than 60 hours 4 12.90% 0 0 2 6.45%
TOTAL 20 64.51% 4 12.90% 7 22.58%

Experiences with performance management processes

Many senior nurses reported that the graduates received a performance
management session within the first three months of their graduate program. Regardless
of when the performance management was provided, most of the senior nurses were

satisfied with the process.

Table 8:12  Level of satisfaction with the performance management

Time Satisfied Neutral Dissatisfied
1-3 months 12 35.29% 5 14.70% 2 5.88%
4-6 months 6 17.64% 4 11.76% 0 0
7-9 months 2 5.88% 0 0 0 0
9-12 months 3 8.82% 0 0 0 0

TOTAL 23 67.64% 9 26.47% 2 5.88%

Overall satisfaction with the graduate program

The senior nurses overall satisfaction with the graduate program was reviewed in
conjunction with the regions the staff were employed. The majority of senior nurses

were satisfied with the graduate program run within their region (Table 8:13).

Table 8:13  Level of satisfaction with the graduate program in each region

Region Satisfied Neutral Dissatisfied
1 3 10.70% 3 10.70% 1 3.57%

2 2 7.16% 1 3.57% 0 0

3 2 7.16% 0 0 0 0

4 4 14.28% 0 0 0 0

5 2 7.16% 0 0 0 0
6 5 17.86% 3 10.70% 1 3.57%

7 1 3.57% 0 0 0 0
TOTAL 19 67.85% 7 25.00% 2 7.14%
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PART B - Content analysis of open-ended questions

The quantitative survey of senior nurses included two open-ended questions:

Question 1 — If you were given an opportunity to change anything about your
graduate nurse program to improve it for future nurses, how would you like to see it

change? and

Question 2 — Any further comments? The two questions were combined as the

comments reflected areas for change and analysed.

Findings

The first open-ended question was completed by 29 participants (72.5%) and 13
participants (32.5%) completed the second question. The two questions together
generated 82 codes (Table 8:14) and generated two themes, an optimal graduate

program and organisational challenges.

Table 8:14 Q1 - If you were given an opportunity to change anything about your
graduate nurse program to improve it for future nurses, how would you
like to see it change? and Q2 — Any further comments

Ranking Category Codes | Percentage Theme
1 Focused support 32 39%
2 Education 20 24.39% An optimal graduate program
3 Structure 13 15.85%
4 Organisation challenges 12 14.63% Organisational challenges
5 Guidance 6 7.31% An optimal graduate program

Two themes evolved from the content analysis ‘An optimal graduate program’
and ‘Organisational challenges’. The first theme ‘An optimal graduate program’ refers
to the senior nurses’ vision on what is required for a graduate program that provides the
right amount of support for both graduates and preceptor nurses. The senior nurses
indicated that emotional, intellectual, and sociocultural supportive measures were
lacking in the current graduate programs. The supportive measures indicated for an
optimal graduate program included focused support, educational support, and
managerial support through guidance and structure. The theme remained consistent

across the regions.
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Focused support refers to both emotional and sociocultural support available for
the individual graduate and preceptors and is reflective of one-on-one support provided
through direct supervision. Focused support considered one-on-one preceptorship as a
main focus with the ideal preceptorship including one experienced nurse for each new
graduate registered nurse for the duration of the rotation to provide consistency for the
new graduate registered nurse. Increase supernumerary time was also considered
important to improve a new graduate registered nurse ‘professional confidence’. The
current support for preceptors was considered as minimal and senior nurses believed
that increased focused support for both preceptors and new graduate registered nurses in
the form of time with staff development nurses to spend on building knowledge and

sharing skills, would improve the graduate program for all involved.

Education referred to the need for new graduate registered nurses to be provided
opportunities to improve theoretical knowledge and skills during a graduate year.
Education was provided through shared knowledge between preceptors and new
graduate registered nurses. Education support included both structured and ad hoc
education for both graduates and preceptors. The senior nurses indicated a need for staff
development nurses to be available for both new graduate registered nurses and
preceptors to enhance educational experiences. Senior nurses highlighted a need for an
increase in site specific education and time allocated to senior nurses to enable one-on-

one support for graduates.

The structure of the graduate program refers to the breadth and depth of a
graduate’s experience. Structure and guidance consisted of formal and informal
feedback, and length of rotations offered within a graduate program. The depth of
knowledge a graduate could develop was seen to be limited when graduates were
offered a variety of shorter rotations. The senior nurses indicated ‘they have been
rotated for weeks at a time and it is not long enough to see improvement’. The senior
nurses stated longer rotations were beneficial for both the hospital and new graduate
registered nurse to consolidate clinical skills and knowledge.

Guidance as a category relates to communication skills and advice available to
senior nurses to assist new graduate registered nurses. Senior nurses valued clear and
concise communication from nurse educators to help tailor individualised support to

guide the development of each of the new graduate registered nurses. Gaining insight of
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the graduates needs before they commenced their rotation was considered a benefit
however this was unavailable with the current graduate program structure. The clinical
staff wanted clear ‘expectations of [the] graduate from the staff development [team]’.
Communication was also lacking with regards to structured education for example

‘when study days are on and what they are about’.

The second theme ‘Organisational challenges’ referred to the obstacles managers
encountered when trying to implement the support to provide an optimal graduate
program. There was a belief that ‘politics and finance dictate successful outcomes’ and
resulted in senior nurses feeling that ‘staffing and business of our main hospital always
places a lot of pressure on our graduates’. The constraints with staffing levels and
funding was reiterated by all senior nurses who understood at the time support measures

were suboptimal ‘management are aware and are trying various strategies to improve’.

Summary of chapter

This chapter presented the quantitative senior nurses’ results for this study. The
senior nurses indicated their level of satisfaction with the supportive measures:
preceptorship; and, feedback and education opportunities offered within the graduate
program. The next chapter will present a summary of qualitative findings and

quantitative findings and explore similarities and differences.
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CHAPTER 9: Summary of Qualitative and
Quantitative Findings

Introduction

The previous chapter presented the findings for the senior nurse’s quantitative
data analysis. This chapter will present the summary of qualitative findings and
quantitative findings. Similarities and differences between the new graduate registered
nurses and senior nurses qualitative responses will be presented. This will be followed
the new graduate registered nurses and senior nurses’ quantitative findings tabled side
by side.

Quialitative findings

Comparison of findings between new graduate registered nurses and
Senior nurses

Both senior nurses and new graduate registered nurses identified a gap between
expectations and experiences of new graduate registered nurses when discussing the
support provided by the graduate nurse coordinator. Focused support through
preceptorship and peer debriefing was difficult to maintain due to transitional staff and
rostering issues however support through the rostering time off helped with the pressure

of moving to work in a new environment.

Graduates spoke of not being involved with community members because they
knew they would be moving again soon. This isolation was further exacerbated as each
time a graduate moved to a new clinical area, they felt they had to prove their worth,
aligning with the senior nurses measuring a graduate’s ability to ‘fit in’ through skills
acquisition. Both groups believed social and emotional support was required throughout
the 12 months for all graduates (Table 9.1).
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Table 9:1

Similarities between nursing graduates and senior nurses

New Graduate Registered Nurses

Senior Nurses

Lack of support

Difficult to provide focused support

Lack of senior nurses

Lack of senior nurses

Exhausted, finding it hard to cope with
everything

Short rotations was detrimental and lack of
support

Have to prove your worth before feeling a
Sense of Belonging

Sense of Belonging was measured by
progression of clinical skills

Education was ward dependent

Right person for the job (education portfolio
holder) accountable on ward level

Clear communication and guidance is
essential

Graduate nurse coordinator role not well
understood

Social and emotional support

Social and emotional support needed

Homesick, not engaged with community

Increased pressure with move to location

Differences between the groups

Whilst the study days organised by the graduate nurse coordinator were expected

by the new graduate registered nurses, they were seen by some as being full of

information which was hard to assimilate. Some graduates felt unsupported by the

graduate nurse coordinator when the scheduled study days stopped at six months. In

direct contrast, the senior nurses felt they needed to put as much information into the

study days while they had everyone’s attention and believed the information was

warranted at the beginning of the program (Table 9.2).

The senior nurses discussed the importance of welcoming new graduates, and this

was reiterated as a graduate shared her experience of not being welcomed by senior

management. A sense of belonging was ward dependent for the graduates. The senior

nurses highlighted the difference in needs, both emotional and social, between

metropolitan and rural graduates.
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Table 9:2 Differences between nursing graduates and senior nurses

New Graduate Registered Nurses Senior Nurses

Transition shock Preceptorship needs to be effective

Metro vs rural grads need support, needs are

All graduates need support
more complex

Study days stopped at six months Front loaded all education due to previous
Felt abandoned by program feedback

Fit in as much as possible when you have

Study days crammed, not effective everyone together

Wanting to advance skills before being

Looking to advance skills competent in basic skills

Debriefing was important Debriefing was poorly attended

Not being welcomed Being welcomed was important

Quantitative findings

Similarities between the groups

The level of satisfaction for the top three clinical placements consisted of medical/
surgical, emergency and paediatrics during the second and final data collection. This
aligned with the perception noted within the senior nurse’s survey. Clinical rotations

were rated relatively similar for both groups.

Both senior nurses and new graduate registered nurses indicated that more than
four shifts of supernumerary time was satisfactory within the first rotation followed by
two supernumerary shifts for subsequent rotations. Both groups also portrayed a lack of
satisfaction with the preceptorship offered. However, the majority of both senior nurses
and new graduate registered nurses were satisfied with the staff being supportive or

approachable for a moderate amount of the time (Table: 9.3).

The response for performance management timeframe and level of satisfaction
was also consistent in both groups, both indicating little feedback was received or given
after seven months into the graduate program.

Table 9:3 Comparison of new graduate registered nurses and senior nurses’
guantitative results

Quantitative Survey Graduate Nurses n=40 Senior Nurses n=40
Level of Satisfaction 3 7 11 3 7 11
Demographics 21 28 19

Clinical rotations
e Emergency Department 75% 2 57% 2 66% 3 62% 2
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Quantitative Survey

Graduate Nurses n=40

Senior Nurses n=40

Level of Satisfaction 3 7 11 3 7 11
e Paediatrics 50% 4 53% 3 59% 3
o Med/Surgical 78% 2
e Theatre 63% 3 40% 4 29% 4 52% 4
e Community 37% 6  30% 5 14% 6 23% 6
e Geriatrics 42% 5 23% 7 0o 7 13% 7
e Other (MH, Dial, Mid) 25% 7 27% 6 25% 5 42% 5
Supernumerary time
e 0 shifts 5% 0 0 0 2% 17%
e 1 shift 10% 0 5% 0 5% 0
e 2 shifts 24% 16%
e 3 shifts 0 4% 5% 10% 15% 13%
e >4 shifts 21% 16% 15% 6%
Preceptorship offered 73% 50% 63% 67%
Preceptor weeks
o <1-2 18% 0-1 wk 10%
o 24 6% 18% 0 2-3 wk 10%
e 46 12% 0 7% 3-5wk 2.5%
e 6-8 0 12% 7% 5-7 wk 5%
e >8 6% 0 13% >7 wk
Preceptor shifts 4-6 or >8 4-6 4-6
Time with graduate nurse coordinator
e 0-1 hour/week 28% 3%
e 1-2 hours/weeks 11% 11%
e 3-4 hours/weeks 5% 0 0 13%
e 5-6 hours/weeks 0 0 0 6%
e >6-7 hours/weeks 10% 4% 0 13%
Support received (emotions felt)
Approachability of staff
e Notatall 0 0 0 0
o Very little 0 0 0 0
e Neutral 0 0 0 8%
e Moderate amount 18%
e A great deal 24% 22% 8%
Part of a team
e 1-2 weeks 14% 5% 5%
o 2-4 weeks 11% 15% 14%
e  4-6 weeks 19% 11% 5%
e 6-8 weeks 9% 7% 8%
e >8 weeks 5% 11% 0 8%
Theory
e <8 hours 5% 4% 0 0
e 8-24 hours 17% 7% 18% 0
e 24-40 hours 19%
e 40-60 hours 17% 21% 14%
e >60 hours 0 11% 0 12%
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Quantitative Survey Graduate Nurses n=40 Senior Nurses n=40
Level of Satisfaction 3 7 11 3 7 11
Performance management

e 1-3months

e 4-6 months 37% 26% 21% 17%
e 7-9 months 0 4% 0 5%
e 9-12 months 0 0 5% 8%
Graduate program

e One 20% 0% 11% 10%
e Two 20% 11% 7%
e Three 0 3% 5% 7%
e Four 11% 14%
e Five 10% 7% 5% 7%
e Six 10% 5%

e Seven 0 3% 5% 3%

Overall satisfaction with 85% 530 63% 67%
program
Note: Clinical rotations — Valuable and satisfied percentage %
Senior nurse time — level of satisfaction
Preceptor shifts — No of shifts that received highest satisfaction level
Graduate nurse coordinator — satisfaction level with the time spent with the graduate
nurse coordinator
Approachability — combined with level of satisfaction with support
Part of the team — combined with level of satisfaction with the grad program
Graduate program — level of satisfaction in each region

Note: The percentage within the regions is the percentage of participating graduates from all
regions not the percentage of graduates hired within the region

Note: The figures in green help to explain the similarities and differences across the three time
frames and between the graduate cohort and senior nurse cohort

Differences between the groups

There was a discrepancy between the senior nurses and new graduate registered
nurses’ perception with the time a graduate nurse coordinator spent with new graduate
registered nurses for the second and third rotation. The graduates believed the support
received from the graduate nurse coordinator decreased over time. The senior nurses

however, believed the support was consistent throughout the graduate program.

The level of theory also differed with the graduates considering they received 24-
40 hours every four months, so not increased at the beginning or decreasing over time.
The senior nurses on the other hand believed the graduate received 40-60 hours of

structured study time.
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Overall, the graduates were very satisfied with the graduate program within the
first four months, however this level of satisfaction decreased when asked again at
seven months and improved slightly by eleven months. The senior nurses considered the
graduate program to be moderately satisfactory.

Summary of chapter

This chapter provided a comparable summary of both new graduate registered
nurses and senior nurses’ qualitative findings. This chapter also provided a comparable
summary of both new graduate registered nurses and senior nurses quantitative results.
The next chapter will present a synthesis of both the qualitative and quantitative
findings in alignment with the research questions and conceptual framework.
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CHAPTER 10: Discussion

Introduction

The previous four chapters consisted of both qualitative and quantitative research
findings for new graduates and senior nurses. This chapter brings together all the
findings and reflects on the graduates’ transition experiences. Transition refers to a
period of change from one stage to another, where one is expected to make adjustments
to new conditions (Bridges, 2009). In this research, it refers to the period when a nurse
commenced his/her graduate program, moving from what is known (university

environment) to what is unknown (hospital environment).

The main aim of this research was to explore how well nursing graduates in rural
and remote Western Australia were supported throughout their 12 months transition to
practice. This study aimed to 1. Determine nursing graduates’ experiences in rural and
remote Western Australia; 2. Determine if the rural nursing graduate programs were
effective in building their confidence for rural practice; 3 Determine the facilitators and
barriers to effective nursing graduate programs; and 4. Determine levels of satisfaction

with graduate programs

This chapter is divided in two parts: the first part presents findings on the nursing
graduates’ experiences and how effective the graduate program was in building the new
graduates’ confidence to work in rural and remote areas of Western Australia. The
second part of this chapter presents the challenges and facilitators for developing a
transition program that meets the needs of graduates, preceptors and health services in
rural Western Australia. The fourth research question pertaining to whether the new
graduates and senior nurses were satisfied with the support received and provided

throughout the graduate program is addressed across both parts of the chapter.

Part One

Experiences of Western Australian rural and remote nursing
graduates

Graduate nurses in rural Western Australia were found to move through three
distinct stages in a transformative progression during their graduate year. The Western

Australian graduates’ level of satisfaction with the graduate program reflected a V-
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shaped pattern, with high scores at three months, a decline at seven months and an
improvement at 11 months (see Figure 10:1). The three different stages have been
labelled ‘Jumping in the deep end with a ‘floatie’; ‘Sink or swim’; and, ‘Swimming

without ‘floaties’’.

Stage 1: Jumping in the deep end with a ‘floatie’

The first stage ‘Jumping in the deep end with a floatie’ refers to the graduates
commencing the graduate year experiencing a lack of confidence, a lack of support,
fearing the unknown, and demonstrating transition shock, yet at the same time being
excited about having the chance to undertake a graduate year and commence working as
a registered nurse, experiencing the excitement of new experiences, moving to a rural
area and being in a graduate program, representing a honeymoon stage. A floatie or
floatation device is reflective of the support received whilst undertaking this turbulent
period of their career.

On commencement of their graduate year, the new graduates experienced both
feelings of excitement and stress and discussed emotions that included exhilaration and
disappointment. The rural graduates felt valued, helped and encouraged and believed
the staff to be approachable within the first three months (see Appendix R). The positive
emotions, excitement, and high level of satisfaction or feeling of euphoria reflects the
honeymoon stage as described by Cheng, Tsai, Chang & Liou (2014) lasting for the
three months. The extended honeymoon period is congruent with Oberg’s culture shock
theory which suggests when moving to a new environment the honeymoon stage may
last from a few days to six months depending on the level of emotional support,
friendliness of staff and excitement of being in a new town (Oberg, 1960). The
graduates indicated satisfaction with emotional support, satisfaction with staff being
approachable and overall level of satisfaction with the graduate program. The graduates
felt a similar level of satisfaction during the supernumerary time which marks the
orientation period both Kramer and Duchscher suggest aligns with the honeymoon

period.

However, within the first three months the graduates also spoke of being ‘thrown

in the deep end’, feeling ‘isolated’ and feared the unknown which is reflective of

transition shock as described by Duchscher (2007). According to Cheng etal (2014)
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reality shock or transition shock involves conflict, pressure and dissatisfaction. When
the graduates discussed the main concepts of the graduate program (Graduate Nurse
Coordinators, preceptorship and theory components) within the first three months,
reality shock and transition shock became evident. Fifty percent of the new graduate
nurses indicated there was a lack of support and spoke of a steep learning curve and
feeling like they were thrown in the deep end without a safety net. The way in which
graduates in this study moved between both positive and negative emotions suggests
they vacillated between both honeymoon and transition shock for the first three months,

depending on the prevailing circumstances.
Honeymoon and transition shock stages co-exist

Differences for this study were found when comparing the rural graduate nurses’
transition to Duchscher’s transition shock model. This research has found a positive
level of satisfaction indicative of the honeymoon stage occurring simultaneously with
graduates experiencing negative emotions related to periods of transition shock. In
contrast to Duchscher’s research (2007) which found that once graduates felt transition
shock that signified the end of the honeymoon period, when a graduate was responsible
for their own patients, feelings of excitement were replaced by fear and anxiety
resulting in transition shock (Kramer 1974; Duchscher, 2008 & 2009; Lea &
Cruikshank, 2014). This would infer a longitudinal transition process, where graduates
move from one stage into the next. In contrast, this research found that new graduate
registered nurses experienced different stages concurrently, primarily based on the
amount of support available at any particular time or during difficult situations. The
findings from this study indicates that transition shock co-exists with the euphoric
honeymoon stage and is dependent on the support received whilst in the initial transition

stage.

While the majority of new graduates indicated they were satisfied with the
Western Australian rural graduate program, they also reported negative emotions of
feeling overwhelmed, under prepared and, at times, isolated at the beginning of their
graduate year. Australian research has found that heavy workloads, inadequate levels of
support and undesirable organisational cultures are associated with negative experiences
within the first year of a nurse’s career, resulting in some 50% of new graduates leaving

during this period (Parker et al., 2012). However, there was no indication at three
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months that the graduates from this study wanted to leave the profession. This was
evidenced in this study by one graduate leaving in the first three months, due to health
implications. Instead at three months the graduates spoke of being valued, helped,
encouraged and befriended. The new graduates felt both excited and stressed, during

their first three months of employment.

The differences with this group of graduates, in comparison to Duchscher’s study
conducted in 2005, may be considered a reflection of the changes within the nursing
industry in Australia. The number of nurses graduating from bachelor nursing degrees
has doubled (Schwartz, 2019). However, health services have not been able to double
the graduate program placements to accommodate the larger number of graduating
nurses (Schwartz, 2019). For example, in Queensland in 2014, 600 of the possible 2,500
new graduates were employed (Tuckett, et al., 2017, p106). This has resulted in
applications for transition programs becoming a very competitive process. With only
half of the Western Australian graduates getting jobs. GradConnect 2019 offered a total
of 582 graduate RN positions across 44 graduate programs in WA and the number of
applications received for graduate registered nurses’ roles equals 1,657 (Department of
Health WA, 2019).

The excitement of being offered a graduate program may be a reason for the
prolonged euphoric effects of the honeymoon stage. This competitive process has
influenced the experience of graduating nurses during their transition program. With
fewer graduate program places available, the graduates interviewed in this study felt
lucky to be offered a graduate program. This ‘feeling lucky’ may have contributed to
the conflicting results from participants indicating that they were experiencing both
positive emotions from a honeymoon stage at the same time as shock from taking a full

workload as a novice nurse.
Rural context

Similarities were also noted when comparing the rural graduate nurses’ transition
to Duchscher’s Stages of Transition Theory (2007). Lack of experience to the patient
population and limited exposure of clinical practice in the undergraduate degree
supports positioning the new rural graduates commencing their transition program as

novice nurses. While graduates in this study had previous experience attending clinical
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placements as undergraduate nursing students in metropolitan hospitals, only few
graduates had completed any placements in a rural setting before they commenced their
transition program. This limited exposure to the type of placement in which they would
work as graduates placed them in the novice category. A novice nurse is any nurse
entering a clinical setting without having any clinical experience of the patient
population and has traditionally been the term applied to student nurses (Benner, 2001).
An advanced beginner progresses from the novice stage after gaining some experience
with a particular patient group and is able to operate independently at a foundation level
(Benner, 2001). According to Benner (2004) a new graduate is an advanced beginner.
Both Duchscher and the findings from this research argue that new graduate nurses are
commencing their transition program in rural areas with limited clinical experience as a

novice.

The category of novice nurse for these graduates is also supported by the data
from the senior nurses who suggested that graduates were commencing the graduate
year with a lack of exposure to the multiple types of presentations and wards
experienced by rural nurses. The limited exposure to different practice environments
may be related to changes in education preparation in Australia, increasing the number
of graduating nurses in response to a predicted nursing shortage in Australia (Al Awaisi
et al., 2015; Health Workforce 2025, 2012). Recent OECD statistics show that Australia
produce the 3" highest number of nurses graduating (OECD, 2019). This finding is also
supported by other researchers who found that educational changes increasing the
number of nursing students, has resulted in a decreased range of placements and new
graduates starting their career as novice nurses (Bvumbwe & Mtshali, 2018; Kavanagh
& Szweda, 2017).

Further similarities to the conceptual framework were evident as the rural
graduates were focused on completing tasks in a timely manner, within the first few
months, as new skills took time to undertake and required supervision. Similar to
Duchscher (2008) ‘doing stage’ this group of graduates, focused their supportive needs
on clinical skills, highlighting a task orientated focus. Time management was a major
focus of the graduates. The experience with learning how to manage time adequately

was influenced by the level of support received. This was similar to Zerwekh and
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Garneau’s (2015) research who suggested the focus on time management was a priority,

as it is an important skill to master and often the centre of a new graduate’s efforts.

Feelings of satisfaction, improved self-esteem, and improved confidence
enhanced the honeymoon stage as new graduates learnt to manage their time effectively.
In contrast, when the graduates were unable to manage their time efficiently negative
emotions occurred which heightened periods of transition shock. During this process the
graduates fluctuated/vacillated between the honeymoon stage and transition shock
dependent on the daily workload, access to senior nurses, preceptorship offered,
feedback received and overall how well supported the graduates felt. When the
graduates felt supported, they experienced excitement and confidence, when they felt
unsupported, the graduates felt anxious and overwhelmed. Graduates could experience a
variety of emotions on a daily basis and even on the same shift.

Theory provision

New graduates reported that their clinical judgment and skills developed
throughout the transition period as they were exposed to different patient conditions and
situations. Graduates reported feeling greater satisfaction when they mastered their time
management skills or identified deterioration in patient conditions, once again moving
them into a honeymoon stage. In contrast, elements of transition shock, were evident
when graduates were over stimulated with learning requirements, through structured
study days, online learning packages and doubted their own clinical judgement. These
findings are comparable to Calleja et al., (2019) research which indicates new graduates
require education in three stages facilitating time to develop skills. For the first three
months after commencing work as a graduate nurse, theory components should only
include; guidance with new skills and procedures, time management, routines and
patient care practices, medication management, and documentation (Calleja et al.,
2019). Theory offered within the graduate program for each region consisted or
orientation and structured study days within the first three months. It was felt that
increased education sessions in the first few months decreased the time available to

develop new skills and build the foundation of rural nursing practice.
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Support

As the graduates in this study entered their graduate programs as novice nurses,
support during the initial months was vital to enable them to develop confidence in their
ability to practice as registered nurses. Graduates who felt supported were able to feel
safe to practice, ask questions and had a preceptor from which to bounce off ideas and
opinions on patient care. When the graduates felt supported, they expressed feelings of
excitement and heightened levels of confidence feeling empowered within the role of a
registered nurse. This is reflective of the honeymoon stage. The support available varied
from shift to shift, so the experience of the graduate also varied. When graduates felt
unsupported during the initial stages, they often felt overwhelmed by the responsibilities
that encompassed the role of the registered nurse. The concerns and uncertainty with
being responsible for their own patient load was increased when less support was
available. This finding is consistent with Phillips et al., (2014) study which found that
graduates with limited support felt unsafe, insecure and severely inadequate for the
tasks at hand. Graduates within this study described episodes of ‘transition shock’ with
feelings of being overwhelmed, isolated and feeling unprepared. The new graduates
expected there would be less support in rural areas, however they were not prepared for

the true limitations and difficulty in accessing assistance.
Preceptorship

The current study found that while graduates were satisfied with the initial
supernumerary time on commencing in a ward, they were less satisfied with the
preceptorship offered to provide ongoing support in the first three months. Support
offered to the graduates through preceptorship was sporadic, often due to staff shortage,
poor rostering, ill prepared preceptors and lack of communication. These findings are
comparable with Bratt et al., (2014) who identified fewer preceptors were available to
provide support within the rural areas. Calleja et al., (2019) study also found low levels
of support available for new graduate registered nurses, highlighting that low resources
are further exacerbated by poor communication, lower skill mix and unprepared
preceptors in rural areas. Despite these findings, on days when new graduates had
support available from appropriate preceptors the graduates in this study were able to
thrive and feel confident and competent in their skills, moving back into the honeymoon

stage.
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To further exacerbate the lack of preceptor support available, new graduate
registered nurses in the current study were often asked to find their own preceptor to
help bridge the gap. Similar to this research, other researchers have found that at three
months, self-selection of preceptors was found to be ineffective for graduates due to
lack of confidence in selection of potential preceptors (Wardrop et al., 2019). This put
further stress on graduates who were unfamiliar with which staff were trained in
preceptorship or able to provide appropriate support and did not have the confidence to
ask staff to preceptor them. Previous studies from rural NSW revealed that, self-support
was only successful if the new graduates knew when they needed clinical support and if
they were confident enough to ask (Lea & Cruickshank, 2007; 2014; 2015). The
graduates in the rural area were not confident in asking for support at three months
when needed from their main support person, the graduate nurse coordinator, many of

whom had ‘open door policies’.

The success of self-support also varied depending on senior staff working on a
shift with the new graduates as not all staff were approachable (Lea & Cruickshank,
2007; 2014; 2015; Mellor & Greenhill, 2014; Ostini & Bonner, 2012). Although within
this study both the senior nurses and graduates reported that the majority of clinical staff
were approachable. This method of individually finding support has been used in other
studies and reflects a lack of structured preceptorship (Lea & Cruickshank, 2007; 2014;
2015; Mellor & Greenhill, 2014; Ostini & Bonner, 2012). The structure of preceptorship
was varied, and at times, limited or missing within the seven regions. Wardrop et al.,
(2019) found that the requirement for graduates to identify and ask a staff member to
preceptor them resulted in the new graduate registered nurses not having a primary
preceptor nurse from which to get support, leading to the graduates to rely on an
assortment of nurses for help. Calleja et al., (2019) suggest that inconsistent and erratic
support can lead to increased confusion and loss of confidence. This was similar to the
experience this cohort of new graduates faced when support was inadequate, resulting in
periods of transition shock.

Graduate nurse coordinator

Not only did the graduates find it more difficult to transition to the role, failed
expectations of a registered nurse when preceptorship was inadequate, but many felt a
lack of support from the graduate nurse coordinator further exacerbated their difficulty
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with the transition experience. The graduates in this study expected more mentorship
from the graduate nurse coordinator, which reflected the different expectations between
rural and metropolitan health care sectors. The graduates in this study expected the level
of support to align with the support received from clinical facilitators as an
undergraduate student which differed considerably to what they experienced when they
started employment as a registered nurse in the rural areas. No fulltime graduate nurse
coordinator was available to support graduates on any ward. This is similar to findings
from Lea and Cruikshank (2017) who found that in rural areas, there is often no fulltime
designated person responsible for the graduate program. Regardless of limited resources
the graduates in this study did also indicate they received support from the graduate
nurse coordinator when unable to address both personal and professional conflict, for
example power imbalance or personality clash, on their own. The role of the graduate
nurse coordinator and barriers to preceptorship will be further discussed in part two of
the discussion chapter as it reflects both the facilitator and barriers to rural graduate

program.

Role ambiguity

New graduate nurses found one of the challenges of starting the new role was
determining what the requirements of their role was. Graduates who had experienced
preceptors were able to work through role responsibilities with them. This resulted in
increased confidence and excitement in learning the role of a registered nurse resulting
in the euphoric emotion evident within the honeymoon stages. If a graduate was paired
with an inexperience or busy preceptor, the responsibility for determining practice
requirements was left fully up to the new graduates. This is not a new finding as
research indicates transition shock is enhanced when unclear practice requirements were

portrayed by senior nurses supporting new graduates (Duchscher, 2009).

Similarly, graduates indicated a need for easy access to policy and procedure
manuals to enable them to find hospital guidelines to support decision making.
Literature stipulates graduate nurse coordinators, nurse managers and effective
preceptors are well placed to help new graduates who experience role ambiguity (Chang
& Hancock, 2003). Access to guidelines increased the confidence of graduates, whilst
when unable to find guidelines or when changes were being made and not

communicated clearly to new graduates, their confidence and satisfaction decreased,
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resulting in graduates feeling inadequate in the role of a registered nurse. These findings
aligned with Phillips et al., (2014) study which identified unclear expectations resulted
in role ambiguity. The graduates expressed the need for clearer guidance to help them
develop a better understanding of their roles. Role ambiguity further exacerbated their

transition shock experience.
Team member

The graduate’s transition journey included sociocultural aspects which centred on
the feeling of belonging and developing professional boundaries. Within the first three
months, the graduates were satisfied with the time it took to belong or feel part of the
team, indicating they had expected it would take time to become familiar with the new
environment. Similar to Lea & Cruikshank’s (2007) findings, this study identified that a
sense of belonging was significant for all new graduates, especially rural graduate
nurses who often socialise with the same people they work with. Less than half of the
graduates within this study moved to the rural area because of family connections,
rather due to interest in a rural lifestyle and employment opportunities. Hence the new
role required development of not only employment relationships, but new social and
support networks. Research proposes that it is important for new graduates and
colleagues to bond allowing for an increased sense of belonging, decreased sense of
isolation, and ability to debrief if or when challenged (Cubit & Ryan, 2011; Rush et al.,
2013). This need to develop new personal relationships in a small rural community led
to some graduates from this study feeling isolated. For the rural graduates in Western
Australia, isolation was lessened with increased peer support and/or frequent trips
home. This cohort of graduates felt a sense of belonging, finding support from family,
fellow graduates and/or staff members and were excited to be given the opportunity to
work in rural areas. The excitement of starting new and/or moving to be with family,
enabled the graduates to experience the positive emotions of the ‘honeymoon stage’

when provided with appropriate supportive measures.
Self-esteem

In this study, the level of self-esteem of the graduates was seen to influence their
transition shock. Most of the new graduates in this study reported a moderate to high

level of self-esteem, which may contribute to high satisfaction level and prolonged
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experiences of the honeymoon stage within the graduate program at three months. This
is supported by research which suggests the level of self-esteem of a graduate influence
the depth of transition shock experienced (Dames, 2019). There was an understanding
by the Western Australian new graduates that it takes time to learn new routines and
good and bad days are to be expected for all nurses. This understanding is thought to
assist new graduates in their transition as they see that all nurses experience good and

bad days, although less often than new graduates (Zerwekh & Garneau 2015).

Stage 2: Sink or swim

Graduates, at seven months sank when they were exhausted, disappointed,
unsupported and/or feel disillusioned by the reality of nursing. The graduates swam
when they were supported and realised, they were ready to learn more and felt confident
in asking for help.

Following the initial stage of concurrent honeymoon and transition shock,
graduates in this study experienced a period of transition crisis. Midway through the
transition year graduates reported feeling exhausted and needed a holiday, and often felt
like they were ‘sinking’, not coping. The initial transition shock had deepened to crisis
level due to the loss of the feeling of excitement and euphoria experienced during the
honeymoon stage, decrease in available support and realisation that the current role may
be similar for the rest of their nursing career. Transition crisis was first identified by
Duchscher (2007) as a time when graduate nurses begin to show disappointment or
identify inconsistency within the health care environment.

Graduate nurses in Western Australia reported feeling less supported at the
midway point in their graduate program and indicated being less satisfied with the
decreased time available to spend with the graduate nurse coordinator and preceptors.
Graduates reported a decrease in satisfaction with the amount of supernumerary time
when changing rotations, frequency of feedback received, ability to become a team
member and the overall satisfaction with the graduate program midway during the

graduate year.

Within this study graduates felt like they needed increased support for longer
durations and often felt they had to prove their capabilities with each senior nurse.

There was also increased workload for some, and little tangible feedback received from
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preceptors or the graduate nurse coordinators at seven months. These factors led to the
graduates expressing feelings of dissatisfaction and exhaustion. The change in
satisfaction and exhaustion indicated that a transition crisis was occurring and at times
graduates felt like they were sinking. As the graduates progressed through the transition
year, support measures were lessened as senior nurses believed that they had developed
the required skills and knowledge to function independently. This is similar to other
studies which suggests that by midway through programs, graduates are expected to
have become familiar with the hospital environment and have developed a heightened
level of confidence (Adams & Gillman, 2016; Fowler, Twigg, Jacob & Nattabi, 2018).
This current study demonstrates that, with the loss of the honeymoon stage among
nursing graduates in rural and remote Western Australia, transition shock actually
deepens into a period of crisis and graduates felt they would either sink or swim
depending on the support received (see Figure 10:1). This would indicate that
supportive measures for graduates needs to continue past the midway period to decrease

the effects of the transition crisis, particularly when changing to new clinical areas.
Exhaustion - sinking

Work-life balance started to become a focus of new graduates around midway
through their graduate program. Graduates worked fulltime and also took on extra work
when requested, suggesting that this made them ‘feel needed’ and ‘valued’. Rostering
seemed to be a concern with graduates who reported being rostered seven days
continuously with no breaks in between. This may have added to the graduates’ struggle
with the work-life balance and the exhaustion following the large amount of change
they had experienced. This was comparable to Boamah and Laschinger’s (2016)
research, which showed that job stressors, such as extra shifts and workload can
strongly affect a graduate’s work-life balance. Further research also indicated emotional
exhaustion is the main construct involved in burnout which can manifest as cynicism
and affect interpersonal professional relationships (Boamah & Laschinger, 2016;
Laschinger, Borgongni, Consiglio, & Read, 2015). This is similar to what emerged from
this study and is reflective of the transition crisis experienced by the graduates (see
Figure 10:1). Unlike research by Duchscher (2009) which suggests graduates are
isolated and exhausted once the initial transition period ends at three months, the current
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study found that exhaustion became evident midway through the transition program,

around the seven-month period. This is a new finding from this study.
Swimming with help

Midway through the program the graduates began to complete tasks with
increasing level of confidence and begin to accept responsibility for clinical decision
making. Graduates at seven months, now had an understanding about what was
happening around them and had built confidence in their own ability to judge, predict
and plan appropriate clinical nursing care. The graduates had moved from novice nurses
to advanced beginners as defined by Benner (2004), as they have some experience in
the rural environment and were able to operate independently at a foundation level. The
graduates in this study were less occupied with their assigned tasks and were now able
to focus their own personal development as a nurse, moving from the ‘doing’ stage to
the ‘being’ stage role of an advanced beginner as described by Duchscher (2007).
Duchscher (2007) described the ‘being’ stage as where graduates begin to question,
examine and search for answers or explanations. As an advanced beginner, nurse
graduates in this study demonstrated greater self-confidence, an eagerness to learn more
to improve their nursing knowledge, but still felt the need for guidance so they could
‘swim’ better. The graduates had gained an understanding about the constraints with the
support available. Lea and Cruickshank (2014) suggest that the implementation of a
structured preceptorship may also help to build graduates’ level of confidence to move
from the novice to advanced beginners’ stage in nursing. However structured

preceptorship was limited in rural Western Australia.
Theory provision

At seven months the graduates’ level of satisfaction with the theory increased
significantly. Having mastered the basics of nursing care and ward structures, the
Western Australian new graduates were ready to learn more and make use of the
advanced skills or unstructured education available. This was similar to findings by
Duchscher (2007) who suggested that once the graduates work through the emotional
turmoil of commencing a new role, they are committed to work towards professional

growth (Duchscher & Windey, 2018). As the many of the graduate programs had

245



decreased the amount of study days by seven months, graduates had to find other ways

to increase their knowledge.

Ad hoc education was ward dependent and although graduates were exhausted
midway through the program, they would attend extra study sessions on their rostered
days off. The graduates were becoming more vocal about the content and delivery
methods of the graduate study days. Studies have indicated that a degree of socialisation
and assimilation is required before graduates are ready to embark on further education
(Adams & Gillman, 2016; Feng & Tsai, 2012). This may account for the graduates in
this study, renewed thirst for knowledge, and being ready, at seven months, to engage in

the non-mandatory self-directed learning packages.
Support

Learning how to manage challenging relationships was difficult for the Western
Australian new graduates. At this stage the graduates, recognised power relations within
the nursing hierarchy and were aware of how personality differences impacted on
working relationships within the hospital setting. No longer influenced by the
honeymoon stage, the graduates were able to recognise workplace incivility and started
to identify the process of management within their environment. Negative workplace
behaviour increases the depth of transition crisis and when management accept the
behaviour as the ‘norm’, continues to be a problem for new graduates (Hawkins, Jeong,
& Smith, 2019). Some graduates within this study reported not being welcomed by
senior management when they initially commenced a new rotation. When graduates felt
unwelcome and/or experienced negative attitudes and felt staff were unapproachable,
this contributed to the graduate’s feeling like they were drowning. This is supported by
other research which found negative attitudes of staff can affect a graduate’s experience
(Lea & Cruikshank, 2014). Both new graduates and staff new to the clinical area
adopting negative behaviours by senior nurses is described as a coping mechanism to
try and fit in with other nurses (Hunter & Cook, 2018). Within this study there was an
underlying reflection that if the graduates survived a less supportive environment, they
would succeed in nursing anywhere. This aligns with reports that senior staff justify
negative workplace behaviour as a way to improve a graduate’s clinical abilities
(Hawkins et al., 2019). The Western Australian rural graduate programs did not appear
to assist in buffering negative attitudes of nurses towards especially new graduates. The
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graduates believed they experienced workplace incivility when receiving critical
feedback, feeling ridiculed and belittled. There were also reports of not being helped
even when they asked and being left to believe they were inadequate in their role. These
findings are comparable to research by Chachula, Myrick, and Yonge (2015) which
described these challenging behaviours as horizontal violence which is often associated
with a hierarchical organisational structure. The graduates within the current study
managed incivility by gravitating towards approachable staff members for help so they
could become better swimmers. This is comparable to Laschinger and Read’s (2016)
research, who suggest that using authentic leadership behaviour, approachability, direct
guidance, and support, may help reduce workplace incivility. Few graduates managed to
talk with the graduate nurse coordinator when they were unable to resolve matters on
their own. By the middle of the graduate year, graduates had developed the confidence

to speak up about negative experiences with senior nurses.
Team member

The number of rotations in the graduate program influenced the ability of
graduates to feel a sense of belonging in each clinical area. The shorter rotation between
clinical areas resulted in the graduates expressing a reluctance to form strong
friendships, as they knew they would not be staying long. The experience of feeling
isolated enhanced the transition crisis at the seven-month period. Being accepted as part
of the team was important to the emotional wellbeing of the graduates and influenced
how they reported on their experience. Graduates in this study were rotated to new
clinical areas within their transition program on average every four months. According
to Missen, McKenna and Beauchamp’s (2016) research, graduates starting new on a
ward, having to re-socialise with ward culture, and meet new members of the staff,
increased stress and job dissatisfaction. This is comparable to this study’s findings with
each new rotation, graduates felt they had to build new relationships, prove their clinical
competency to the new staff and work through experience of horizontal violence.
Although some graduates reported positive experiences when changing clinical areas,
other graduates reported feeling ridiculed and belittled. This was in part, due to the need
to develop new skills and competencies for each clinical area and the decreasing support
offered to assist the new graduate to develop these competencies as the year progressed.
This study identified that understanding the culture of the ward environment and
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learning how to interact appropriately with both staff and patients, was just as important
and often more challenging than becoming proficient in a variety of clinical skills.
Similar to Feng and Tsai’s (2012) findings, being part of the team is really important for
graduates. For Western Australian new graduates, feeling a sense of belonging was
sporadic, present one day gone the next, and dependent on the ward environment, skill
mix, and workload. Creating a sense of belonging for the majority of graduates was also
limited due to the length of each rotation in each of the clinical areas. The link between

feeling part of the team and clinical rotations will be further discussed in part two.

Although the graduates suggested they were quicker to settle into their second
ward, the graduates were less satisfied with being part of team and the support provided.
The reduction in level of satisfaction was found to be directly related to the graduates
increased understanding of ward management and decreased supportive measures.
Findings differed between the ward areas where graduates were placed, suggesting that
the level of satisfaction with the graduate program and a sense of belonging depended
on both the culture of the ward and length of time spent in the clinical area. Therefore,
being able to settle quickly (swim as opposed to sink) at the start of their second
rotation might be more reflective of the graduates learning how to manage as opposed to
feeling like they belong. This was comparable to Hunter and Cook (2018) who
discussed the importance of professional socialisation and learning professionalism
from experienced and approachable nursing role models. Level of satisfaction for both
preceptorship and supportive measures was reduced at the seven-month period, in line
with the reduction of support, however this type of focused support was still needed to
help new graduates settle and understand the cultural nuances within a new

environment.

Peer support

Peer support became an important part of the coping mechanisms of most
graduates by the middle of the graduate year. The excitement of being a registered nurse
was no longer evident and the graduates were beginning to understand, at a deeper level,
there was a difference between their idea of nursing and the reality of nursing. The
graduates were disillusioned and the feeling of being homesick became evident for
some graduates. It was at this point that peer support became important. Regular peer

debriefing enabled a sense of belonging, feeling less alone and knowing that it is okay
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to have a bad day. This aligns with research suggesting graduates, reaching this stage,
were developing their professional identity, which is influenced by experience and
ability to assimilate (Rasmussen, Henderson, Andrew, & Conroy, 2018). Regular
debriefing was formally organised fortnightly by the graduate nurse coordinator and
informally by graduates themselves in some regions, which helped the graduate’s ability
to assimilate and feel a part of the team. These findings are similar to the work of Lea &
Cruickshank (2014) who identified that debriefing sessions are a valuable support for
rural graduates. However, some new graduates in this study expressed reluctance to
attend planned informal and formal debrief sessions held during work hours when it
conflicted with patient care needs. This may have been reflective of the graduates not
being confident within the current environment to delegate patient care to a team
member, the high workload expected of all staff or the belief that to be a successful
registered nurse, they needed to be able to provide all required patient care

independently.

Graduates in this study expressed their desire for more one-on-one support during
the middle of their graduate year. They had developed the confidence to speak up for
themselves. The graduates advocated for themselves when there was a lack of support
due to no allocated preceptor or heavy workloads. Once again, this suggests the need for
supportive measures to continue for a longer period, opposed to being reduced as the
graduate progressed.

Stage 3: Swimming without ‘floaties’

The final stage ‘swimming without floaties’ reflected an adjustment stage.
Increased satisfaction and confidence with their nursing role was evident and the
graduates’ discussions focused on future ambitions as a nurse. This study found that by
the end of the graduate nursing program, all graduate nurses felt confident about
practicing in rural and remote areas. The graduates were proud to reflect they felt
equipped to work anywhere because of the clinical experiences gained in a rural sector
even more so, when they compared themselves with colleagues from metropolitan
areas. This finding differs to Bratt et al., (2014) study which identified increased

autonomy resulted in increased job satisfaction.
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The graduates had an increased level of confidence with caring for complex
patients. The graduate’s level of confidence was incremental and developed throughout
the Western Australian rural graduate program. In contrast, McKenna and Newton’s
(2008) study identified new graduates did not feel confident in the role of a registered
nurse until the end of the 12 months transition program. Despite the graduates
projecting confidence in the final stages of the graduate program, they still indicated

that support in the form of career advice and debriefing after critical events was needed.
Theory provision

At the end of the graduate program the graduates’ focus changed from surviving
on the wards to determining how to secure future employment. This is reflective in the
qualitative findings ‘ok got it, now what?’ theme. Graduates were looking for career
advice and for future studies to enable them to work in their chosen areas. This is
similar to the findings of Duchscher (2008) who found that during the final transition
stage the ‘knowing stage’, the graduates were interested in advancing their career paths.
Graduates receiving advice in planning towards future career goals was dependent on
the individual graduate nurse coordinator and each graduate. Lea and Cruickshank
(2014) also identified the need for education of graduates in the final stage to include
interview skills to assist in gaining further employment. By the time the program had
finished, some of the graduates had already commenced further studies and many had
secured extended employment contracts. In some regions, graduates began to focus on

developing leadership skills and the role of a shift coordinator.
Support

Despite the graduates increased confidence and readiness to plan for the future,
this group of graduates still felt the need for support. There was a need for formal
debriefing sessions with senior nurses after clinical events. The events did not always
revolve around a medical crisis, however due to the rural and remote environment,
critical events such as caring for people they knew from the community added stress
that may not have occurred in the undergraduate experiences or in a metropolitan
region. Lack of anonymity and the increased importance of personal and professional
boundaries, and confidentiality are often more apparent within small rural communities

(Oosterbroek, Yonge, & Myrick, 2017). Combining personal and professional roles may
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reflect a sense of belonging, however learning how to apply professional boundaries,
balancing the conflicting expectations often takes time (Yonge et al., 2018). Supportive
measures were required more for future direction and emotional support needed to
continue to help develop an understanding of how to work professionally in the same

community you live.
Team member

A sense of belonging influenced the graduates’ desire to further their educational
opportunities and clinical skills. Graduates who felt a sense of belonging were often
ready to precept students and learn advanced skills. Graduates who did not feel a sense
of belonging failed to integrate further into the program and withdrew from the
opportunities to advance their skills. This was comparable to Lea and Cruickshank’s
(2017) study who suggest graduates who received insufficient socialisation often
resulted in low motivation for increasing clinical skills. For this study, the lack of
motivation could also be attributed to limited future career opportunities available in
rural areas. Providing one study day focused on graduates’ current and future needs is a
recommendation from this study. This recommendation was comparable to Duchscher’s
(2008) findings, which highlights future career and educational support is required in

the final stages of the transition program.

The graduates had successfully transitioned from student to registered nurse. By
this stage, the graduates had learnt who they could trust and rely on for positive and
constructive guidance. This signified that the new graduates had learnt the skill of
professional socialisation. These findings are comparable to Duchscher’s (2008)
research who identified that graduates at the ‘knowing stage’” were able to answer
questions and assist others with their workload, having obtained a greater ability to
cope. However professional socialisation is reflected in Lea and Cruickshank’s (2014)
research when the graduates at the 11-12 month timeframe felt accepted by the team and

had made positive relationships.
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A reason for new findings from this study could be attributed to the time of data
collection accompanied by the mixed methods approach. Similar to this study, Ulrich et
al., (2010) Goode et al., (2009) and Williams, Goode, Krsek, Bednash, and Lynn (2007)
identified that new graduates started with high satisfaction rates, which decreased
around six months before improving. Each of the studies data collection time points
were at the beginning middle and end, as opposed to three, seven and 11 months. In
contrast, Rush, Janke, Duchscher, Phillips, and Kaur (2019) identified studies that
indicated a graduate’s level of satisfaction did not change throughout the 12 months.
Within a different study, the graduate’s level of satisfaction was mixed dependent on
which component was being measured e.g. workload, or support (Hussein, Everett,
Ramjan, & Salamonson, 2017). The survey was applied at the beginning and end of the

transition program.

Two studies have collected data at the three different time points, three, six and 12
months similar to this research, and measured level of satisfaction (Missen, McKenna,
and Beauchamp, 2014). Both studies described by Missen et al., (2014) were descriptive
comparative designs, the method used was quantitative only and found the graduate’s
level of satisfaction was high. Lampe (2014) identified the satisfaction level continued
to decrease over the 12 months. In this study, the Western Australian rural and remote
graduates started with a high to mid-level of satisfaction followed by a steep drop in
satisfaction (except for theory) before improving slowly at 11 months.

Summary

Graduate programs continue to be needed to support the transition of new
graduates from student to independent registered nurse. The decreased clinical hours
offered in undergraduate degrees and increased number of graduating students each
year, has changed the construct of a graduate to completing their degree at the novice
level. Graduates go through different stages throughout their graduate year. The first
stage, thrown in the deep end with a floatie, involved new graduates vacillating between
transition shock and honeymoon periods resulting in a high level of satisfaction overall,
however concurrently experiencing transition shock as they were faced with limited
support and confusion regarding their nursing role. Towards the middle of the graduate
year, graduates were exhausted from the physical and emotional changes, and their level

of satisfaction dropped significantly resulting in a crisis point where graduates would
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sink or swim depending on supportive measures. Although the graduates had started to
question the application of the structured program, they soon became advocates for
themselves. Questioning, advocating and being more settled signified the progression to
the advanced beginner’s stage by the middle of the year. The adjustment period began
towards the end of the 12-month program and graduates were ‘swimming without
floaties’ and the need for as much support and displayed confidence and competence in
working towards their future careers. The transition occurred in a linear progression
over three distinct stages. The graduates support needs differed at each time point

however support was required for the full transition year.

Part Two

Introduction

Part two will focus on the facilitators and barriers to a successful transition for
graduates identified throughout the transition journey. This will be broken into two
main themes which surfaced, the first includes the provision of supportive measures.
Focused support, close one-on-one support, was not consistent throughout the programs
in all regions. The second highlighted, was the importance of a sense of belonging

within the hospital and ward environment.

Facilitators and barriers to effective rural nursing graduate programs

Facilitators to effective nursing graduate programs in rural and remote Western
Australia include adequate supernumerary time, trained preceptors and structured
education sessions. Barriers to effective nursing graduate programs include short
clinical rotations, ineffective preceptorship and limited resources. Support available for
implementation of graduate programs in Western Australia’s rural sector was limited,
and both graduates and senior nurses struggled with the lack of resources. Similar
findings were identified in other research into rural graduate programs in Australia
(Calleja et al., 2019; Lea & Cruikshank, 2017; Lea & Cruikshank, 2014).

Supportive measures

Role of the graduate nurse coordinator

Graduate nurse coordinators within Western Australian rural and remote regions

held multiple roles and were undertaking the graduate nurse coordinators role in a part-
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time capacity. This meant that support from the graduate nurse coordinator was not
always available to graduates. Graduate nurse coordinators were responsible for
recruitment of new graduates, administration of the program, clinical rotations,
facilitating the study days as well as being available for emotional and social needs
(Missen et al., 2016). Comparable to Lea and Cruickshank’s (2017) research, the rural
graduate nurse coordinators in Western Australia were often restricted in providing
focused support in rural areas due to multiplicity of roles and limited time allocated for
graduate support.

Support from the graduate nurse coordinator decreased throughout the graduate
year to coincide with graduates’ increased confidence and skills acquisition. This is
supported in research by Adams and Gillman (2016) which identified a decreased
focused support was appropriate in the second rotation because the graduates were
familiar with the clinical environment. However, within this study the level of
satisfaction with the time spent with a graduate nurse coordinator decreased
significantly midway through the program, suggesting the level of support may have
been reduced too early. This is supported by other research, which suggests that a
decrease in support over time should not automatically occur, but be tailored to graduate
specific needs (Calleja et al., 2019). Several authors suggest a 2-3 tiered approach for
the provision of support as occurred in the graduate program, with a preceptor, a clinical
nurse manager and a graduate nurse coordinator providing appropriate support needs at
different intervals for individual nurses within the transition program (Calleja et al.,
2019; Rush et al., 2019; Lea & Cruikshank, 2014). Although the three tiered approach
was implemented in rural Western Australia, the part-time allocation of the graduate
nurse coordinator, difficulties in preceptor allocation and limited support time available
due to multiple roles made this approach less effective. The lack of support available for
graduates may limit their professional development as current research suggests it is
important for graduates to be challenged and adequate support provided for professional
development to occur effectively (Calleja et al., 2019). Within this study, a barrier to the
transition of graduates was with the time available for graduate nurse coordinators to

spend with each graduate to build confidence and develop skills.

The Western Australian new graduates continued to expect assistance from the

graduate nurse coordinator in areas of social and emotional support, for example
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conflict resolution, which was not always forthcoming. Similar to Lea and
Cruickshank’s (2017) findings, this research suggests that graduates’ expectations of
support from nurse management (both graduate nurse coordinator and clinical nurse
manager) was left unmet. Missen, McKenna and Beauchamp (2015) suggest graduate
nurse coordinators are expected to work closely with graduates and assist in identifying
challenges and clinical strengths within a graduate’s first year of practice, providing
continuing intellectual analysis and providing educational needs specific to the wards.
However, this current study found that a considerable number of graduates believed that
this level of support was not available to them and was only experienced by a minority

of graduates.
Feedback

The graduates were satisfied at three months with the feedback they received
which related to the performance appraisal and completed reviews from preceptors
and/or clinical nurse managers before moving to the next rotation. According to
Poikkeus, leino-kilpi, and Katajisto (2014), this was the perfect time, for senior nurses
to nurture graduates, inspiring them to improve in areas of weakness and highlight areas
of strength. This feedback helps to develop a graduate’s self-awareness and focuses on
the capacity for each graduate to evolve (Poikkeus et al., 2014). This transition
facilitator is aligned within the first three months when graduates received increased

support.

Formal feedback was provided within the first six months by managers and
preceptors, not from graduate nurse coordinators. Within this study, formal feedback
after six months was found to be limited from the preceptors and managers due to poor
rostering and/or lack of knowledge on how to provide constructive feedback. This was
similar to Lea and Cruickshank’s (2017) research who identified that many graduates
did not receive formal feedback instead often relied on causal conversations. This vital
feedback could be improved if appropriate training was provided to all preceptors
within the rural sector on the importance of providing feedback to the professional

development of graduates.

The new graduates needed feedback support throughout the 12 months. During

the latter half of the graduate program, both informal and formal feedback support was
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sought from whomever would provide it, preceptors, senior nurses and managers, in this
study, and less from graduate nurse coordinators. Some similarities with this research
aligned with Calleja et al., (2019) findings, which suggests graduates often turned to
managers and clinical educators for feedback, debriefing, emotional support, advocacy
and encouragement within their clinical practice. This research ascertained that the
graduates did not expect formal feedback from the graduate nurse coordinator. Within
rural Western Australia, formalisation of a team approach would improve this
supportive requirement drawing on managers, preceptors and graduate nurse

coordinators to provide formal feedback.
Preceptorship support

In the Western Australian rural areas, senior nurses understood that graduates
were allocated preceptors for the duration of their clinical rotation however, in reality
from a graduate’s perspective it was less than 1-2 weeks. After the initial two weeks
(supernumerary time) the rostering system resulted in challenges for the partnership to
continue due to night duty, holidays and skill mix. Fewer senior nurses in some areas
resulted in the graduate working opposite shifts. These issues with preceptorship in rural

environments are similar to those identified by Calleja et al., (2019).

Both new graduates and senior nurses felt there was a lack of focused (one-on-
one) support, such as preceptorship throughout the Western Australian rural graduate
program and limited availability of senior nurses, this increased the challenges for the
new graduates. Within the first three months a lot of the graduates felt abandoned due to
the inadequate preceptorship. Graduate nurses reflected a lack of support through the
negative emotions felt and experience of transition shock. The lack of preceptorship was
apparent throughout the graduate year, however at seven months the graduates were
able to identify issues with the health system, such as rostering and the part-time

workforce, which led to some understanding about the lack of effective preceptorship.

Senior nurses discussed the need for a team approach to help address the lack of
preceptorship being delivered. Within this study both individual preceptorship and team
preceptorship was implemented depending on the region and available resources.
Despite these efforts, overall there was a lack of satisfaction with the preceptorship

offered. Calleja et al., (2019) suggested a variety of methods in addition to
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preceptorship could be used to provide focused support, such as a one-on-one mentoring
and group mentoring to overcome the limitations of preceptorship in rural
environments. Having a mentor and a preceptor may have helped increase the level of
support, however structured mentorship was not evident for the graduates within this

study.

Graduates were often encouraged to find their own support when preceptorship
was not provided, or to self-select their own preceptor. Senior nurses believed the self-
select process was one method that would help address the limited resources barrier to
providing adequate support. However, the success of self-support varied depending on
senior staff working on a shift with the new graduates because not all graduates had the
confidence to ask staff for preceptorship and not all staff appeared approachable to
graduates (Lea & Cruickshank, 2007; 2014; 2015; Mellor & Greenhill, 2014; Ostini &
Bonner, 2012).

Training and recognition

Senior nurses in this study highlighted the need for the training of preceptors. If
the preceptor functioned as an educator, socialiser and validator for clinical skills, these
attributes helped improve the confidence and competence of the graduates (Quek, Ho,
Hassan, Uek, & Shorey, 2019). In direct contrast, when feedback was inadequate or
avoided and the preceptor did not help validate clinical skills, the confidence and self-
esteem of graduates within this study decreased. According to St-Martin, Harripaul,
Antonacci, Laframboise, and Purden (2015), effective preceptorship is important to a
graduate’s transition as preceptors who were inexperienced, unprepared or unreceptive,
hindered their development. Both graduates and senior nurses identified that there were
not enough preceptors with appropriate experience or formal training in rural Western
Australia to provide the appropriate level of support to graduate nurses. Research
suggests that a supportive environment including affective preceptorship and an
appropriate skill mix are vital to enable a supportive learning platform (Wardrop, et al.,
2019). Graduates within Western Australia believed that if they needed focused (one-
on-one) clinical support, they were required to rely on identifying staff from which to
seek help themselves. If the graduate was successful, this may have provided a
supportive person however less was known about their preceptor skills. Facilitators or

requirements for preceptor training, according to Rush et al., (2019, p.153), involves
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“adult learning principles, learning styles, conflict resolution, interactive experiential
approach and frameworks such as Benner’s novice to expert transition framework”.
Inadequate preceptorship was a barrier within the rural areas and preceptorship training
is needed in rural Western Australia to help address this gap. Successful preceptorship
in specialised and in rural clinical areas increases retention rates (Oosterbroek et al.,

2017) and may decrease transition shock for all rural new graduate nurses.

Preceptorship in rural Western Australia was considered effective if the graduate
was paired with an experienced and supportive preceptor. This aligns with Rush et al.,
(2019) findings who also indicated that preceptorship was poorly received when
graduates were matched with a less supportive or inexperienced nurse. Within this study
it was identified that not all nurses have the desire or appropriate attributes such as
patience, knowledge, ability and willingness to teach. Comparable with Calleja, et al.,
(2019) findings who further stipulate that many staff do not know what supportive

needs graduates require to successfully transition.

From the findings of this research, it is apparent that preceptorship should be
formally recognised in workloads and each preceptor should receive adequate training.
‘As Pasteur famously noted, experience alone is not sufficient to provide expertise’
(Schwartz, 2019 p.45). The senior nurses identified a lack of enthusiasm towards the
role of preceptorship and suggested formal recognition and training as a possible
solution. However, research suggests that adequate training might be affected by
staffing limitations and workforce shortages which may result in lost opportunities to
attend education sessions and enhance professional development (Twigg, Cramer, &
Pugh, 2016). The education available for preceptors in rural Western Australia was
limited and involved online learning packages. There was very little recognition and
therefore no real incentive for senior nurses to take on the role of a preceptor. The
preceptorship role was additional to the clinical role expected of senior nurses. It was
often considered part of the role of a registered nurse, although workloads were never
adjusted to acknowledge the extra work involved. The level of preceptorship needs to

improve in rural Western Australia for support mechanisms to be effective.
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Educational support

Education is about the transference of knowledge. How knowledge was shared,
transferred and learnt was important for all involved in the graduate program. Areas of
educational support required within the graduate program included structure and

flexible support and simulation.
Structured

This research highlighted a need for education to be structured with direction as to
what to complete for both mandatory and specific ward requirements. Five to six study
days were allocated throughout the year, but most front loaded the days into the first six
months of the program. This seemed to cause increased stress and overload for the
graduates who just wanted to know enough about the health service and role
requirements to survive their first placement. Decreasing the theoretical load at the
beginning of the program was thought by graduates to help with time management and
ability to access online resources more proficiently, enabling graduates to focus their
energy on the important skill development areas. These findings align with studies that
indicate organisational socialisation needs to happen before graduates can focus on
structured education (Feng & Tsai, 2012; Malouf & West, 2011). The graduates’ focus
on time management during the first few weeks resulted in them having a limited ability
to undertake and appreciate additional education opportunities. During the first three
months, graduates’ were constantly learning as they encountered new patient conditions
and worked to consolidate skills. This resulted in the graduate feeling less satisfied with
the educational component of the graduate program, as they were already feeling
overwhelmed with individual learning opportunities. This is in contrast to the beliefs of
senior nurses who felt they needed to provide all the information that graduates needed
at the start of the graduate program. The graduates in Western Australia did not seek
further education until midway through the transition year. These findings are
comparable to McKenna and Newton’s (2008) research who suggested that it takes up
to six months before a graduate is settled. The graduates required a structured education
program, consisting of only the necessary mandatory and ward specific knowledge to

navigate the ward and patient care, especially within the first three months.
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Rural and remote Western Australian graduates identified that their professional
development was limited by a lack of staff development nurses, limited resources and
they often missed education sessions due to time management concerns. These findings
were similar to Hendrickx and Winters’ (2017) research which highlighted that a lack of
time, inadequate staffing, lack of technological resources, and lack of a dedicated
clinical educator as barriers to providing education in rural areas. The graduate nurse
coordinators in this rural study were focused on organisational directives, however
many were also open to suggestions and when possible, allowed flexibility within the
education schedule. This aligns with Missen et al., (2016) research who suggested the

structured study days are dependent on financial and organisational directives.
Flexibility

Increased flexibility in educational delivery was considered beneficial midway
through the program by both graduates and senior nurses. Education needs of graduates
began to focus on developing increased ward specific clinical skills rather than general
skills, which were desirable to increase knowledge specific for each clinical
environment. This is comparable to Missen et al., (2016) research which indicates
graduates want education that is relevant to their everyday clinical practice. Midway
through the program graduates felt they needed to know more and were ready to learn.
More online learning packages were being utilised by graduates as they identified their
own learning needs. Flexibility within the education supportive measures was warranted

at this stage to enable graduates to access education as they felt ready.

At seven months both structured and flexible learning was appropriate, and within
this research both were valued by the graduates and senior nurses. Graduates expressed
a desire to have a voice in planning the content of education sessions by midway
through the program. However, research by Missen et al., (2016) recommended a needs
analysis before developing the graduates’ study days. This could be done with graduates
during the program to ensure that both required content from the health service and
specific needs of graduates were being met. The structured study days for the majority
of program were assigned throughout the year. Some senior nurses tailored the
graduates’ education sessions to what would be applicable for future and/or current

clinical areas.
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Simulation

Face-to-face educational support from senior staff and other opportunities proved
difficult in the rural areas. However, when structured study days and ad hoc sessions
were scheduled, both senior nurses and new graduates discussed simulation as an
affective educational method. Adams and Gillman’s (2016) research identified that one
of the main benefits of simulated education was that it was designed to encompass a
multitude of learning objectives for example, problem solving, advanced skills
acquisition, leadership skills and hence met the needs of multiple people with each
simulation. The few rural graduates who undertook simulation-based training in
Western Australia believed it was more effective than didactic or online learning
activities. This is comparable to Adams and Gillman’s (2016) study which considered
simulation as an effective educational method within a transition program. Use of
simulation, although not as common as didactic education sessions, was valued by
graduates as an effective learning tool. Rush et al., (2019) also identified that simulation
activities enhance confidence and competence for new graduate to function

independently.

A sense of belonging

Rotation lengths

All graduate programs within this study consisted of varied rotations, with
different lengths of time and number of rotations in each region. Several graduates
indicated that they had applied for rural graduate positions due to the rotations offered.
Missen et al., (2016) research also identified that graduates wanted diversity within their
graduate program. However, throughout the discussions, senior nurses felt depth of
knowledge developed through longer experiences in one clinical area was more
important. This was in direct contrast to the high percentage of senior nurses who were
satisfied with the current clinical rotations. In order to explain this anomaly, further

research would need to be conducted.

The shorter rotations was believed to limit the ability of graduates to be able to
gain a sense of belonging whilst on the wards. When the graduate had developed the
depth of knowledge and skills to become a valid team member they moved to a new

location. The benefits of providing a depth of knowledge and socialisation to the ward
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by staying in one clinical area within a transition year was seen by senior nurses to
outweigh the benefits of providing a breadth of experience in multiple wards. Similar to
Missen et al., (2016) findings which reflects graduates are just starting to feel a part of
the team at three months, and often take longer to settle in their first rotation. Many
graduate nurse coordinators throughout this study discussed changing the rotation
lengths from three months to six months or even 12 months, due to both graduate and
senior nurses’ feedback. When asked directly, the majority of new graduates liked the
idea of longer rotation and believed it would increase confidence and help provide an

increased sense of belonging.
Four-month clinical rotations

The senior nurses considered new graduates moving every four months and/or
completing short rotations within a short time frame was detrimental to both the
Western Australian rural graduates and the ward staff. This is comparable to Lea &
Cruickshank’s (2014) research who depicted new graduates enjoyed the rotational
aspect but with each move, a loss of confidence would ensue. Adams and Gillman’s
(2016) research further identified that heightened anxiety levels was also attributed to
clinical rotations. However, within this study a small number of senior nurses believed
the four-month rotations were beneficial to new graduates despite the increased anxiety
levels and loss of confidence. Similar to Missen et al., (2016) research who suggest this
was attributed to if a graduate was unhappy, they were there for a short duration

offsetting job dissatisfaction.
Team member

Being considered a valid team member, was believed to be evident when
graduates displayed the ability to accept responsibility and accountability for their
workload, recognise their limitations, ask questions when appropriate, be able to display
clinical judgement and escalate care if needed (van Rooyen, Jordan, ten Ham-Balyoi, &
Caka, 2018). This took time and often the graduates within this study did not reach this
level of competence until they had achieved the advanced beginners’ stage and become
comfortable working in a particular ward environment. Each time a graduate rotated to a
new ward, they felt they were judged on their clinical competency before being

accepted a valid team member. In contrast to these findings Lea and Cruikshank (2007)
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suggest graduates were measured against their ability to cope with the workplace culture
and workload, and not necessarily their ability to perform specific skills. However,
Adams and Gillman (2016) suggest socialisation is the process through which graduates
acquire knowledge and skills. This is comparable with this study, as some senior nurses
understood there to be a direct correlation with fitting in and the level of competence in
skills and knowledge. The drop in satisfaction level with being a team member of
graduates following the first rotation supports the importance of longer placements in
enabling graduates to develop the clinical skills and workplace culture to feel a part of
the clinical team. This research reflects the importance of length of clinical rotation to
develop the depth of knowledge in order to develop a sense of belonging and feeling

like a valid team member.

Summary

The role of a graduate nurse coordinator in rural areas was complex and involved
many portfolios, limiting their ability to provide support to graduate nurses. A team
approach to coordination of graduate support may help balance the graduate nurse
coordinators extensive role. Support provided by preceptors was ad hoc depending on
rosters and other work requirements. This limited the support available to graduates and
affected their ability to feel part of the team. Self-selection of preceptors was difficult
for graduates who lacked confidence and did not know the ward staff. Training and
experience of a preceptor influenced the graduate’s journey, suggesting that there is a
need to ensure preceptors complete appropriate training and are recognised within their
clinical area. The number of clinical rotations allocated in a graduate program needs
carefully consideration when developing the graduate program. The development of
competence and confidence was linked to a sense of belonging, which improves with

time in one clinical setting.

Summary of chapter

This chapter addressed the four research questions. Similarities and differences
were identified when the findings were compared to current literature and the
conceptual framework. The co-existence of the honeymoon and transition shock stage
was a new finding. Facilitators and barriers were found by both new graduates and
senior nurses throughout the transition journey. The next chapter will consist of the

recommendations, limitations and further research needs and conclude this thesis.
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CHAPTER 11: Conclusion

Introduction

The previous chapter addressed the research questions and mixed the findings
from graduate and senior nurse interviews and survey. Both the differences and
similarities with the current research and the conceptual framework were identified.
This chapter will complete the research study and transition journey for the rural and
remote Western Australian new graduate nurses who commenced their graduate
program in 2015. The recommendations are reflective of the Western Australian
graduates’ perceived needs throughout the structured program. This chapter will provide
a concise summation of the research questions and identify the limitations within the
study. Further research recommendations will conclude the chapter and complete the

thesis.

Graduate experience

The graduate’s level of satisfaction throughout the transition journey resembled a
V-shaped pattern, high on commencement of the graduate program, dropping midway
through the transition program before the level of satisfaction started to improve toward
the end of the program. When mixing the two research methods, it was clear that the
graduate experience of the honeymoon period melded with the transition shock stage for
the first three months. Although exhausted midway through the year when transition
shock was evident, there was minimal attrition in the program. The rural and remote
graduates gained confidence by the end of the transition journey and believed they had
the competence and confidence to practice as independent registered nurses.

Graduate programs

Graduate programs continue to support the transition of new graduates. The
decreased clinical hours offered in undergraduate’s degrees and increased number of
possible graduates each year has changed the construct of a graduate completing their
degree at a novice level. This has resulted in the need for increased support measures to

be in place for the length of the graduate program.

The findings from this study suggest that perhaps there is a need to structure a

rural transition program differently. Due to limited resources, a team approach to the
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graduate coordinator’s role may be more effective in a rural setting. The team approach
would include two groups, one group facilitating the tiered education throughout the
program. The second group would facilitate the focused one-on-one preceptorship
support. Creating a program that scaffolds learning to increase theoretical knowledge
throughout the year would be beneficial to the learning needs of graduates. Combining
the structure program with flexible content, online available self-directed learning
packages and simulation was seen by participants to be the optimal method for

delivering a rural graduate program.

Improving a sense of belonging for each graduate as they progressed through the
three stages with clear and concise expectations was considered vital for all involved in
the transition program. This could be addressed by reducing the number of clinical
rotations offered within a graduate program and providing role descriptions and learning
outcomes for each rotation. This would assist both the graduate and preceptors to
understand the learning needs of the graduate and plan workloads and activities to assist
in the personal development of each graduate. Pairing this with feedback from
preceptors trained to deliver feedback in a constructive manner to build up the
graduates’ confidence level, would place the graduate in the best position to develop

their professional competence and confidence.

Recommendations

The findings from this study highlighted the multiple roles of the graduate nurse
coordinator which included managing the education provisions and ensuring support
was provided for each graduate. Preceptorship was lacking and the level of satisfaction
with support decreased at seven months. Although, education was overwhelming to
begin with, it was well received midway through the program and the graduates were
generally satisfied with this component of the graduate program. A team approach to the
graduate nurse coordinator role would be a recommendation from this study. For
example, one group responsible for the education process within a graduate program
and a second group responsible for the supportive needs such as preceptorship may
reduce the level of both transition shock and transition crisis felt midway through the

transition year.
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As a result of the graduate’s experience and input from senior nurses’
recommendations from this study, a progressive approach to the structured education
program would be beneficial. Beginning as a novice, a regimental approach to the exact
education needs would benefit each graduate. This would be followed by a mix of
flexibility and structure education. The structure and flexibility term relate primarily to
the content of the planned study days. The final progressive stage would involve a
flexible approach to structured education, tailoring the education to the needs of the
graduates (see Table 11:1).

The recommendations for the senior nurse responsible for the supportive measures
would include the need to continue increased support up to nine months for each
graduate. Longer clinical rotations are advisable, with each rotation commencing with a
structured hand over process from the previous preceptor of graduate nurse
coordinators. This would lessen the need for graduates to prove themselves each time
and aid the new preceptor in identifying learning needs and development opportunities
for the graduate. One senior nurse in each of the smaller sites should take on the role of
mentor for the graduates, ensuring they are allocated preceptors and are able to offer
sociocultural support in lieu of the graduate nurse coordinator. It would also be
advisable for all new graduates to be allocated a short break midyear and increased

support during this period within the transition journey, to help lessen transition crisis.

Learning how to manage challenging relationships was also difficult for the new
graduates within this study. A transition unit delivered in the third year of
undergraduate nursing programs would be beneficial to help students learn how to
manage difficult relationships without the support of their clinical supervisor. This unit
could also cover the signs and effects of transition shock as providing a heightened
awareness and understanding of this stage and ways to manage the changes may
decrease the graduates’ experience of transition shock and transition crisis through a

graduate program.
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Table 11:1  Recommendations
Identified Needs Implementation
Clarify graduate nurse coordinator Implement preceptorship education;
responsibilities to provide focused
(one-on-one) support only; .
Allocated supernumerary time;
Ensure each graduate has a two-week .
break midyear; Redu_ce the number of clinical
rotations to two per year;
Support Provide focused support for at least L .
nine months: Coordinating senior nurse to _
handover graduate’s progression
. from on rotation to the other;
Allocate a senior nurse on each ward
the responsibility for allocation of . . )
preceptorship and supernumerary Appoint a coordinator (senior nurse)
time for graduates in each facility (clinical site)
Pre- Implement unit which covers an
registration | Transition to practice education understand of transition shock and
education transition crisis and ways to manage it
Education to be delivered by the staff | — one team is responsible for
development team in the region education
Orientation, specific learning
0-4 months — structured education packages, outline senior nurse roles
Structured and graduate expectations
Education Both structured study days and ward
Support 5 -8 months — mixed both structured oth structured study cays and war
: . specific education — ask what the
(graduate | and flexible education
program) graduates want to learn about
Flexible education model- what the
9-12 months — flexible education graduates want — leadership
Career driven capabilities, interview skills apply for
jobs working toward further studies.

Future research

Further research is required to identify the possibility of a sustainable structured

program for all seven regions. A pilot study of the recommended structured education

graduate program would be beneficial in rural Western Australia reflective in two

smaller regions to begin.

Future research should also include focusing on the graduates who predominately

complete rural placements in their undergraduate studies and return to rural for a

graduate program. The hypothesis would be if previous experience in rural settings

produces advanced beginners or reduces the graduate’s experience of transition shock in

rural settings.
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Limitations

The main limitation throughout the quantitative segment of this study was the
sample size. Over 50% of the newly graduated nurses participated in the study however
numbers remained small due to the small population group. Although this study is
transferable for all rural and remote Western Australian new graduates, due to the small
numbers, this would limit the ability for this study to represent all rural and remote
graduate nurses Australia wide. Not all senior nurses involved in the graduate’s journey
participated in the survey which limits the generalisability of the study to represent all

senior nurses.

There were two limitations identified with the chosen quantitative tool. One
limitation involved the segment that asked the question about theory, which was
generic, limiting the ability to analyse the data in-depth. The question was not specific
to the theory content or time offered for education. However, the qualitative interviews

were able to cover the principles of education offered in the graduate program in-depth.

There was a second limitation with the survey which involved the scale for the
feelings of support indicated by graduates. It was felt that this question would have been
better as a 10-point Likert scale as opposed to a 5-point Likert scale. This would
strengthen the ability to measure the findings.

With regard to the qualitative data analysis, there is one limitation which could be
improved in future research. Gathering data at more frequent timeframes may provide
further evidence of when the honeymoon stage and transition shock occurred
concurrently and when changes in these occurred throughout the year.

Conclusion

This chapter has provided a succinct answer to the research questions and
highlighted the importance of transition frameworks to build supportive graduate
programs. A sustainable structured education program which focuses on the different
stages of the graduates’ development would improve their ability to incorporate their
professional development opportunities into their practice. Recommendations were

presented from the findings of this study. However, there were a number of limitations
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suggesting further research is strongly recommended to help further understand the

transition phenomenon.
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APPENDIX A: Article One

This following article is not available in this version of the thesis.

Appendix A has been published as:

Fowler, A. C., Twigg, D., Jacob, E., & Nattabi, B. (2018). An integrative review of rural
and remote nursing graduate programmes and experiences of nursing graduates. Journal
of Clinical Nursing, 27(5-6), €753-¢766. DOI: 10.1111/jocn.14211

The green open access version of the paper will be available at:
https://ro.ecu.edu.au/ecuworkspost2013/3799/



https://doi.org/10.1111/jocn.14211
https://ro.ecu.edu.au/ecuworkspost2013/3799/
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Appendix B is not available in this version of the thesis.



APPENDIX C: Article Two

This following article is not available in this version of the thesis.

Graf, A. C., Jacob, E., Twigg, D., & Nattabi, B. (2020). Contemporary nursing graduates’
transition to practice: A critical review of transition models. Journal of Clinical Nursing,
00(1-11). DOI: 10.1111/jocn.15234

The green open access version of the paper will be available at:
https://ro.ecu.edu.au/ecuworkspost2013/8301
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APPENDIX E: Project Timeframe and Participants
from WA Country Health Service Human Research
Ethics Committee

[=] Project Timeframe and Participants

Expected Actual
Participant Participant
Numbers Numbers

Expected Actual Start  Expected Actual
Start Date Date Finish Date  Finish Date

Expected Date of First Recruitment
Participant Recruitment Status

WA Country Health Service Human Research Ethics Committee (EC00292)

14/03/2015  07/05/2015 01/12/2020 31/03/2018 75 04/05/2015 Recruiting

Goldfields Regional Default - Office Use Only
07/05/2015 31/03/2018 04/05/2015 Recruiting
Great Southern Regional Default - Office Use Only

07/05/2015 31/02/2018 04/05/2015 Recruiting

Kimberley Regional Default - Office Use Only

07/05/2015 31/02/2018 04/05/2015 Recruiting

Midwest Regional Default - Office Use Only
07/05/2015 31/03/2018 04/05/2015 Recruiting

Pilbara Regional Default - Office Use Only

07/05/2015 31/02/2018 04/05/2015 Recruiting

South West Regional Default - Office Use Only
07/05/2015 31/03/2018 04/05/2015 Recruiting

Wheatbelt Regional Default - Office Use Only

Q7/05/2015 31/03/2018 04/05/2015 Recruiting
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APPENDIX F: Ethics Approval from
Joondalup Health Campus Human Research

Ethics Committee

19 March 2015

Ms A Fowler

Dear Ms Fowler

RE: A mixed method study on nursing graduate support programs in rural
and remote areas of Western Australia: A pilot study (ref 1504)

The Human Research Ethics Committee of Joondalup Health Campus is pleased to notify
you that your proposal to undertake research at Peel Health Campus has been approved
including endorsement from the Director of Clinical Services and Peel Health Campus
Executive. As the Committee is bound by NHMRC Guidelines, the following conditions

apply:

JOONDALUP
HEALTH CAMPUS

loondalup Hospital Pty Ltd trading as
Joondalup Health Campus

ABN 61 106 723 193

Cnr Grand Blvd & Shenton Ave
Joondalup WA 6027

PO Box 247

Joondalup WA 6819

Telephone: 08 9400 9400

Facsimie: 08 9400 9054

Web: wwwramsayhealth.com.au

That the Committee be notified immediately of any substantial changes in the
design, methodology, time line or intended subjects of the project,

That the Committee be notified immediately of any unforeseen complications of

the project,

That the Committee be notified if the preject does not commence within six

months of approval,

That the Committee receive annual/final reports on the study (you will receive a

pro forma from the Committee in twelve menths), and

That the Committee be informed of any other matters which arise during the

course of the project which may have ethical implications.

Your approval is initially for four years; after this period you may be asked to re-apply.
You are also required to notify the Committee promptly of any changes in your contact

details.

Our best wishes for a successful implementation of your research project.

Yours sincerely

Ann 'Y Hammer
Executive Officer, JHC HREC

ec

D Barr, DCS, and Dr M Sturdy, CEO, Peel Health Campus
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APPENDIX G: Ethics Approval from
WA Country Health Service Human Research
Ethics Committee

VEmme stern Australia WACHS Research Ethics Committee
;.wﬁ'; Go nt of Western Australi :
}. Wi, Country Health Service 1238 Wlington Streat
PO Bow G680
EAST PERTH BUSIMESS CENTRE 8882
Emait Research. ethicscommittesfthealith wa.pov.au
20 March 2015
Ms Amanda Fowler
Lecturer

Building 21 Room 424

School of Mursing and Midwifery
Edith Cowan University

270 Joondalup Drive

Joondalup WA

Dear Ms Fowler

Project Title: A mixed method study on nursing graduate support programs in
rural and remote areas of WA,

WACHS HREC Reference: 2015:03

The ethics application together with your response for further information and
clarification for the project referencad above was reviewed by the WA Country Health
Senvice Research Ethics Commitiee and | am pleased to have that the project has
been approved. The following documents have been approved for use in this project.

Document

+ Revised 13 March 15 Participant Information Sheet, Interview Consent Form
1, Questionnaire Consent Form 2

Approval of this project from the WA Country Health Service Board Research Ethics
Committes ECD0261 is valid to 31 August 2016 (18 manths) and on the basis of
compliance with the ‘Conditions of HREC Approval for a Research Project’
(attached).

The nominated paricipating site in this project is:

WACHS — Kimberley
WALCHS — Pilbara
WACHS — Midwest
WACHS — Wheatbelt
WACHS — Goldfields
WACHS — Great Southemn
WACHS — South West

[Mote: If additional sites are recruited prior to the commencement of, or during the
research project, the Coordinating Principal Investigator is required to notify the
HREC. Nofification of withdrawn sites should also be provided to the HREC ina
timely fashion.

Our Values:
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e Government of Western Australia
L 4 WA Country Health Service

A copy of this ethical approval letter must be submitted by all site Principal Investigators
to the Research Governance Office or equivalent hody or individual at each
participating institution in a timely manner to enable the institution to autharise the
commencement of the project at its sitels.

This letter constitutes ethical approval only. This project cannot proceed at any site
until separate site authorisation has been obtained from the CE, or delegate, of the site
under whose auspices the research will be conducted at that site.

The WA Country Health Service Board Research Ethics Committee is registered with
the Australian Health Ethics Committee and operates according to the NHMRC
Mational Statement on Ethical Conduct in Human Research and International
Conference on Harmonisation — Good Clinical Practice.

Should vou have any queries about the HREC s consideration of your project, please
contact the Ethics Executive Officer of the WA Country Health Service Board
Research Ethics Committee on research.ethicscommitiee@health.wa.gov.au or
mobile ph 0417 068 594.

The WA Health Research Governance Policy & Procedures 2012, Standard
Operating Procedures and standard forms are available from the WACHS Research
Ethics Committee Intermet Page

www. wacouniry. health.wa.gov.auresearchethicscommitiee

or from the Ethics Executive Officer of the WA Country Health Service Board
Research Ethics Committes.

Yours sincerely

Samar Aoun
Chairperson
WA Country Health Service Human Research Ethics Committee

Working together for a healthier country WA

Our Values: Comtietstity
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APPENDIX H: Ethics Approval from
Edith Cowan University Human Research
Ethics Committee

From: Research Ethics
Sent: Monday, 23 March 2015 1:42 PM
To: Amanda FOWLER
Di TWIGG

Subject: 1223?3 T WYLLR CUlC: dpPiovdl

Dear Amanda

Project Number: 12237 FOWLER
Project Name: A mixed method study on Mursing graduate support programs in rural and remote
areas of Western Australia

Student Number _

The ECU Human Research Ethics Committee (HREC) has reviewed your application and has granted
ethics approval for your research project. In granting approval, the HREC has determined that the
research project meets the requirements of the National Statement on Ethical Conduct in Human
Research.

The approval period is from 23 March 2015 to 1 August 2019,

The Research Assessments Team has been informed and they will issue formal notification of
approval. Please note that the submission and approval of your research proposal is a separate
process to obtaining ethics approval and that no recruitment of participants and/or data collection
can commence until formal notification of both ethics approval and approval of your research
proposal has been received.

All research projects are approved subject to general conditions of approval. Please see the attached
document for details of these conditions, which include monitoring requirements, changes to the

project and extension of ethics approwval.

Please feel free to contact me if you require any further information.

Regards

Kim

Kim Gifkins, Research Ethics Officer, Office of Research & Innovation, Edith Cowan University, 270 Joondalup
Drive, loondalup, WA 6027

Email: research.ethicsi®ecu.edu.au Tel: +61 08 6304 2170 | Fax: +51 08 6304 5044 | CRICOS IPC 002798

re not the intended recipient you must not disclose or use the information contained wathin. i you
to the sender via reply e-mail and delete any recond of i from your system. The information

Cowan University in general and the University accepts no lability for the accuracy of the

This e-mail 5 confidential. i you
have received it in emor please

contained within is not e CHMIcN OF Coith
rifirmation prowided.

324



Conditions of approval
1. Monitoring of Approved Research Projects

Maonitoring is the process of verifying that the conduct of research conforms to the approved ethics application.
Compliance with monitoring requirements is a condition of approval.

The National Statement on Ethical Conduct in Human Research indicates that institutions are responsible for
ensuring that research is reliably monitored. Monitoring of approved projects is to establish that a research project
is being, or has been, conducted in the manner approved by the Ethics Committee. Researchers also have a
significant responsibility in monitoring, as they are in the best position to observe any adverse events or unexpected
outcomes. They should report such events or outcomes promptly to the Ethics Committee and take prompt steps to
deal with any unexpected risks.

All projects approved by an ECU Ethics Committee are approved subject to the fellowing conditions of approval:

*  [f the research project is discontinued before the expected date of completion, researchers should inform
the Ethics Committee as soon as possible, giving reasons.

= Anannual report (for projects that are longer than one year) and a final report at the completion of the
research will be provided to the Ethics Committee. You will also be notified when a report is due. The ethics
report form can be found on the ethics website
http:/ S werw ecu.edu.au/GPPS/ethics/human ethics resources.html

*  Researchers must also immediately report anything that might warrant review of the ethical approval of the
protecol, including:
Any serious or unexpected adverse effects on participants
Any unforeseen events that might affect continued ethical acceptability of the project.

The Ethics Committee retains the right to require a more detailed and/or more frequent report if the research is
deemed to be of high risk, and to recommend and/or adopt any additional appropriate mechanism for monitoring
including random inspections of research sites, data and signed consent forms, and/or interview, with their prior
consent, of research participants.

2. Changes and amendments

Compliance with the approved research protocol is a condition of approval, and any changes to the research design
must be reported to the Ethics Committee.  Amendments to the research design that may affect participants and/ or
that may have ethical implications must be reviewed and approved by the Ethics Committee before commencement.

Any changes 1o documents and other matenal used in recruiting potential research participants, including
advertisements, letters of invitation, information sheets and consent forms, should be approved by the Ethics
Committee.

In order to request approval for a change, please send an email to the Ethics Office outlining why the change is
needed, describing the change (e.g. the new participants or new research procedures), and attach a copy of any
amended documents.

3. Extension of ethics approval

All research projects are approved for a specified period of time - from the date of approval until the date of
completion provided in the ethics application. If an extension of the approval period is required, & request must be
submitted to the Ethics Committee. Please ensure that requests for extension of approval are submitted before the
original approval expires.

In order to request an extension of ethics approval, please send an email to the Ethics Office providing a brief reason
why the extension is needed and giving the new expected date of completion.
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APPENDIX I: Ethics Extension Authorisation
from Edith Cowan University Human Research
Ethics Committee

From: Research Ethics <research.ethics@ecu.edu.au>

Sent: Monday, February 11, 2019 11:05:09 AM

To: Amanda GRAF <N >

Subject: Project 12237 FOWLER Research Ethics Extension Approved

Hi Amanda

Project Number: 12237
Project Name: A mixed method study on Nursing graduate support programs in rural and
remote areas of Western Australia

Thank you for your email.

Your request for an extension of ethics approval for this project has been granted until
1/12/2020

We also acknowledge receipt of your annual report. May we suggest with regards to the
Security and Maintenance of data, particularly electronically that you contact Records
Management (RAMS) regarding setting up a Box Folder in case your hard drive is “lost” or
fails.

Kind regards

Betty (Research Ethics)
R|34.341
P | 5818
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APPENDIX J: Change of Human Research Ethics
Committee to Ramsay Health Care WA|SA HREC

Ramsay
Health Care

18 December 20159

Mz Amanda Graf
Edith Cowan University
JOONDALUP WA 6027

RE: A mixed method study on nursing graduate support programs in rural and remote areas of
Western Australia [1504)

| write to inform you that the Joondalup Health Campus Human Research Ethics Committee I:JHC|
HREC) [ECO02E67) will be closing shortly.

Under the National Statement on Ethical Conduct in Human Research, all research involving humans
or their identifiable data, must be approved and monitored by a properly constituted HREC that has
been registered with the NHMRLC.

As part of transition arrangements, ethical oversight of this project has been accepted by the Ramsay
Health Care [RHC) WA |SA HREC [ECD0266), the details of which are as follows:

HREC Mame Ramsay Health Care WA |54 HREC

HREC Code ECD0266

HREC Contact Officer Joanna Brisbane

Position of HREC Contact Officer Executive Officer

Contact Officer Phone 08 5400 3897

Contact Officer Email RamsayHREC. WA-SA@ramsayhealth.com.au

Your project approval number is indicated above, please quote this number in all correspondence to
the RHC WA | 5A HREC.

Your ethical approval is initially for four years from date of initial approval; current approval for this
project has been extended to 13/03/2021. After this date, you may be asked to apply for an extension
or re-apply.

The RHC WA | 5A HREC is constituted and operates in accordance with the Mational Statement on
Ethical Conduct in Human Research (2007, updated 2018). The Committes’s continuing approval of this
project is subject to the following conditions being met:

* The Coordinating Principal Investigator will immediately report anything that might warrant
review of ethical approval of the project.

*  The Coordinating Principal Investigator will notify the RHC WA |54 HREC of any event, including
new information from other published or unpublizshed studies which may have an impact on the
continued ethical acceptability of the trial Jevolving safety profile of the trial, or which may
indicate the need for amendments to the trial protocol/documents and submit any reguired
amendments in accordance with the instructions provided by the HREC. These instructions can
be found on the RHC research website®.

Ramay Health Care Sustralin Pty Lid

e oy el sm.au
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*  The Coordinating Principal Investigator will submit any necessary reports related to the safety of
research participants in accordance with RHC WA|SA HREC policy and procedures. These
instructions can be found on the RHC research website®.

* The Coordinating Principal Investigator will report to the RHC WA|SA HREC annually in the
specified format and notify the HREC when the project is completed at all sites.

* The Coordinating Principal Investigator will notify the RHC WA|SA HREC if the project is
discontinued at a participating site before the expected completion date, with reasons provided.

* The Coordinating Principal Investigator will notify the RHC WA | 5A HREC of any plan to extend the
duration of the project past the approval peried listed above and will submit any associated
reguired documentation. Instructions for obtaining an extension of approval can be found on the
RHC ressarch website*.

* The Coordinating Principal Investigator will notify the RHC WA|SA HREC of his or her inability to
continue as Coordinating Principal Investigator including the name of and contact information for
a replacement.

*  The Coordinating Principal Investigator will notify the RHC WA|5A HREC if the project does not
commence within six months of approval.

You are also required to notify the Committee promptly of any changes in your contact details.

A copy of this ethical approval letter should be presented when required as official confirmation of
the approval of the RHC WA |SA HREC.

Please note, existing research governance approval has been maintained. Your project is currently

approved at the following Ramsay Health Care sites:

RHC Site Date of Approval

Joondalup Health Campus 19/03/15

What do | need to do?

1. Youwill need to advise HRECs who have provided reciprocal ethical approval, funding agencies
or other regulatory bodies of the change in ethical oversight.

2. Any participant documents will need to be updated [in the next print-run) with the following
paragraph:

The ethical aspects of this study have been approved by the Ramsay Health
Care WA | 5A Human Research Ethics Committee {RHC WA | 54 HREC). If
you hawve any complaints or reservations about any ethical aspect of your
participation in a research project, please contact the Consumer Ligison
Office at Joondalup Health Campus on [08) 3400-9404 who will direct your
complaint to the most appropriate person. Any complaint you make will be
investigated by an independent party, treated in confidence, and you will
be informed of the outcome.

The inclusion of this paragraph will not need to be reviewed by the full HREC but
wversion numbers of amended documents will need to be noted by the Executive
Officer, the contact details for whom are below.

ramuayhbmalthcom.au
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Procedures relating to the submission of research amendments for existing projects, submission
processes for ethical and research governance review of new projects and fees levied have also been
modified. Please contact RamsayHREC.WA-SA@ramsayhealth.com.au for more information if
required.

Our best wishes for the continued success of your research project.

Yours sincerely

AfProf Paul Porter

Chairperson, Ramsay Health Care WA | SA HREC

Contact Details:

loanna Brisbane, RHC WA | 5A HREC

RamsayHREC. WA-SA@ramsayhealth.com.au

*website: www_ramsayhealth.com.au/Research/Research-Ethics

ramuaybaalth.com.au
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APPENDIX J: Permission to use
Ms Julie Reeves’ Collection Data Tool

From: Julie Reeves |
Sent: Thursday, 7 November 2013 8:24 AM

To: Amanda FOWLER
Subject: RE: data collection tool developed in 2007

Hi Amanda
Thank you for your e-mail and request.

| am more than happy to give you permission to use the tool | developed. However | am
just checking with ACU to ensure there isn’t a issue at their end and I will let you know
the outcome.

Thanks

Julie

Hi Amanda

| have heard from ACU and everyone agrees that you can use the tool | developed. Can
you please ensure you acknowledge the authors and Australian Catholic University.

| wish you the best of luck with your professional doctorate.

Regards

Julie
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APPENDIX L: Permission to use the
Rosenberg Self-Esteem Scale

The Rosenberg Self-Esteem scale and permission to use it was received by mail
August 2019.

The authorisation stated that the scale may be used without explicit permission. The

author's family, asked to be kept informed of its use and they were updated in 2019.

The Morris Rosenberg Foundation
c/o Department of Sociology
University of Maryland

2112 Art/Soc Building

College Park, MD 20742-1315
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Rosenberg Self-Esteem Scale (Rosenberg, 1965)

The scale is a ten item Likert scale with items answered on a four point scale - from strongly
agree to strongly disagree. The original sample for which the scale was developed consisted of
5,024 High School Juniors and Seniors from 10 randomly selected schools in New York State.

Instructions: Below is a list of statements dealing with your general feelings about yourself. If
you strongly agree, circle SA. If you agree with the statement, circle A. If you disagree, circle
D. If you strongly disagree, circle SD.

1. | Onthe whole, | am satisfied with myself. SA|A |D |SD
2.* | Attimes, I think 1 am no good at all. SA|A |D |SD
3. | | feel that I have a number of good qualities. SA|A |D [SD
4. | | am able to do things as well as most other people. SA|A |D |SD
5.* | | feel I do not have much to be proud of. SA|A |D |SD
| certainly feel useless at times. SA|A |D |SD
7. | Ifeel th'flt I’m a person of worth, at least on an equal sal Al D |sD
plane with others.
8.* | 1 wish I could have more respect for myself. SA|A |D |SD
9. | Allin all, I am inclined to feel that | am a failure. SA|A |D |[SD
10. | | take a positive attitude toward myself. SA|A |D |SD

Scoring: SA=3, A=2, D=1, SD=0. Items with an asterisk are reverse scored, that is,
SA=0, A=1, D=2, SD=3. Sum the scores for the 10 items. The higher the score, the
higher the self esteem.

The scale may be used without explicit permission. The author's family, however,
would like to be kept informed of its use:

The Morris Rosenberg Foundation
c/o Department of Sociology
University of Maryland

2112 Art/Soc Building

College Park, MD 20742-1315

References

References with further characteristics of the scale:

Crandal, R. (1973). The measurement of self-esteem and related constructs, Pp. 80-82 in
J.P. Robinson & P.R. Shaver (Eds), Measures of social psychological attitudes.

Revised edition. Ann Arbor: ISR.

Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, NJ: Princeton
University Press.

Wylie, R. C. (1974). The self-concept. Revised edition. Lincoln, Nebraska: University
of Nebraska Press.
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APPENDIX M: Permission to use
Dr Judy Boychuk Duchscher’s Framework

On 13 Feb 2014, at 6:09 pm, "Judy Duchscher | ' Ot

Amanda - did you receive my permission? | am giving it to you.

My life changed rather dramatically about 3 weeks ago - | am adjusting but it has been a roller coaster.
Please forgive me for not getting in touch sooner. | am beginning to focus a bit more.

Please be in touch with whatever you need.

PS - are you aware of the WINN-NTF Conference - love to see you there. Go to http://www.winn-ntf.com

J
Dr. Judy Boychuk Duchscher, RN, BScN, MN, PhD

WINN-NTF Conference Chair (www.winn-ntf.com/conference@winn-ntf.com)
Executive Director - Nursing The Future (newgraduates@nursingthefuture.ca)
Assistant Professor - Faculty of Nursing

University of Calgary

Professional Faculties Building

Office #2230

2500 University Drive

Calgary, AB

T2N 1N4

Canada

403-210-7484 (UC Office)

403-220-6575 (Administrative Assistant Lisa Margulies)

Fax: 403-284-4830

IPHONE # (texts

UC Email: |
Personal Email: I -

Professional Website: www.letthelearningbegin.com
NTF Website: www.nursingthefuture.ca

From: Judy Duchsche
Sent: Thursday, 21 November 2013 9:20 AM

To: Amanda FOWLER
Cc:

Subject: Re: The stages of transition theory

Hello Amanda! | am so sorry | have delayed in responding to you - please know it is just because | am so
swamped right now.

I will send you an audio message over the weekend with all the permissions.

J

Dr. Judy Boychuck Duchscher, RN, BScN, MN, PhD
WINN-NTF Conference Chair (www.winn-ntf.com/conference @winn-
ntf.com)
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Canada
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403-220-6575 (Administrative Assistant Lisa Marguiles)
Fax: 403-284-4830

IPHONE # (texts/cell) I =

UC Email: |
UC Website: http://nursing.ucalgary.ca/profiles/judy-boychuk-duchscher
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Let the learning begin. . .each of us the pupil of whichever one of us can best teach what
each of us needs to learn (Maria Isabel Barreno)

On Nov 20, 2013, at 5:26 PM, Amanda FOWLER_wrote:

Hi Judy

| am at the beginning of my research journey whilst working as an academic at the School of
Nursing and Midwifery at Edith Cowan University | am interested in graduate nurses and their
experiences within the rural and remote areas in Western Australia

| would like to use your theory as the conceptual framework throughout my research.

| believe | need your permission before | can reproduce the diagram, so in essence | wondered
if you would be kind enough to grant your permission for me to use the theory and diagram
you developed.

Thank-you for your time, | look forward to hearing from you soon.

Kind regards
Amanda Fowler

Lecturer
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APPENDIX N: Information and Consent Letter

EDITH COWAN

Primary Investigator:
PhD candidate - Amanda Fowler, Edith Cowan University

Please take time to read the following information carefully. Feel free to ask me if anything is not clear to
wou ar if you would like more information.

My name is Amanda Fowler. | am a Registered Murse conducting this study as a requirement for the award
of PhD through Edith Cowan University. Research predicts a nurse shortage in the future, a high attrition
rate with graduate nurses in rural Australia is also a concem. Therefore | aim to evaluate the cumrent
graduate nurse programs within rural Westemn Australia to assess policy and practices and ultimately
reduce the atirition rates of rural and remote nursing graduates.

Co Investigators:

Principle Supervisor — Professor Di Twigg, Head of School for School of Mursing and Midwiferny at Edith
Cowan University and Research Consultant for SCGH

Associate Supervisor — Dr. Elisabeth Jacoh, School of Nursing and Midwifery, Edith Cowan University
Associate Supenvisor — Associate Professor Barbara Mattabi, Rural and remaote Health for Westem
Australian Centre for Rural Health (WACRH)

Aim: To evaluate the support given to graduate nurses in rural and remote clinical areas in Westemn
Australia from the perspective of graduate nurses and rural nurses. This project will look at twao
consecutive graduate nurse cohorts, which will require both the interviews and survey to be conducted at
four monthly intervals over an 18 month penod.

Why is this project important?

The literature strongly suggests that there is a significant predicted shortage of nurses in the near future
and this holds true as much for rural and remote areas as it does for metropolitan clinical facilities. This
project hopes to address a gap in literature and gain an understanding of the effectiveness of curment
graduate programs. This will help identify the facilitators and bamiers to effective nursing graduate
programs and in effect plan for the future.

What is involved?

Graduate nurses and rural nurses who are involved with the graduate programs throughout the 17 WACHS
clinical sites in the Western Australia regions will be asked to complete an on line survey, this survey will be
sent out at four monthly intervals. The survey takes approximately 20-30 minutes to complete. If you
decide you want to take part in the research project, you will be asked to give your consent at the start of
the survey. The graduate nurses will be asked to complete the survey at each of the four monthly intervals
however the senior nurses will need to complete the survey once only.

Both the graduate nurses and senior rural nurses overseeing the graduate program, from each region, will
be invited fo participate in a one hour interview three times throughout the 12 month graduate program. If
you decide to take part in this in depth qualitative stage of the research, you will be asked to give your
consent at the start of the interview.
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EDITH COWAN

When will the project start?
A link to the survey will be sent to your hospital email every 4 months over a 12 month timeframe,
incorporating two cohorts:
April 2015; Avgust 2015, January 2016 for the February intake and
October, 2015; February 2016; June 2016 for the mid-year intake.
The interview will be conducted within similar timeframes.

What about my privacy?

All data will be kept confidential. Your personal identifying information will be removed from data files and
replaced with a code once the sets of survey data are analysed. Only the researchers will have access to
the data and information on participants. Data will be kept for 7 years in a locked file after publication and
then transfemed to the State Records Office for archiving. At this time, electronic and duplicate hard copy
records held by ECU researchers will be securely disposed of.

The ressarch findings may be published andfor presented in a vanety of forums. Findings will be reported
in a discussion and tahular format so that no individual participant will be identified in any report, publication

or presentation.

Participation is voluntary, you are in no way obliged to participate and, if you do, you can withdraw at any
time. Whatever your decision, it will not affect your relationship with your work environment, your employer,
WACHS or Edith Cowan University.

If you find anything distressing about the interviews, or if the questions have inadvertently resulted in amy
anxiety. Please contact beyondblue on 1300 22 4636 or the Bush Support Line 1800 805 391 available 24
hours seven days a week. The department of health, via the employee assistance program also offers staff
and family access to free confidential counselling for personal and work related matiers.

Who to contact with queries?
Amanda Fowler RN, Lecturer and PhD candidate, School of Nursing and Midwi Edith Cowan
LIniversity, can be contacted with queries related to this project. il:

rif you prefer to contact my supe/ /S

Professor Di Twigag.
Associate Professor Barbara Mattah

If you have any complaints or concems about any aspect of this research, which you cannot resolve with
the researcher, you may contact the:

Research Ethics Officer, ECU, Tel +618 6404 2170, email: research.ethics@ecu.edu.au (and quote ethics
no. 12237)

The ethical aspects of this study have been approved by the Joondalup Health Campus Human Research
Ethics Committes.

If you have any complaints or resenvations about any ethical aspect of your participation in this research,
you may contact the Committee through the Executive Office — phone 9400 9404, Any complaint you make
will be treated in confidence and investigated, and you will be informed of the outcome.
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EDITH COWAN

Title: A mixed method study on Mursing graduate support programs in rural and remote areas of
Western Australia

Principal Investigator: Amanda Fowler MEd RN School of Mursing and Midwifery (ECL PhD
candidate

Co Investigators:

Principle Supervisor — Professor Di Twigg, Head of School for School of Nursing and Midwifery at
Edith Cowan University and Ressarch Consultant for SCGH

Associate Supenvisor — Dr. Elisabeth Jacob, School of Mursing and Midwifery, Edith Cowan University
Associate Supervisor — Associate Professor Barbara Mattabi, Rural and remote Health for Westem
Ausiralian Cenire for Rural Health (WACRH)

Interview Consent Form 1

# | have read and understood the “Information to Participants®.

# | have been given the opportunity to ask question and have had any questions answerned to
my satisfaction.

# | understand that | will participate in 3 individual interviews of approximately 1 hour duration
which will be recorded.

< | will be asked open ended questions that explore issues raised in the literature related to
support of graduate nurses in the rural areas.

< Project data and records will be retained for 7 years in a locked file after the date of
publication at which time it will be securely disposed of.

« | agree that the research may be published knowing study sites will not be named in any
publications and that no individual participant will be named.

# | agree to participate in this study, knowing that | may withdraw from further participation at
any time, without explanation or penalty.

Mame:

Signature: Date:

Researcher:

Signature:; Date:

For further information about this study

If you have any questions or require any further inform: rch project, please
contact: Amanda Fowler, Principal Investigator, an Ph: mail:

If you have any concemns or complaints about this project and wish to talk to an independent person,
you may contact: the Research Officer at Edith Cowan University, Ph: (08) 6304 2170, Email:
research.ethics@ecu.edu.au

The ethical aspects of this study have been approved by the Joondalup Health Campus Human
Research Ethics Committee.

If you have any complaints or resenvations about any ethical aspect of your paricipation in this
research, you may contact the Commitiee through the Executive Office — phone 9400 2404, Any
complaint you make will be treated in confidence and investigated, and you will be informed of the
outcome.
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APPENDIX O: Example of Qualitative Questions for
New Graduate Registered Nurses and Senior Nurses

Qualitative Questions — samples for the new graduate registered nurses

w

N o g &

Describe your experiences as a graduate nurse?

Discuss the types of support have you received during this rotation?

What about social support? Is your family here; are you from a rural area,
what has it been like adjusting to the rural setting?

How easy is it to obtain professional development leave?

Describe your study days - how are they delivered?

What do you think a graduate program should offer by way of support?

If you were able to change anything about the graduate program what would

it be?

Quialitative Questions — samples for the senior nurses

What are the essential components of a graduate program in rural and remote
Western Australia? Please explain each component.

Discuss the action you take to help support the students during the graduate
program?

How is your role with the graduate nurses recognised within the
organisation?

What are your thoughts about the current graduate program and its capacity
to support the new graduates?

Please discuss the attributes of the recent graduate nurses, having completed

the graduate program.
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APPENDIX P: New Registered Graduate Nurse
Survey

EDITH COWAN

Region: Murze Code:

Graduate Nurse Profile iplease tick or cross your answers)

Demographics

At which hospital are you curmently working during your graduate Alhany
nurse program (Graduate Murse Program)? Geraldton
Port Hedland

Karratha

Kalgooriie

Broome

Dertyy

Kununurra

Busselion

Bunbury

Mortham

Marrogin

Katanning

Margaret River

Collie

Bridgetown

Manjimup

oo ooooood

2. DOB:

3. What is your Gender:
Male O

Female 0O
Other O

4, At which university did you complete your Edith Cowan University
Bachelor degree? Murdoch
University of Motre Dame

Curtin

University of Western Australia

Outside of WA

ooododd

5. When did you begin your graduate program?
Mid-year
Beqinning of the year

uud
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6. When are you expected to finish your graduate program?

7. How many beds are within this hospital setting?

8. Please rate the following statements
| chose to apply to the hospital where | started my graduate nurse program because:-

a) The hospital has a good

reputation

b) The rotations offersd were

what | wanted

to graduate nurses
d)} Large regional hospital
e} Perzonal reasons:
f)  Availability of Graduate

Program

Rotations iclinical rotation the time

0
a
c) Supportive measures offered [
a
a
a

=1-3Imonths O
=3-6months O

=6 — 9 months a
=0 —-12months O
=12 months a
1M0-25 0O

26-50 0O

81 -75 O

T5-100 0O

=100 0O

Disagree  MNeither  Agree Strongly
Agree Agree
nor
disagree

a 4 a a

a i a 4

a a a a

a a a a

a a a a

a a a a

ntin one area ower a

of 4 to & months within a graduate program

9. Please identify your rotations throughout the Graduate Murse Program and rate them by value.

Area

Emergency
Theatre

General
Med/Surgical

Community
Paediatrics
Geriatrics
Other

Hot
Valuable

O

oooo oo

Somewhat
Valuable

Uouod ood

Heutral Valuable Very
Valuable
a a a
a a a
a a a
a a a
a a a
a a a
a a a
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UNIVERSITY

EDITH COWAN
10. Please indicate your level of overall satisfaction with the rotations of your graduate program

Very Dissatisfied  Dissatisfied Meutral Satisfied Very Satisfied
3 a | a a

Preceptorship (A ward nurse allocated to a graduate, who aims to instill confidence, develop ciinical knowledge, time management
skills, and encourage conflict resolution for 3 selected period of time)

11. Did you participate in a preceptorship program during the Graduate Nurse program?

Yes a
Mo a

12. During your first rotation what was the average length of time you were preceptored?

<1-2 weeks
=2-4 weeks
=4-5 wesks
=G-8 wesks
= 8 weeks

ouodu

13. Approximately how many shifts did you work with your preceptor in the first 6 weeks?

=1-2 shifts
=2-4 shifts
=4-§ shifts
=58 shifts
=8 shifts

goodo

14. Please indicate your overall level of satisfaction with your experience of preceptorship

Very Dissatisfied  Dissatisfied Meutral Satisfied Very Satisfied
a a a a a

Supernumerary TiMe {when you work alongside another nurse and do not take a patient load thersfore you don't have direct
responsibility, you spend the time leaming the systemn in the new environment)

15. On the first rotation of the graduate nurse program how many supemumerary shifts did you
work?

0 =hifts

1 shift

2 shifts

3 shifts

4 or more shifis

oooo
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16. On the second rotation how many supemumerary shifts did you have?

0 shifts

1 shift

2 shifts

3 shifts

4 or more shifts

oooo

17. On the third rotation how many supemumerary shifts did you have?

0 =hifts

1 =hift

2 shifts

3 =hifts

4 or more shifts

oooo

18. Please indicate your overall level of satisfaction with your expenence of your supemumerary
time.

Very Dissatisfied  Dissatisfied Meutral Satisfied Very Satisfied
a a a a a

Graduate Nurse Program Coordinator / Clinical Educator / Staff Development Nurse (SDHN)

19. In the first three months of your graduate nurse program how many hours on average per week
did you spend with your graduate nurse program coordinator f clinical educatord SDN?

=(0-1 hour per week
=1-2 hours per week
=34 hours per week
=5-0 hours per week
=7 hours per week

ouuououy

20. During the next 4-5 months of your graduate nurse program how many hours on average per
week did you spend with your graduate nurse program coordinator / clinical educatorf SDN?

={0-1 hour per wesk
=1-2 hours per week
=3-4 hours per week
=5-6 hours per week
=T hours per week

oooood

342



EDNTH COWAN

22, During the last 8-12 months of your graduate nurse program on average how many hours per
week did you spend with your graduate nurse program coordinator / clinical educatorf SDN?

=0-1 hour per week
=1-3 hours per week
=3-4 hours per week
=4-§ hours per week
= T hours per week

ooood

23. Please indicate your overall satisfaction with the amount of time your graduate nurse program
coordinator! clinical educator F SDN spent with you

Very Dissatisfied  Dissatisfied MNeutral Satisfied Yery Satisfied
a a a a O

Support 7es murse educators, preceptors, regular stady days, evidence of a strochmed program that wark fowards enhancing clmical
compefency, increase confidence, crifical thinking and professional development)

24. In your overall evaluation of your graduate program please indicate how often you experienced
the feelings described below

Mot at all Yery little Meutral Moderate | A great

amount deal
a) Encouraged 4 a [ | a 3
b} Inadeguate Q a 3 d a
C) Frustrated a a a a a
d) Befriended a d ad d a
e) ‘alued a a a a a
f) Approachability a a a 3 a
g) Angry a a a a a
h) Stressed: Q a 3 d a
i) Helped a a a a a

25. Please indicate your overall level of satisfaction with the support you have received in your
graduate nurse program.

Very Dissatisfied  Dissatisfied Neutral Satisfied Yery Satisfied
4 4 4 d O
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Being Part of the Team

26. In your first rotation how long was it before you felt that you helonged to the area you were
working within?

=1-2 weeks
=2-4 weeks
=4-6 weeks
=G-8 weeks
More than 8 weeks

oduogd

Theoretical component

27. 'What was the total number of hours you spent undertaking the theoretical component (structured
study sessions) of the graduate nurse program?

= 8 hours a
=8-24 hours a
=24- 40 hours a
=40— B0 hours d
More than 60 hours a

28. Please indicate your overall satisfaction with the theoretical component (structured study
sessions) of the Graduate Murse Program.

Very Dissatizsfied Dissatisfied Meutral Satisfied Wery Satisfied
a a a a a

Performance management via a clinical assessment tool

29, Please highlight when you received formal written appraisal/s during your graduate program.

1-3 months a
4-6 months |
7-9 months a
9-12 months a
More than 12 months |

30. Did you complete any formal written self-appraisal with any of these formal appraisals?
Yes O
Ne 0O

3. Please indicate your overall satisfaction with the formal appraisals that you received

Very Dissatizfied  Dissatisfied Meutral Satisfied Wery Satisfied
a a a a a
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Evaluations

32. Did you undertake any formal evaluation of your Graduate Murse Program?

Yes O
Mo O

33. Did the evaluations ask you to provide your overall satisfaction level with your Graduate Murse
Frogram?
Yes O
No 0O

Owverall Satisfaction

34. Please indicate your overall satisfaction level with yvour Graduate Nurse Program.

Very Dissatisfied  Dissatisfied Meutral Satizfied Very Satisfied
a a a a a

Self-Estesin The next 10 guestions is a list of statement deafing with your general feelings about yourseH. I you strongly agres circle
strongly agres and 5o on.

35. On the whole, | am satisfied with myself.

Strongly Disagree Disagres Meither Agree nor  Agres Strongly Agree
Disagree
3 a 3 a a

36. Attimes, | think | am no good at all.

Strongly Disagree Disagres Meither Agres nor  Agres Strongly Agree
Dizagree
3 a 3 a a

37. | feel that | have a number of good qualities.

Sirongly Disagree Disagres Agree Strongly agree MFA
a a a a a
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39. 1 am able to do things as well as most other people.

Strongly Disagree  Disagree Meither Agree nor  Agree
Disagree
a a a a

40, | feel | do not have much to be proud of.

Strongly Dizsagree Disagree Meither Agree nor Agres
Disagree
a 4 a a

41. | ceriainly feel useless at times.

Strongly Dizsagree Disagree Meither Agree nor Agres
Disagree
a 4 a a

AUZTRALIA

UNIVERSITY

EDITH COWAN

Strongly Agree

o

Strongly Agree

o

Strongly Agree

o

42, | feel that I'm a person of worth, at l2ast on an equal plane with others.

Strongly Dizsagree Disagree Meither Agree nor Agres
Disagree
a a a a

43. | wish | could have more respect for myself.

Sitrongly Disagree  Disagree Meither Agree nor  Agree
Disagree
3 a a a

44, Allin all, | am inclined to feel that | am a failure.

Strongly Disagres Meither Agree Agree
Disagres nor Dizagree
4 a a a

45, | take a positive attitude toward myself.

Sitrongly Disagree  Disagree Meither Agree nor  Agree
Disagree
3 3 a a
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EDITH COWAN

46. If you were given an opportunity to change anything about your Graduate Murse Program o
improve it for future nurses, how would you like to see it change?

47. Where do you see yourself professionally in the next 5 years?

48. Any further comments?

Thank you for taking the time to complete this questionnaire.
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APPENDIX Q: Senior Nurse Survey

EDTTH COWAN

Region: Murse Code:

Graduate Nurse Program Coordinator/Staff Development Nurse /
Senior rural and remote nurse (Please tick or cross your answers)

Demographics

1. In which hospitalis do you coordinate the Graduate Murses Program?

Albany
Geraldton
Fort Hedland
Karratha
Kalgoorlie
Broome
Derby
Kununurra
Busselton
Bunbury
Mortham
Marrogin
Katanning
Margaret River
Collie
Bridgetown
Manjimup

uuuyduduududduduudduy

2. What is your age:

3. 'What is your gender:
Male a
Female a
Oither a

4. At which university/hospital did you complete your initial
qualifications in nursing?
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5. Please state any post graduate studies that you have completed, Graduate Certificate,
Diploma, Masters, PhD?

Honours

Graduate cerificate
Graduate Diploma
Masters

PhD

uououud

6. How long have you been coordinating Graduate Murse Programs?

0-1 years

=1-3 years

=3-0 years

=0-T years

More than 7 years

udud

7. How many hours each week are you employed to oversee the Graduate Murse
Program?

0-1 hour per week

=1-2 hours per week

=3-4 hours per week

=5-6 hours per week

More than 7 hours per week

Uuuouuod

8. Does the amount of coordinating hours change as the year progresses?

Yes |
Ma |

If you have answered “yes', please describe how the coordinating hours change.

Rotations [dinical rotation the time spent in one area over a length of 4 to @ months within a graduate program)

9. How many rotations do graduate nurses undertake in their Graduate Murse Program?

One Two Thres Four Five
a = - | |
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10. Please state the clinical areas in which graduate nurses can rotate and rate them
according to what you believe to be most valuable for the Graduate Nurses.

Area Mot Somewhat Meutral Valuable Very
Valuable Valuable Valuable

Emergency |

Theatre

General
MediSurgical

Community
Paediatrics
Geriatrics
Oither

[ Ty N ey Iy Wy
[ Ty N ey Iy Wy
oo odo
oo odo
vuduUuyu uu

11. Please indicate your overall satisfaction with the rotations incorporated within the
Graduate Murse Program

Very Dissatisfied Dissatisfied MNeutral Satiafied Very Satisfied
a = - a 4

Preceptorship (A ward murse alincarsd to a graduate, who aims to instill confidence, develop clinical knowledes, time maragement
shills, amd encouraee conflict resobatson for a selected period of time)

12. Do all graduates participate in a preceptorship program during
the Graduate Murse program? Yes

Mo 3

13. What is the average length of time a new graduate is
preceptored during the graduates’ first rotation?

0-1 weeks

=2-3 weeks
=3-Sweeks

=5-T weeks

More than 7 weeks

uuuduu

14, On average in the first six weeks of a graduates first rotation how
many shifts per week do they work with their preceptor?

1 shifts
2 shifts
3 shifts
4 shifts
5 shifts

uoouoy

350



15. Please indicate your overall satisfaction level of the preceptorship program for
graduates.

Very Disgatisfied Dissalisfied Meutral Satisfied Very Satisfied
[N - - d d

Supernumerary Time (when you work alongside another murse and do not take a patient load thersfore you don't
have direct responsibdity, you spend the time leaming the system in the new environment)

16. On the graduates first rotation how many supemumerary shifts does the graduate
undertake?

0 shiftz

1 shift

2 shifts

3 shifts

4 or more shifts

uouug

17. On the graduates second rotation how many supemumerary shifts does the graduate
undertake?

0 =hifts

1 shift

2 shifts

3 =hifts

4 or more shifis

voouod

18. On the graduates third rotation how many supemumerany shifts does the graduate
undertake?

0 =hifts

1 shift

2 shifts

3 =hifts

4 or more shifts

uuuuy

19. Please indicate your overall satisfaction of the amount of supemumerary time the
graduates receive.

Very Disgatisfied Dissalisfied Meutral Satisfied Very Satisfied
3 - - = d
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Graduate Nurse Program Coordinator ! Clinical Educator / Staff Development Nurse

20. In the first three months of the Graduate Nurse Program how many hours per week do
graduates spend with the graduate nurse program coordinator fclinical educatorf SON?

0-1 hour per week

=1-2 hours per week

=2-4 hours per week

=4-G hours per weeks

More than 6 hours per week

uuoudud

21. In the following 4-5 months of the Graduate Nurse Program how many hours per week

do graduates spend with the graduate nurse program coordinator [ clinical educator/
SDN?

0-1 hour per week

=1-2 hours per week

=2-4 hours per week

=4-6 hours per weeks

More than 6 hours per week

uuoudud

22. During the last 8-12 months of your graduate nurse program how many hours per week

do graduates spend with the graduate nurse program coordinator [ clinical educator/
SDON?

0-1 hour per week

=1-2 hours per week

=2-4 hours per week

=4-6 hours per week s
More than 7 hours per week

Uuouug

23. Please indicate your overall satisfaction with the time Graduate NMurse Program
Coordinator! clinical educator { SDM spent with each graduate.

Yery Dissatisfied Dissatisfied Meutral Satisfied Very Satisfied
a 3 3 d a
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SUEEDI'T. (Imsolves murse edocators, preceptors, regalar stady days, evidence of a stmaciured proeram that work fowards enhancing
climical competency, inmease confidence crifical thinking and professiona] devel opmean)

24, In your overall evaluation of the Graduate Murse Program please indicate how often you
believed your graduates would have experienced the feelings described

Mot at all Wery little Moderate | A great g =
amount deal

a) Encouraged | d 4 | |
b) Inadequate a a 3 | |
¢} Frustrated a a a a 3
d} Befriended | | | | |
e) “alued d d d . =
fi Approachability a a 3 | |
Q) Angry | d 4 | |
h) Stressed: a a 3 | |
i} Helped g d a = =
i} Overshelmed | | | :I |

25, Please indicate your overall satisfaction level with the support graduates receive in their
Graduate Murse Program.

Very Dissafisfied Dissatisfied Meutral Satisfied Wery Satisfied
a a | | |

Being Part of the Team

26. On average in a graduate's first rotation how long does it take before a graduate feels
they helong to the area they are working within®

=1-2 weeks =
=2-4 weeks a
=4-5 weeks a
=6-0 weeks =
More than 8 weeks a

Theoretical component

27. What is the total number of hours graduate nurses spend undertaking their theoretical
component (structured study sessions) of the graduate nurse program?

< 8 hours a
=8-24 hours |
=24- 40 hours ad
=40— 60 hours a
More than &0 hours d
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28,

Please indicate your overall satisfaction level with the theoretical component (structured
study sessions) of the Graduate Nurse Program.

ery Diszatisfied Dissatisfied Meutral Satisfied Very Satisfied

a

- - d a

Performance management via a clinical assessment tool

29,

Please highlight when graduates receive their formal written appraisals during their
graduate program.

1-3 months

4-6 months

7-9 months

9-12 months

More than 12 months

udoudg

30. Do graduates complete any formal written self-appraisal with any of these appraisals?
Yes d
Mo d
3. Please indicate your overall satisfaction with the formal appraisals that graduates
receive.
ery Diszatisfied Dissatisfied Meutral Satisfied Very Satisfied
a a 3 d d
Evaluations
J2. Do graduates undertake any formal evaluation of their Graduate Murse Program?
Yes -
Mo d
33. Did the evaluations ask graduates to provide their overall satisfaction level with the

Graduate Murse Program?
es d
Mo d
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Owverall Satisfaction

34, Please indicate your overall satisfaction level with the Graduate Murse Program that you
coordinated.

Yery Dissatisfied  Dissatisfied Meutral Satisfied Wery Satisfied
- = = - d

35, If you were given an opportunity to change anything about the Graduate Nurse Program
to improve it for future nurses, how would you like to see it change?

36. Any further comments?

Thank you for taking the time to complete this questionnaire.
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APPENDIX R: New Graduate Registered Nurses 3, 7 and 11 Month Cohort

for Emotions and Satisfaction with Support

3 month cohort

Region Encouraged Helped Befriended Valued Angry Stressed Frustrated Inadequate Satisfaction
1 Moderate amount | Moderate amount Very little Very little Very little Very little Moderate amount | Moderate amount Dissatisfied
1 Very little Moderate amount A great deal Neutral Moderate amount | Moderate amount A great deal Moderate amount Dissatisfied
2 A great deal A great deal Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral
4 Moderate amount A great deal Moderate amount | Moderate amount Very little Moderate amount Very little Moderate amount Neutral
4 Moderate amount | Moderate amount A great deal Moderate amount Very little Very little Moderate amount Very little Neutral
6 Moderate amount | Moderate amount A great deal A great deal Very little Moderate amount | Moderate amount | Moderate amount Neutral
4 A great deal A great deal Neutral Very little Very little A great deal Moderate amount | Moderate amount Satisfied
4 Very little A great deal Not at all Moderate amount Very little A great deal Moderate amount Very little Satisfied
4 Moderate amount | Moderate amount Very little Moderate amount | Moderate amount A great deal A great deal Moderate amount Satisfied
4 Moderate amount | Moderate amount | Moderate amount | Moderate amount Not at all Very little Very little Moderate amount Satisfied
6 Moderate amount | Moderate amount | Moderate amount A great deal Not At All Neutral Very little Neutral Satisfied
6 Moderate amount | Moderate amount | Moderate amount | Moderate amount Not At All Moderate amount Very little Neutral Satisfied
1 A great deal Moderate amount A great deal A great deal Neutral Neutral Moderate amount Not At All Satisfied
1 Moderate amount | Moderate amount Neutral Moderate amount Very little Neutral Moderate amount Very little Satisfied
1 A great deal A great deal A great deal A great deal Very little Moderate amount | Moderate amount Neutral Satisfied
2 Moderate amount A great deal Neutral Moderate amount Neutral Moderate amount Neutral Very little Very Satisfied
2 A great deal A great deal Moderate amount A great deal Not At All Neutral Very little Very little Very Satisfied
5 A great deal A great deal A great deal A great deal Very little Neutral Neutral Neutral Very Satisfied
5 A great deal A great deal A great deal A great deal Not At All Very little Not At All Very little Very Satisfied
6 A great deal Moderate amount Not At All Moderate amount Very little Very little Very little Very little Very Satisfied
2 A great deal A great deal Not At All A great deal Not At All Very little Not At All Not At All Very Satisfied
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7 month cohort

Region Angry Stressed Inadequate Frustrated Encouraged Helped Befriended Valued Satisfaction
1 Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little Very little A great deal Very little Very Dissatisfied
1 Not At All Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little Very little Moderate amount Dissatisfied
6 Not At All A great deal A great deal Moderate amount Very little Very little Moderate amount Very little Dissatisfied
3 Moderate amount | Moderate amount Very little Moderate amount | Moderate amount Very little Very little Moderate amount Dissatisfied
1 Not At All Moderate amount | Moderate amount A great deal Very little Neutral Neutral Neutral Neutral
2 A great deal A great deal A great deal A great deal Neutral Moderate amount Very little Very little Neutral
2 Not At All Very little Very little Not At All A great deal A great deal A great deal A great deal Neutral
3 Neutral Moderate amount | Moderate amount | Moderate amount Neutral Very little Neutral Very little Neutral
4 Very little Neutral Very little Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral
4 Very little Very little Moderate amount | Moderate amount | Moderate amount Neutral Neutral Neutral Neutral
5 Neutral Moderate amount | Moderate amount | Moderate amount Neutral Neutral Neutral Neutral Neutral
5 Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount Neutral Neutral
6 Moderate amount | Moderate amount Neutral Moderate amount A great deal Moderate amount A great deal A great deal Neutral
6 Not At All Very little Neutral Neutral Neutral Neutral Neutral Neutral Neutral
7 Very little A great deal Very little Moderate amount | Moderate amount | Moderate amount A great deal Moderate amount Neutral
7 Very little Very little Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral
7 Neutral Moderate amount Very little Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount Neutral
2 Very little A great deal Very little Neutral A great deal Moderate amount Very little Moderate amount Satisfied
1 Very little Very little Very little Moderate amount | Moderate amount | Moderate amount | Moderate amount A great deal Satisfied
4 Very little Very little Very little Very little A great deal Moderate amount A great deal Moderate amount Satisfied
4 Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little Very little Satisfied
5 Moderate amount A great deal Moderate amount | Moderate amount A great deal A great deal A great deal A great deal Satisfied
6 Neutral Neutral Neutral Neutral A great deal A great deal A great deal A great deal Satisfied
6 Not At All Moderate amount | Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount | Moderate amount Satisfied
6 Very little Moderate amount Neutral Moderate amount A great deal Moderate amount | Moderate amount | Moderate amount Satisfied
6 Very little Very little Very little Very little A great deal A great deal A great deal A great deal Satisfied
5 Very little Very little Very little Very little A great deal A great deal A great deal A great deal Very Satisfied
2 Very little Neutral Not At All Very little A great deal A great deal A great deal A great deal Very Satisfied
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11 month cohort

Region Encouraged Helped Befriended Valued Angry Stressed Frustrated Inadequate Satisfaction
2 Not At All Not At All Not At All Not At All A great deal A great deal A great deal A great deal Very Dissatisfied
3 Moderate amount Very little Neutral Moderate amount Very little Moderate amount Neutral Not At All Dissatisfied
5 Neutral Neutral Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Dissatisfied
6 A great deal A great deal A great deal A great deal Very little Moderate amount | Moderate amount | Moderate amount Dissatisfied
4 Moderate amount Neutral Moderate amount | Moderate amount Very little Very little Moderate amount Very little Neutral
6 Very little Neutral Moderate amount Very little Neutral A great deal Moderate amount | Moderate amount Neutral
6 Moderate amount Neutral Moderate amount Neutral Very little Moderate amount Neutral Very little Neutral
7 Moderate amount | Moderate amount Very little Moderate amount Neutral Moderate amount | Moderate amount Very little Neutral
7 Moderate amount | Moderate amount Neutral Moderate amount Very little Very little Moderate amount Very little Neutral
1 Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount Satisfied
1 A great deal Moderate amount | Moderate amount A great deal Very little Neutral Not At All Very little Satisfied
2 A great deal Moderate amount A great deal A great deal Very little Very little Moderate amount Neutral Satisfied
4 A great deal Moderate amount | Moderate amount | Moderate amount Not at all Very little Very little Very little Satisfied
4 Neutral Moderate amount | Moderate amount Neutral Very little A great deal A great deal Moderate amount Satisfied
4 A great deal Moderate amount A great deal A great deal Very little Neutral Moderate amount | Moderate amount Satisfied
6 Moderate amount Neutral Moderate amount | Moderate amount Very little Neutral Moderate amount | Moderate amount Satisfied
2 A great deal A great deal A great deal A great deal Very little Very little Very little Very little Very Satisfied
4 A great deal A great deal A great deal A great deal Very little Very little Moderate amount Not At All Very Satisfied
5 A great deal A great deal A great deal A great deal Very little Neutral Neutral Neutral Very Satisfied
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APPENDIX S: Senior Nurses Cohort View with Emotions and Satisfaction with Support

Region Encouraged Helped Befriended Valued Angry Stressed Inadequate Frustrated Satisfaction
5 Very little Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount | Moderate amount A great deal Very Dissatisfied
1 Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Dissatisfied
6 Moderate amount | Moderate amount A great deal Moderate amount Not At All Moderate amount Very little Moderate amount Dissatisfied
1 Neutral Neutral Moderate amount Neutral Neutral Moderate amount Neutral Moderate amount Dissatisfied
4 Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount A great deal Moderate amount A great deal Dissatisfied
5 A great deal A great deal A great deal A great deal Neutral Moderate amount | Moderate amount | Moderate amount Dissatisfied
? A great deal Moderate amount A great deal A great deal Very little Very little Very little Neutral Dissatisfied
1 Neutral Neutral Neutral Neutral Moderate amount | Moderate amount | Moderate amount | Moderate amount Dissatisfied
1 Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little A great deal Very little Moderate amount Dissatisfied
? A great deal Moderate amount A great deal Moderate amount | Moderate amount A great deal A great deal A great deal Dissatisfied
6 Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little Neutral Very little Neutral Neutral
6 A great deal Moderate amount A great deal A great deal Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral
6 Moderate amount | Moderate amount Very little Moderate amount Neutral Moderate amount Neutral Moderate amount Neutral
2 Moderate amount | Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount Neutral
6 Moderate amount | Moderate amount | Moderate amount | Moderate amount A great deal A great deal A great deal Satisfied
6 A great deal Moderate amount | Moderate amount | Moderate amount Very little Neutral Neutral Neutral Satisfied
5 A great deal A great deal A great deal A great deal Very little Moderate amount Very little Moderate amount Satisfied
4 A great deal Moderate amount | Moderate amount | Moderate amount Neutral A great deal Neutral Moderate amount Satisfied
? A great deal A great deal A great deal A great deal Very little Moderate amount Very little Very little Satisfied
3 Moderate amount Neutral Moderate amount Neutral Neutral A great deal Moderate amount | Moderate amount Satisfied
6 A great deal Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount Neutral Neutral Satisfied
7 Moderate amount | Moderate amount A great deal Moderate amount | Moderate amount | Moderate amount | Moderate amount | Moderate amount Satisfied
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Region Encouraged Helped Befriended Valued Angry Stressed Inadequate Frustrated Satisfaction
4 Neutral Neutral Moderate amount | Moderate amount Neutral Neutral Neutral Moderate amount Satisfied
1 A great deal A great deal Moderate amount A great deal Very little Neutral Neutral Neutral Satisfied
6 A great deal A great deal Moderate amount | Moderate amount | Moderate amount A great deal Moderate amount | Moderate amount Satisfied
1 Moderate amount | Moderate amount | Moderate amount Neutral Neutral A great deal Moderate amount | Moderate amount Satisfied
2 A great deal Moderate amount | Moderate amount | Moderate amount Neutral Moderate amount Very little Moderate amount Satisfied
4 A great deal A great deal Moderate amount Neutral Moderate amount A great deal Moderate amount | Moderate amount Satisfied
1 Moderate amount | Moderate amount | Moderate amount | Moderate amount Very little Neutral Very little Very little Satisfied
2 Moderate amount Very little Moderate amount Neutral Neutral Moderate amount Very little Neutral Satisfied
2 Moderate amount | Moderate amount Neutral Moderate amount Neutral Moderate amount | Moderate amount | Moderate amount Satisfied
1 Moderate amount | Moderate amount Not At All Moderate amount Very little Very little Neutral Neutral Satisfied
1 Moderate amount | Moderate amount A great deal Moderate amount Very little Moderate amount Neutral Moderate amount Satisfied
6 A great deal A great deal Moderate amount | Moderate amount Very little Very little Neutral Very little Very Satisfied
4 A great deal A great deal Moderate amount A great deal Moderate amount | Moderate amount Very little Moderate amount | Very Satisfied
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